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highly  effective 
for  both  sleep  induction  and 
sleep  maintenance 


Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  •• 


Psychiatrist 

California 


. appears  to  have 
the  best  safely  record  of  any 
of  the  benzodiazepines  mm 

Psychiatrist 
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After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dalmane  (tiurazepam  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 
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Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep.  Objective  sleep  laboratory 
date  hove  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI; 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
ot  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Insfrucf 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  it  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating 
machinery  driving)  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  1 5 years  of  age. 
Withdrawal  symptoms  rarely  reported;  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  ot  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants, Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis- 
orientation ond  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported.  Also  reported  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, 61  pain,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpifafions,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficuify  in  focusing,  blurred  vision,  burning  eyes,  fainfness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase;  and  paradoxical  reactions,  e g , 
excitement,  stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults: 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients. 
Elderly  or  debilitated  patients:  15  mg  recommended  initially 
until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam 
HCI 
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FOR  SLEEP 

After  more  than  15  years  of  use,  it's  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning. ' ® And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety^®  As  always,  caution  patients  about 

driving  or  drinking  alcohol. 

Please  see  references  and  summary  of  product  informotion  on  reverse  side. 
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ON  THE  COVER 

I'hLs  month’s  cover  article  examines  the 
issues  that  surround  ' media  doctors  ” 
who  appear  regularly  on  television  to 

discuss  health  topics.  "Stay  tuned 
doctors  on  the  air  " begins  on  page  6S 

COMING 

NEXT  MONTH 

Articles  scheduled  for  the  February  i.ssue 
of  Texas  Medicine  deal  with  cocaine- 
induced  nasal  septal  perforation,  long- 
term pH  monitoring  in  the  evaluation  of 
gastro  esophageal  reflux,  and 

Hirschsprung’s  disease.  Instructions  on 
how  to  watch  a computer  demonstration 

arc  examined  in  one  of  the  scheduled 
articles  i’he  Heritage  Scries  continues 
with  a look  at  the  beginnings  of  medical 
journalism  in  Texas.  The  t.ancer  Update 
series  reports  on  the  lack  of  association 
between  fluoridation  of  water  and  cancer 

MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work  by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name 

(Please  Print) 

Address 

City 

State 

Zip 

( ) 

Specialty  Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 


2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 
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Editorials 


Heritage  series  commemorates 
Texas’  sesquicentennial 

In  commemoration  of  Texas’  sesquicentennial — the  anniver- 
sary of  independence  from  Mexico  in  1836 — and  in  tribute  to 
the  growth  and  progress  of  health  and  medicine  during  the 
[intervening  130  years,  Texas  Medicine  introduces  a “Heritage 
iSeries,”  to  be  published  during  1986. 

I Numerous  physicians  participated  in  the  painful  and  fateful 
jevents  associated  with  the  birth  days  of  our  political  ancestor, 
the  Republic  of  Texas.  Their  deeds  of  military  valor  and  medi- 
cal care  are  too  extensive  to  recall  fully.  The  first  essay  in  our 
Heritage  Series,  “Medicine  in  Texas:  the  historical  literature” 
jrecognizes  some  of  these  men. 

I have  also  recounted  some  of  the  major  events  in  the  evolu- 
tion of  efforts  to  tell  the  story'  of  medical  care  in  Texas.  When 
these  events  began,  physicians  believed  that  historical  studies 
isvere  contributions  to  medical  science.  Later,  they  used  histor- 
ical reviews  to  celebrate  progress  in  medical  care  and  to  re- 
member landmarks  in  the  growth  of  professional  organizations. 
\s  medical  care  became  more  effective  and  more  socially  sig- 
nificant in  our  culture,  general  historians  began  to  write  histo- 
ries of  science  and  histories  of  medicine.  This  interest  surfaced 
among  Texans  during  the  1950s.  Since  then,  both  physicians 
and  historians  have  continued  to  explore  the  contours  of  our 
medical  past. 

Some  of  these  explorations  will  appear  in  each  issue  of 
Texas  Medicine  during  this  sesquicentennial  year.  1 am  grateful 
'or  the  contributions  of  the  authors,  and  for  the  support  of  the 
Texas  Medicine  Editorial  Committee.  We  hope  that  readers 
ivill  be  informed  and  inspired  by  this  Heritage  Series. 

CHESTER  R.  BURNS,  MD,  PhD 

nstitute  for  the  Medical  Humanities,  The  University  of  Texas  Medical  Branch, 

' Salveston,  TX  77S50. 


jlllicit  use  of  triplicate 
iprescription  forms 

iorug  abuse  has  become  one  of  our  nation's  greatest  social, 
moral,  physical,  and  economical  concerns.  Physicians  have  a 
serious  responsibility  to  carefully  avoid  improper  use  of  dan- 
gerous drugs  for  themselves  or  their  patients. 

Recently,  triplicate  prescription  forms  have  been  stolen  from 
physicians’  offices,  posing  several  dangerous  possibilities 
through  the  diversion  of  drugs.  These  forms  have  become  very' 
valuable  and  are  in  great  demand.  A single  triplicate  prescrip- 
tion pad  can  be  sold  for  $ 1 50.  Hydromorphone  hydrochloride 
(Dilaudid)  pills  are  sold  for  S50  to  $60  apiece.  Sometimes,  a 
single  prescription  will  be  written  for  as  many  as  100  Dilaudid 
, tablets.  Such  improper  drug  availability  increases  use  by  chil- 
m dren  and  young  adults  and  leads  to  addiction 
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Physicians  are  individually  responsible  for  the  security  of 
their  triplicate  prescription  forms  and  must  guard  them  as  they 
would  any  other  valuable  possession.  This  may  be  especially 
difficult  since  the  forms  most  often  are  stolen  by  someone 
serving  as  an  employee  or  posing  as  a patient.  The  Department 
of  Public  Safety  has  provided  the  following  recommendations; 

( a ) Carefully  record  the  numbers  of  your  triplicate  prescrip- 
tion forms  in  a secure  place  apart  from  the  forms  themselves. 
Record  the  series  of  consecutive  numbers  in  the  lower  right 
corner  of  the  form,  not  the  red  numbers  in  the  upper  right 
corner.  You  are  accountable  for  all  the  forms  issued  to  you. 

(b)  Store  your  forms  carefully  and  in  a secure  place.  Do  not 
leave  them  lying  in  examining  rooms  or  offices,  (c)  Notify  the 
Department  of  Public  Safety'  Triplicate  Prescription  Section  im- 
mediately if  any  forms  are  lost  or  stolen. 

The  security'  and  proper  use  of  our  triplicate  prescription 
forms  are  important;  protect  them.  If  you  do  not  need  or  use 
the  forms,  return  them  to  the  Department  of  Public  Safety. 

G.  VALTER  BRINDLEY,  JR,  MD 

Executive  Director,  Texas  State  Board  of  Medical  Examiners,  PO  Box  1,^562, 
Capitol  Station,  Austin,  TX  7871 1 


New  design  reflects  trends  in  art 
and  science 

Texas  Medicine  starts  the  new  year  with  a fresh  graphic  design, 
and  we  hope  that  readers  will  spend  a few  extra  minutes  to  be- 
come acquainted  with  it. 

The  new  format  uses  a Garamond  type  face.  It  was  designed 
in  the  17th  century  when  the  Renaissance  nurtured  the  arts, 
literature,  and  the  fledgling  modern  science.  Our  updated  ver- 
sion retains  the  original  precision  that  is  characteristic  of  sci- 
ence, but  it  is  tempered  by  a softened  outline — much  as  the 
rigidity  of  today’s  high  technology'  is  being  redefined  to  accom- 
modate human  needs  and  responses. 

The  pages  are  styled  for  the  1 980s  too — clean,  lively,  and  or- 
ganized for  ease  of  reading  and  pleasant  browsing. 

Please  do  read  the  table  of  contents  and  look  through  a 
section  that  you  haven’t  read  lately.  Are  you  or  your  friends 
among  the  Newsmakers?  Is  that  CE  course  you’ve  been  looking 
for  listed  in  the  Continuing  Education  Directory?  Are  you 
concerned  about  tougher  Medicare  reviews  or  unsure  about 
licensing  statutes  regarding  child-placing?  Try  the  Socio- 
economics section.  The  results  of  TMA’s  public  opinion  poll 
are  described  in  the  TMA  in  Action  section. 

Two  things  about  this  issue  remain  the  same:  First,  it  belongs 
to  you,  and  we  want  to  know  how  it  can  serve  you  better.  Sec- 
ond, the  covers  and  the  graphic  design  are  by  Edward  Triggs, 
Texas  Medicine’s  graphics  designer  and  senior  lecturer  at  The 
University  of  Texas , Austin. 
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Unexpected  complication  in  the 
use  of  a nasogastric  tube 

The  use  of  nasogastric  tubes  in  pediatrics  is  common  and  usu- 
ally involves  few  complications.  Their  use  is  essential  in  the 
administration  of  activated  charcoal  in  acute  poisonings.  We 
would  like  to  report  an  unusual  complication  of  nasogastric 
tube  placement. 

A three-year-old  girl  was  admitted  to  our  pediatric  intensive 
care  unit  for  treatment  of  theophylline  toxicity.  Theophylline 
level  at  the  time  of  admission  was  52  |xg/mL.  A 12  french 
Replogle  tube  was  easily  introduced  into  her  right  nostril  and 
placement  in  the  stomach  was  verified  by  auscultation  after  a 
bolus  of  air  was  injected  through  the  tube.  She  was  then  given 
a 1 g/kg  dose  of  activated  charcoal,  as  well  as  60  cc  of  magne- 
sium citrate  through  the  nasogastric  tube,  and  was  started  on 
intravenous  hydration  at  2,500  cc/mVday. 

Prior  to  the  administration  of  a second  dose  of  activated 
charcoal,  the  nasogastric  tube  appeared  to  be  malfunctioning. 
Attempts  at  flushing  the  tube  were  unsuccessful  and  the  deci- 
sion was  made  to  replace  it.  The  tube  was  pulled  easily  until  all 
but  approximately  7 cm  had  been  removed;  at  this  point  resis- 
tance was  met.  Gentle  constant  pressure  and  twisting  the  tube 
were  of  no  help  in  dislodging  it,  and  nasal  films  were  obtained 
to  visualize  the  source  of  the  obstruction.  The  tip  of  the  tube 
was  located  in  the  posterior  pharynx,  with  a knot  in  the  part  of 
the  tube  positioned  in  the  nasal  cavity.  ENT  was  then  consulted. 

Alconefrin  25%  nose  drops  were  placed  in  both  nostrils  and 
topical  Xylocaine  was  sprayed  into  the  oropharynx.  The  distal 
end  of  the  tube  was  grasped  with  a hemostat  and  pulled 
through  the  patient’s  mouth.  Then  the  tube  was  cut  proximal 
to  the  knot.  The  remainder  of  the  tube  was  then  pulled 
through  the  patient’s  nose  without  difficulty. 

Comment 

The  complications  associated  with  placement  of  nasogastric 
tubes  are  rare  and  have  been  limited  to  improper  placement 
and  perforation.  We  report  an  unusual  complication — develop- 
ment of  a true  knot  in  a properly  placed  nasogastric  tube. 

CARMEN  ROCCO,  MD 

6 JOAN  BOTHNER,  MD 

Department  of  Pediatrics,  The  University  of  Texas  Medical  Branch,  Galveston,  TX 

77550. 


©1985  Marriott  Hotels 

Now  you  can  have 
convenience  to  the 
Medical  Center 
with  the  luxury  of 
Marriott. 


The  new  Marriott  Hotel  is  linked  to  the 
Texas  Medical  Center  by  an  enclosed  walkway. 
No  hotel  is  more  convenient  or  as  special. 

All  guest  rooms  are  spacious  and  richly 
appointed.  Our  concierge  level  offers  you  a 
private  lounge,  continental  breakfast, 
complimentary  hors  d'oeuvres,  and  honor  bar. 

Our  recreation  facilities  feature  an  indoor 
pool  and  whirlpool,  plus  adjoining  fitness 
center  with  an  indoor  track,  racquetball, 
complete  weight  training,  and  excerci.se 
equipment. 

We  have  9,000  sq,  ft.  of  conference  space 
including  the  Grand  Ballroom  and  several 
conference  rooms  - perfect  for  seminars, 
business  meetings,  or  product  introductions. 

Our  three  restaurants  and  lounge  offer  a variety 
of  food  and  beverage  options. 

Make  your  next  trip  to  the  Texas  Medical 
Center  convenient,  and  we  will  make  sure  it  is 
special.  For  reservations,  call  us  direct  at 
713-796-0080,  call  your  travel  agent,  or  call 
Marriott  toll  free  1-800-228-9290, 
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Add  Spirometry 
to  your  practice... 


...the  Autospiro  SD-System 


Featuring  a Spirometric 
Diagnostic  System 
designed  for  the 
physician’s  office. 

Vital  to  a busy  practice 

The  Autospiro-SDS  is  portable,  compact  and 
lightweight.  Yet  its  simple,  low-cost  operation 
will  yield  the  most  sophisticated  data  accurately 
and  automatically. 

The  Spirometric  Diagnostic  System  (SDS) 
provides  step-by-step  instructions  and  moni- 
tors every  test.  The  micro-computer  will 
calculate  8 vital  test  parameters  and  provide 
an  instantaneous  diagnostic  interpretation 
through  comparison  with  standard  prediction 
values  for  both  adults  and  children. 

Permanent  record  of  results 

The  graphic  printer  provides  patient  information, 
a complete  test  summary  print  out,  plus  the 
valuable  Flow-Volume  and  FVC  curves  neces- 
sary for  third-party  reimbursement. 


Economical 

The  computerized  SD-System  allows  a busy 
office  to  add  spirometry  easily  and  economi- 
cally. By  automatically  analyzing  a single 
expiration  to  yield  a complete  print  out,  the 
Autospiro  SD-System  can  be  efficiently  utilized 
without  requiring  extra  personnel,  lengthy 
calculations,  or  special  training.  Spirometry 
can  justifiably  increase  your  office  billing  by 
becoming  an  integral  part  of  a complete 
examination. 

Contact  us  for  details  and  a demonstration  today! 

R-B  INSTRUMENTS  CO. 

P.O.  Box  37271,  Houston,  TX  77237 

(713)  774-0458  or  800-323-1674 

SERVING  ALL  OF  TEXAS 


r 


Name 

Specialty . 
Address- 
City 


-State- 


-Zip. 


Phone  

□ I would  like  a demonstration  in  my 

office  at  my  convenience.  Please  contact  me. 
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Albert  Vaiser,  M.D. 

William  B.  Snyder,  M.D. 

William  L.  Hutton,  M.D. 

Counseling  Strategies 
for 

Dwain  G.  Fuller,  M.D. 

Physicians 

Gary  Edd  Fish,  M.D. 

Rand  Spencer,  M.D. 

Counirv  t.luli 

are  pleased  to  announce 

the  relocation  of  the 

March  23-30,  1986 

TEXAS  RETINA  ASSOCIATES 

La  Sierra  Office 

THE  UNIVERSITY  OF  TEXAS  AT  TYLER 

DEPARTMENT  OF  SOCIAL  SCIENCES 

to 

and 

THE  UNIVERSITY  OE  TEXAS 

HEALTH  SCIENCE  CENTER  AT  HOUSTON 

Greenville  Medical  Tower  Suite  400 

As  an  organization  accredited  for  continuing  medical  education. 

The  University  of  Texas  Health  Science  Center  at  Houston,  Division  of 

7150  Greenville  Avenue 

Dallas,  Texas  75231 

Continuing  Education,  designates  this  continuing  medical  activity  as  meeting  the  criteria 

for  17  hours  in  Category  1 of  The  Physician’s  Recognition  Award  of  the 

214/692-6941 

American  Medical  Association. 

This  program  has  been  reviewed  and  is  acceptable  for  17  prescribed  hours 

TRK 

by  the  American  Academy  of  Family  Physicians. 

Call:  24  hours  a day — 7 days  a week 

National 

1 -800-332-8747 

Baylor  Office 

3600  Gaston  Avenue  Suite  555 

1 -800-392-4900-737 

Dallas,  Texas  75246 

or  Call  Collect 

214-593-9411 

214/821-4540 

Ask  for  CODE  975  DL  B 

Microsurgery  Training 
at 

Baylor  College  of  Medicine 

Basic  training  in  microsurgery  is  offered  through  the  Baylor  College  of  Medicine  Department  of 
Continuing  Education  for  the  following  surgical  specialties; 


Plastic  and  Reconstructive  Orthopedic 

Hand  Neurosurgical 

Cardiovascular  Pediatric 

Urological  Gynecological 


One-  and  two-week  training  courses  are  offered  year-round,  concentrating  on  direct  hands-on 
surgical  experience  with  the  operating  microscope  utilizing  animal  surgical  models. 

A certificate  and  40-80  Category  I CME  credit  hours  are  awarded  upon  completion  of  the  course. 

For  more  information  contact; 

Kathy  Gray 

Baylor  College  of  Medicine 
Plastic  Surgery  Division-Microsurgery  Lab,  443E 
One  Baylor  Plaza 
Houston,  Texas  77030 
(713)  799-4536 
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TMA  IN  ACTION 


Delegates  endorse  plan 
to  effect  tort  reform 

■ Texas  Medical  Association’s  House  of 
Delegates  has  endorsed  a ten-point  ac 
tion  plan  to  effect  tort  reform. 

A Task  Force  on  Civil  Justice  Reform, 
chaired  by  Bernard  W.  Palmer,  MD,  San 
Antonio,  will  spearhead  the  effort,  which 
will  support  judicial  and  legislative  re- 
: forms  that  can  ease  the  dual  crisis  of  sky- 
rocketing medical  professional  liability 
insurance  premiums  and  lack  of  insur 
, ance  at  any  price.  Central  to  the  effort  is 
the  Texas  Civil  Justice  Coalition,  which 
i will  enlist  other  professions  and  mem- 
: bers  of  the  business  community  in  a cam- 
paign to  influence  legislation. 

In  another  significant  move,  the  House 
of  Delegates  defeated  a proposal  to 
: charge  members  a fee  for  attending  the 
annual  session  and  affirmed  that  TMA 
“shall  continue  to  provide  admission  to 
the  annual  session  to  its  members  with- 
out a fee.” 

Meeting  Nov  22-23,  1985,  in  Austin, 
the  delegates  also; 

i — Approved  association  priorities  for 
I 1986:  ( 1 ) professional  liability  and  tort 

■ reform;  (2)  competition  in  medical  prac- 
tice, providing  effective  representation  to 

I physicians;  ( 3 ) assist  physicians  in  proh- 
i lems  relating  to  Medicare  and  Medicaid; 
(4)  health  care  cost  awareness  and  cost 
effectiveness;  (5)  Sunset  hearings  on 
Texas  Department  of  Mental  Health  and 
Mental  Retardation,  and  Texas  Depart- 
ment of  Human  Services;  (6)  Texas’  Ses- 
quicentennial — recognition  of  scientific 
achievements  during  the  state’s  1 50  years 
of  medical  progress;  and  ( 7 ) providing 
the  best  medical  care  for  the  people  of 
Texas  through  services  of  physicians  to 
their  patients. 

— Commended  Nobel  Prize  recipients 
Michael  S.  Brown,  MD,  and  Joseph  L 
Goldstein,  MD,  both  of  Dallas. 

— Approved  a resolution  calling  for 
Blue  Cross  and  Blue  Shield  of  Texas,  Inc, 
to  portray  physicians  more  positively  in 
their  advertising  campaigns. 

— Approved  a resolution  that  TMA  ( 1 ) 
condemn  use  of  smokeless  tobacco  prod- 
ucts by  persons  of  all  ages,  ( 2 ) support 
state  legislation  prohibiting  sale  of 
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smokeless  tobacco  products  to  minors, 

( 3 ) support  legislation  discontinuing 
televised  advertising  of  smokeless  to- 
bacco products,  (4)  initiate  and/or  sup- 
port action  at  the  American  Medical 
Association  to  encourage  the  surgeon 
general  to  label  all  smokeless  tobacco 
products  as  being  a major  health  hazard, 
and  ( 5 ) undertake  a public  education 
program  to  inform  the  general  public  of 
the  hazards  of  smokeless  tobacco 
products. 

— Commended  J.E.  Miller,  MD,  Dallas, 
and  Raymond  M.  Hampton,  MD,  Pampa, 
for  their  contributions  to  medical  educa- 
tion and  organized  medicine  during  their 
tenure  on  the  Council  on  Medical 
Education. 

— Extended  congratulations  to  Benjy 
Frances  Brooks,  MD,  Houston,  newly 
elected  to  the  Texas  Women’s  Hall  of 
Fame;  to  Jean  P.  Hester,  MD,  Houston, 
who  was  inducted  in  1984;  and  to  the 
other  newly  inducted  persons  in  recogni 
tion  of  their  achievements  and  dedica- 
tion to  the  people  of  Texas. 

— Elected  Robert  W.  Kimbro,  MD, 
Cleburne,  former  chairman  of  TMA’s 
Board  of  Trustees,  and  Alfred  H.  Daniell, 
MD,  Brownfield,  a TMA  councilor  and 
vice-councilor  from  1957  to  1975,  to 
emeritus  membership. 

Delegates  James  W'  Caldwell,  MD.  ( left):  Barry  W. 
Uhr,  MD:  and  Dennis  J.  Factor,  MD.  (alternate)  of 


— Approved  a Special  Distinguished 
Service  Award  for  TMA  Executive  Direc 
tor  C.  Lincoln  Williston,  who  has  an- 
nounced his  plans  to  retire  at  the  end  of 
1986. 


Texas  Medical  Association’s  1986  Winter 
Conference  focuses  on  the  theme  “Con- 
fronting the  Forces  of  Change.  ” Tlic  con- 
ference is  scheduled  for  9 am  to  5 pm, 
Saturday,  Feb  8,  1 986,  at  the  Hyatt  Re 
gency  Austin. 

Keynote  speaker  John  J.  Cour)  , Jr,  MD, 
president  elect  of  the  American  Medical 
Association,  will  discuss  the  significant 
trends  that  affect  medical  practice.  These 
trends  include  an  increasing  number  of 
physicians  and  alternate  deliver)'  systems, 
as  well  as  increasing  competition. 

William  R.  Felts,  MD,  chairman  of  the 
AMA  Council  on  Legislation,  will  discuss 
physician  reimbursement.  Medicare  and 
Medicaid,  and  issues  before  the  Congress. 
Louis  R.  Zako,  MD,  past  president  of  the 
Michigan  State  Medical  Society  and  chair- 
man of  the  society’s  Task  Force  on  Tort 
Reform,  also  is  featured  on  the  program. 
He  will  discuss  professional  liability  and 

Dallas  study  reference  committee  reports  daring  the 
interim  session  of  the  House  of  Delegates. 


February  conference  to  focus 
on  forces  of  change 


tort  reform,  emphasizing  the  national 
problem  and  his  experience  in  Michigan, 
as  well  as  new  approaches  for  tort 
reform. 

TMA’s  Hospital  Medical  Staff  Section 
meets  Sunday,  Feb  9,  in  conjunction  with 
the  conference.  Also  meeting  during  the 
weekend  are  TMA’s  resident  and  student 
sections  and  other  committees,  councils, 
and  boards.  Postgraduate  courses  will  be 
presented  Feb  8-9. 

The  Saturday  conference  program  is 
presented  free  of  charge  to  TMA  mem- 
bers, and  the  association  hosts  a 
luncheon  for  participants.  The  deadline 
for  housing  reservations  is  Jan  24,  1986. 
For  further  information  about  the  confer- 
ence and  related  programs,  contact  the 
Texas  Medical  Association.  1801  N Lamar 
Blvd,  Austin,  TX  78701,  or  phone 
(512)477-6704. 


Texans  say  physicians  competent, 
malpractice  situation  is  a crisis 

Texans  feel  that  physicians  are  interested 
in  their  patients,  up-to-date,  and  compe- 
tent, according  to  a recent  survey.  The 
state’s  residents  also  agree  that  the  pro- 
fessional liability  situation  has  reached 
crisis  proportions  and  that  the  tort  sys- 
tem needs  reform. 

These  findings  come  from  a survey 
conducted  in  July  1985  by  V.  Lance  Tar- 
rance  & Associates  for  Texas  Medical 
Association. 

More  than  70%  of  those  interviewed 
strongly  or  somewhat  agree  with  the 
statement  that  doctors  usually  are  up-to- 
date  on  the  latest  advances  in  medicine. 

A total  of  76%  agreed  strongly  or  some- 
what that  most  doctors  take  a genuine  in- 
terest in  their  patients. 

However,  the  survey  suggests  that  pa- 
tients perceive  that  doctors  charge  too 
much,  do  not  spend  enough  time  with 
patients,  and  don’t  explain  things  well 
while  the  patient  is  in  the  office.  Respon- 
dents ranked  physicians  behind  cler- 
gymen, pharmacists  or  druggists,  and 
dentists  in  very  high  and  high  ratings  for 
honesty  and  ethical  standards. 

The  survey  report  advises  physicians 
that,  "...  patients  in  Texas  are  cty  ing 
out’  in  these  data  for  the  doctor  having 
more  consideration  for  the  patient  .... 
Patients  want  more  from  their  doctors  in 
terms  of  consideration  and  explanation.” 


A total  of  75%  of  the  respondents 
agreed  strongly  or  agreed  somewhat  with 
the  statement  that  there  is  a growing  cri- 
sis with  malpractice  suits  and  awards  in 
this  countrv’.  In  response  to  related  ques- 
tions. -45%  said  that  people  who  sue  phy- 
sicians for  malpractice  are  looking  for  an 
easy  way  to  make  money;  44%  said  that 
the  amount  of  money  juries  award  to  pa- 
tients usually  is  too  much;  and  54%  said 
that  there  should  be  a limit  on  the 
amount  of  money  that  can  be  awarded  to 
someone  suing  a doctor  for  malpractice. 

The  survey  analysis  notes,  “We  see  that 
upscale  Texans  ( high  incomes  and  col- 
lege graduates),  younger  to  middle-aged 
Texans,  blacks,  and  those  living  in  Harris, 
Tarrant,  and  Dallas  counties  are  all  above 
av^erage  in  stating  that  patients  generally 
are  justified  in  bringing  suit.” 

The  survey  also  shows  that: 

— 76%  agree  that  the  government 
should  provide  better  health  care  for  the 
poor  and  elderly. 

— 69%  disagree  with  the  statement 
that  lawv  ers’  fees  are  usually  reasonable. 

— 78%  agree  that  doctors  keep  pa- 
tients waiting  too  long  in  their  waiting 
rooms. 


— 59%  say  that  most  people  become 
doctors  because  they  want  to  help  other 
people. 

— 8 1 % agree  that  doctors  can  give 
good  advice  on  nutrition,  dieting,  and 
exercise. 

— 55%  agree  that  doctors  don’t  make 
any  more  mistakes  now  than  they  did  ten| 
years  ago. 

— 57%  agree  that  doctors  make  too 
much  money. 

— 40%  agree  that  doctors  in  Texas  pay 
too  much  for  malpractice  insurance. 

— 83%  say  that  the  increased  cost  of 
malpractice  insurance  is  passed  on  to  pa- 
tients as  doctors  raise  fees. 

— 76%  are  less  likely  to  go  to  a doctor 
who  advertises. 

The  survey  sample  included  700  adults 
1 8 years  of  age  and  older  throughout  the 
state  of  Texas.  The  confidence  interval  as- 
sociated with  the  sample  is  such  that 
99%  of  the  time,  results  will  be  within 
4.6%  of  the  “true  v alues,”  where  “true 
values”  refer  to  the  results  obtained  if  it 
were  possible  to  interview  everv'  voter  in 
the  state. 


speaker  Val  h lioriiin.  fori  Worth,  presides  orer  the 
House  oj  Delegates  during  its  uieetiup  ,Woi’22—J3. 
1985,  in  Austin 


Te.xas  Medicine 


Medical  organizations  help 
Mexican  earthquake  victims 

At  least  two  medical  organizations  have 
joined  a gubernatorial  task  force  in  help- 
ing the  victims  of  the  September  19H5 
earthquakes  in  Mexico  Cib’. 

Both  Bexar  Cx)unb’  Medical  Society, 

San  Antonio,  and  Baylor  University  Medi- 
cal Center,  Dallas,  have  contributed  to  re- 
lief efforts. 

Bexar  County  Medical  Society  is  offer 
ing  assistance  to  the  widows,  orphans, 
and  families  of  the  100-plus  physicians, 
i residents,  interns,  medical  professors, 
i and  medical  students  w'ho  died  in  the 
disaster.  The  campaign,  titled  POVi'ER 
( Physicians’  Orphans  and  Widows  Enter 
gency  Relief),  was  scheduled  to  continue 
I through  Dec  31,  1983. 

E.  Rubin  Bernhard,  MD,  president  of 
the  society,  said,  “We  all  know'  the  loss  of 
so  many  trained  medical  personnel  will 
leave  a long-time  v oid  in  available  medi- 
[1  cal  care  for  surviving  family  members  of 
those  physicians  that  will  nev  er  be  filled. 
We  decided  to  put  together  a campaign 
to  show  these  medical  families  they  are 
|i  not  forgotten.’’ 

Dr  Bernhard  appointed  Jose  Benavides, 

; MD,  immediate  past  president  of  the  so- 
ciety, to  act  as  chairman  for  POW  ER. 

Meanwhile,  Baylor  L'niversity  Medical 
Center  established  a Mexican  Relief  Fund 
I to  help  with  reestablishing  comprehen- 
i sive  medical  care  in  Mexico  City.  Baylor 

I coordinated  the  deliverv’  of  supplies  and 

II  pharmaceuticals  to  the  American  British 
iCowdray  (ABC)  Hospital  in  Mexico  City, 
j The  ABC  Hospital,  a resource-sharing  af- 
!|  filiate  of  the  Baylor  Health  Care  System, 

:i  helped  to  distribute  the  supplies  to  other 
I hospitals  requesting  assistance. 

J The  medical  supplies  and  phar- 
i maceuticals  were  provided  through  do- 
! nations  from  local  and  national  medical 
i supply  houses,  cash  donations  from  the 
;!  community,  and  a SIOO.OOO  contribution 
from  Baylor  for  the  purchase  of  supplies 
I and  pharmaceuticals.  Operation  Texas,  a 
private  and  nonprofit  international  relief 
organization,  provided  planes  to  deliver 
the  supplies  to  Mexico  City. 

; Another  group,  the  Texas  Response — 
i Citizens  for  Mexican  Relief  task  force,  is 
I raising  funds  to  build  a 1-44-bed  hospital 
! and  three  schools  in  the  city.  Texas  Cov 
I Mark  White  appointed  San  Antonio 
I Mayor  Henry  Cisneros  and  Bob  Krueger, 
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Huxtable,  MD,  on  NBC’s  top  rated  pro- 
gram, “The  (iosby  Show,”  also  will  re- 
ceive the  award. 

The  citation  recognizes  lay  persons 
who  hav  e helped  achieve  the  ideals  of 
American  medicine  by  aiding  and  coop 
crating  in  the  advancement  of  medical 
science,  medical  education,  or  medical 
care. 


Use  of  services  increases 
as  TMA  membership  grows 

As  Texas  Medical  Association’s  member- 
ship has  increased,  so  has  the  use  of  the 
association's  member  services,  including 
Avis  rental  car  discounts,  credit  card  pro- 
grams, and  a debt  collection  program. 

TMA  members  rented  2~l  1 vehicles 
from  Avis  during  the  first  nine  months  of 
1985,  an  800%  increase  over  the  same 
period  in  198-4.  The  increase  follows  im- 
proved benefits  that  Avis  has  made  avail- 
able to  TMA,  along  w ith  stepped-up 
marketing  efforts. 

The  number  of  physicians  participating 
in  TMA’s  discounted  credit  card  program 
increased  by  2 1 % during  the  year  ended 
Sept  30,  1985.  At  that  time,  973  physi- 
cians were  enrolled  in  the  program, 
which  is  conducted  by  First  City  National 
Bank.  The  month  of  August  reflected  the 
greatest  activity  with  a total  volume  of 
$532,605,  and  an  average  ticket  of  $8"^. 

W ith  2,322  enrollees,  TMA's  collection 
program  has  the  largest  member  partici- 
pation. The  program,  administered  by 
l.C.  System,  has  collected  almost  $8  mil- 
lion for  TMA  members  since  it  began  in 
Februarv’  1983. 

TMA’s  newest  member  service  is  the 
Gold  MasterCard  program.  It  was  initi- 
ated in  early  1985,  and  by  the  fall,  1,853 
TMA  members  had  applied  for  cards.  The 
approval  rate  is  81%.  Trans  National  Fi- 
nancial Services  markets  and  administers 
the  program. 

For  further  information  on  these  and 
other  member  benefits,  write  Texas 
Medical  A.ssociation,  1801  N Eamar  Blvd, 
Austin,  TX  78701,  phone 
(512)477-6704. 


former  ambassador-at-large  to  Mexico,  to 
serve  as  cochairmen  of  the  task  force. 

Ron  Anderson,  MD,  Dallas,  will  lead  a 
committee  that  works  with  the  planned 
hospital.  Donations  to  the  fund  can  be 
sent  to  The  Texas  Response — Citizens  for 
Mexican  Relief  PO  Box  2961,  Austin,  TX 
■^R-Ol. 


AMA  gives  layman’s  citation 
to  Williston,  Overton 

The  American  Medical  Association  will 
present  TMA  Executive  Director  C.  Lin- 
coln W'illiston  the  Citation  of  a Layman 
for  Distinguished  Service  Award  during 
the  AMA  annual  meeting,  June  15—19, 
1986,  in  C;hicago.  Mr  Williston  will  share 
the  award  with  Philip  R.  Overton,  TMA's 
former  general  counsel. 

Mr  W'illiston  joined  the  staff  of  the 
Texas  Medical  As.sociation  in  1954.  He 
has  announced  that  he  will  retire  at  the 
end  of  1986.  Mr  Overton  worked  with 
TMA  from  1 939  until  his  retirement  in 
1976, 

Television  comedian  Bill  Cosby,  who 
portrays  obstetrician-gv  necologist  Cliff 

TMA  Executive  Director  C l iucolu  \\  ilUstou  will 
receive  the  .-LV/.V  's  Citation  of  a l ayman  for 
Distinguished  Service  Award  in  June  1986. 


"I'D  LIKE  TO  MAKE 
AIM  APPOINTMENT 


Be  prepared,  Doctor.  More  patients  will  be 
asking  about  coloreaal  cancer.  According  to  a 
survey*  conducted  by  the  American  Cancer 
Society,  many  people  would  like  to  receive  more 
information  about  colorectal  cancer,  and  83% 
said  they  would  want  to  be  checked  for  it. 
Further,  they  are  learning  that  this  cancer  can  be 
detected  before  symptoms  appear.  The  present 
cure  rate  is  44%.  The  cure  rate  could  be  as  high 
as  75%,  with  early  detection  and  appropriate 
management. 

For  asymptomatic  persons  the  Society 
recommends  annual  digital  rectal  examina- 
tion at  age  40  and  over;  at  age  50  and  over, 
an  annual  stool  blood  test,  as  well  as 
sigmoidoscopy  every  three  to  five  years. 


following  two  initial  annual  negative 
sigmoidoscopies. 

We  re  here  to  help.  You  can  reach  us  at  your 
local  American  Cancer  Society  office  or  write 
to  our  Professional  Education  Department 
at  National  Headquarters,  90  Park  Avenue, 

New  York,  N.Y  10016.  Ask  about  the  Society’s 
Colorectal  Check  program  of  professional  and 
public  education  for  the  early  detection  of 
colorectal  cancer. 


AMERICAN 
VCANCER 
f SOCIETY® 


‘“Cancer  of  the  Colon  and  Rectum:  Summary  of  Public  Attitude  Survey,”  Ca  33:359-365,  1983  (Nov.-Dee.). 


Texas  Medicine 


¥flio  cares  about  you! 

Burnout,  emotional  distress,  tension  and  family  problems  are  all  too  common  in  your 
profession.  Too  often,  you  get  so  caught  up  caring  for  other  people,  you  forget  to  take 
care  of  yourself.  Take  a day  to  catch  up. 

Menninger  Foundation  Conference  to  be  held  in  Austin. 


On  January  31 , 1 986,  take  a few  hours 
to  listen  to  Roy  W.  Menninger,  M.D., 
Glen  0.  Gabbard,  M.D.  and  Stephen  A. 
Jones,  M.S.W.,  all  from  the  Menninger 
Foundation.  World  famous  for  its  pio- 
neer work  in  treatment,  education,  re- 
search and  prevention  of  mental  illness, 
the  Menninger  Foundation  has  de- 
signed a comprehensive  seminar  to 
help  you  cope  with  the  stress  your  pro- 
fessional life  creates  for  you. 

Seminar  topics  include: 

• personality  characteristics  and  how 
they  contribute  to  burn-out 

• how  to  handle  the  stress  in  your  family 
life 

• mid-life  issues  unique  to  professionals 

• discrepancies  between  the  priorities 
you  espouse  for  your  patients  and 
those  which  seem  to  control  your  life 


As  part  of  the  opening  activities  of 
Charter  Lane  Hospital,  this  seminar  is 
available  to  you  at  no  charge. 

The  Menninger  Foundation,  as  an  orga- 
nization accredited  by  the  ACCME  for 
continuing  medical  education,  desig- 
nates this  activity  as  meeting  the  criteria 
for  five  (5)  hours  of  credit  in  Category  I 
of  the  Physicians  Recognition  Award  of 
the  American  Medical  Association. 

Please  act  now,  as  space  is 
limited. 

For  more  information  about  the  free 
Menninger  Foundation  Conference,  or 
any  of  the  programs  at  Charter  Lane 
Hospital,  just  call  512/837-1800  or 
1-800/472-7422  within  Texas. 


Charter  Lane  Hospital 

A full  service,  72-bed  facility  on  8.5  acres  overlooking  Walnut  Creek,  Charter  Lane 
Hospital  provides  treatment  in  a modern,  therapeutic  environment  for  psychiatric 
disorders,  alcoholism  and  other  chemical  dependencies. 


Inpatient  Programs 
for  Adults  and 
Adolescents 

• anxiety  disorders  and 
phobias 

• depression 

• schizophrenia 

• personality  disorders 


Inpatient  and  Outpatient 
Programs  for  Adults  and 
Adolescents 

• alcoholism 

• chemical  dependency  on 
other  drugs 

• aftercare;  extended  care 


Employer  Services 

• supervisory  training 

• educational  seminars 

• employee  assessment 

• counseling 

• intervention  and  referral 
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Dr  loachim  to  address 
TSP  meeting,  Jan  31 -Feb  2 

Harr)’  L loachim.  Ml),  a noted  authority 
on  lymph  node  biopsie.s,  is  among  the 
featured  ,speakers  at  the  Texas  Society  of 
Pathologists’  65th  annual  meeting,  Jan 
31 -Feb  2,  1986,  at  the  Four  Seasons 
Hotel,  Houston. 

Dr  loachim  is  chairman  of  the  Depart- 
ment of  Patholog)’  at  New  York  City ’s 
Lenox  Hill  Hospital.  He  will  discuss  “The 
Lymphadenopathies  and  Lymphomas  of 
AIDS  ” at  6:30  pm,  Friday,  Jan  31  Satur 
day’s  program  topics  relate  to  “Practical 
Blood  Banking  for  Pathologists  and  Tech- 
nologists.” In  addition  to  lectures,  the 
program  offers  informal  panel  discussions 
and  question-and-answer  sessions. 

On  the  lighter  side,  the  Caldwell 
Award  Banquet  Saturday  evening  will  fea- 
ture Lynn  Ashby,  well  known  humorist 
and  editor  of  the  Eloiiston  Post 
newspaper. 

The  deadline  for  registration  for  social 
events  and  meal  functions  is  Jan  2"’, 

1986.  Reservations  for  the  scientific  ses- 
sion will  be  accepted  as  late  as  Saturday, 
Feb  1,  1986. 

For  further  information,  contact  Iris 
Wenzel,  1801  N Lamar  Blvd,  Austin,  TX 
78701,  or  phone  (512  H77-6704. 


FDA  approves  aspirin 
to  prevent  heart  disease 

The  Food  and  Drug  Administration 
( FDA ) approved  the  indication  for  as- 
pirin in  the  prevention  of  heart  attack  in 
those  at  risk.  At  a press  conference  in  Oc 
tober,  then  Secretary  of  Health  and  Hu- 
man Services  Margaret  Heckler 
announced,  “Aspirin — one  of  our  most  fa- 
miliar and  long-used  medicines — may 
help  us  prevent  30,000  to  50,000  of  the 
heart  disease  deaths  that  occur  each  year 
in  this  country.” 

The  FDA,  said  Ms  Heckler,  concluded 
that  in  patients  who  have  had  a heart  at- 
tack, one  aspirin  a day  ( 325  mg)  can  re- 
duce the  chance  of  having  another  heart 
attack  by  about  one-fifth.  In  patients  with 
unstable  angina,  aspirin  can  reduce  the 


risk  of  heart  attack  and  possible  death  by 
about  half 

Ms  Heckler  said  that  a study  is  under 
way  to  address  the  question  of  whether 
aspirin  would  be  effective  in  preventing 
heart  attacks  in  healthy  people.  She  also 
emphasized  the  importance  of  other 
measures  including  diet,  weight  control, 
exercise,  and  non-smoking. 


ACP  issues  statement 
on  diagnostic  thoracentesis 

Diagnostic  thoracentesis  is  s;ife,  well-tol- 
erated by  patients,  and  can  be  done  on 
an  outpatient  basis,  according  to  the 
American  College  of  Phy  sicians.  This  rec- 
ommendation, prepared  by  the  college  s 
Clinical  Kfficacy  Assessment  Project,  also 
states  that  since  thoracentesis  and  pleural 
biopsy  do  not  require  complex  equip- 
ment or  hospitalization,  the  cost  of  the 
procedure  is  relatively  low. 

Through  CEAP,  the  American  College 
of  Physicians  evaluates  the  effectiveness 
of  medical  tests,  procedures,  and 
therapies  and  makes  recommendations 
on  their  appropriate  uses. 

Compete  copies  of  the  recommenda- 
tion on  thoracentesis  and  other  recom- 
mendations may  be  obtained  from  the 
American  College  of  Physicians,  4200 
Pine  St,  Philadelphia,  PA  19104. 


NIH  provides  statement 
on  electroconvulsive  therapy 

The  National  Institutes  of  Health  has  pub- 
lished a consensus  development  state- 
ment on  electroconvulsive  therapy.  The 
statement  was  prepared  by  a panel  of  ex- 
perts that  considered  ,scientific  evidence 
presented  at  an  NIH  conference. 

Among  the  questions  answered  in  the 
report  are:  XX'hat  is  the  evidence  that 
electroconvulsive  therapy  (ECT)  is 
effective  for  patients  with  specific  mental 
disorders?  What  are  the  risks  and  adverse 
effects  of  ECT?  What  factors  should  be 
considered  by  the  physician  and  patient 
in  determining  if  and  w hen  ECT  w ould 
be  an  appropriate  treatment?  How  should 
ECT  be  administered  to  maximize  bene- 
fits and  minimize  risks?  What  are  the  di- 
rections for  future  research? 

Eree  single  copies  of  the  report  are 
available  from  Michael  J.  Bernstein, 


Office  of  Medical  Applications  of  Re- 
search, National  Institutes  of  Health, 
Building  1,  Room  216,  Bethesda,  MD 
20892. 
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Medicare  limits  Part  B payments 
on  unneeded  hospitalization 

Medicare  is  limiting  the  amount  it  will 
pay  for  physician  services  related  to  un- 
necessary hospital  stays  and  expanding 
prepayment  medical  review  screens. 

According  to  a report  from  the  Ameri- 
can Medical  Association,  the  Health  Care 
Financing  Administration  will  require 
fiscal  intermediaries  to  provide  carriers 
monthly  data  on  denials  of  hospital  in-pa- 
tient or  skilled  nursing  home  facility  ad- 
missions. Carriers  will  check  the 
admissions  denials  against  claims  for  Part 
B (physician)  services  directly  related  to 
those  admissions  and  deny  payment  for 
all  or  a portion  of  such  claims.  If  physi- 
cians involved  in  such  cases  accepted  as- 
signment, carriers  will  withhold  future 
payments  in  the  amounts  for  which  im- 
proper reimbursement  was  made.  Where 
claims  were  not  assigned,  carriers  will 
endeavor  to  obtain  reimbursement  from 
beneficiaries — except  in  cases  of  severe 
financial  hardship. 

In  cases  where  the  professional  review 
organization  ( PRO ) determines  surgery 
was  unnecessary’,  all  payments  for  in-hos- 
pital services  would  be  denied.  However, 
the  costs  of  tests  necessary  to  arrive  at  a 
decision  regarding  surgery  would  be 
covered. 

If  a PRO  says  that  medical  care  could 
have  been  provided  in  a less  costly  set- 
ting than  a hospital,  in  a skilled  nursing 
facility'  (SNF),  for  example,  the  carrier 
will  reimburse  physicians  for  hospital  vis- 
its at  whatever  lower-site-of-care  rate  is 
appropriate — SNF  or  office  visit,  for 
example. 

In  addition  to  these  policies,  the  HCFA 
has  more  than  doubled  the  number  of  re- 
quired prepayment  screens  that  alert  car- 
riers that  additional  review  is  required 
before  a claim  for  Part  B payments  can 
be  processed.  The  action  brings  the  num- 
ber of  screens  to  1 6.  The  screens  are 
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The  Texas  Medical  Association  has  sponsored  an  Insurance  Program  as  a 
service  to  its  members  for  over  29  years.  The  success  of  the  Program  is  sub- 
stantiated by  the  fact  that  over  19,000  individuals  are  insured  in  one  or  more 
plans — and  the  number  increases  daily. 

The  purchase  of  insurance  is  an  individual  choice.  There  is  no  concern  in  this 
regard.  However,  there  is  concern  when  the  effectiveness  of  the  TMA  coverage 
is  questioned  without  a complete  comparison  being  made. 

If  an  effort  is  made  to  persuade  you  to  give  up  any  coverage  you  have  in  force 
or  not  to  enroll  in  a certain  program,  ask  the  agent  to  make  a complete  written 
comparison  of  both  policies  involved.  Make  sure  the  comparison  includes  such 
things  as  how  long  benefits  will  be  paid  and  the  qualifying  circumstances,  appli- 
cation of  deductibles,  coordination  clauses,  partial  payments,  amounts  paid  for 
specific  losses,  cost  projections,  termination  dates,  and  what  additional  charges 
are  made  for  certain  options.  You  should  then  submit  the  comparison  to  the 
other  carrier  for  evaluation. 

STATE  INSURANCE  LAWS  prohibit  the  use  of  misleading  statements  or  in- 
complete comparisons  during  presentations.  The  ultimate  choice  is  yours,  but 
do  not  base  your  decision  on  anything  less  than  factual  information. 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  PROGRAM 

underwritten  by 

PRUCO  LIFE  INSURANCE  COMPANY  OF  TEXAS 

A Subsidiary  of  The  Prudential 
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computer  edits  that  Hag  certain  services 
for  further  review  before  payment.  For 
example,  if  a Part  B claim  for  routine  foot 
care  is  tiled  more  than  once  every'  60 
days,  the  claim  is  singled  out  for  review. 

TDHS  reminds  physicians 
of  adoption  laws 

The  Texas  Department  of  Human  Ser 
vices  (TDHS)  reminds  physicians  that 
only  licensed  child-placing  agencies  may 
legally  facilitate  or  arrange  an  adoption. 

According  to  TDHS,  “This  means  that  a 
doctor  cannot  share  the  names  or  pro- 
files of  potential  adoptive  parents  with  a 
birthmother  who  is  planning  to  place  her 
expected  child.  Nor  can  the  doctor  refer 
both  of  the  parties  to  an  attorney  who  ar- 
ranges for  placements,  also  without  a li- 
cense. The  doctor  may  refer  the 
birthmother  to  a licensed  child  placing 
agency  for  services.  Beyond  that,  the 
doctor  or  other  medical  staff  should  offer 
only  medical  services.” 

TDHS  Institutional  Licensing  Represen- 
tative Kris  Schneidau  says,  “I  find  that 
these  ( illegal ) placements  are  quite  com- 
mon and  stem  from  a general  lack  of 
knowledge  about  the  licensing  laws. 

Quite  often  obstetricians  and 
gynecologists  are  the  subjects  of  my  in- 
vestigations. . . . Primarily  doctors  spe- 
cializing in  OBG  should  be  aware  of  the 
statutes  because  of  their  frequent  contact 
with  birthmothers  and  infertile  patients.” 

Although  many  adoptive  parents  be- 
lieve there  is  a private  adoption  system, 
Texas  authorities  do  not  sanction  any 
such  system.  However,  there  are  more 
than  50  licensed  agencies  in  the  state. 

For  further  information,  contact  Kris 
Schneidau,  Institutional  Licensing  Repre- 
sentative, Texas  Department  of  Human 
Services,  Box  15995  (016-9),  Austin,  TX 
78761,  phone  ( 512  )929-7340,  ext  322. 

Less  smoking  could  cause 
increased  medical  spending 

“It  is  a perverse,  but  real  fact  of  life,  . . . 
that  elimination  of  smoking  could  lead  to 
future  increases  in  total  medical  spend 
ing  . . . ,”  according  to  a staff  memoran- 
dum from  the  Office  of  Technology' 
Assessment  of  the  Department  of  Health 
and  Human  Services. 


The  memorandum  speculates  that  a 
larger,  healthier  population  would  in- 
crease the  costs  of  Medicare,  Social  Secu- 
rity, and  other  government  programs.  It 
also  estimates  that  smoking-related 
health  care  costs  and  lost  productivity 
costs  amount  to  between  S39  billion  and 
S96  billion,  with  a middle  estimate  of 
$65  billion.  The  middle  estimate  equals 
$2.17  per  pack  of  cigarettes. 

The  Office  of  Technology  Assessment 
(OTA)  further  estimates  that  in  1985  the 
US  health  care  system  spent  between  $12 
billion  and  $35  billion  to  treat  smoking- 
related  diseases.  OTA’s  middle  estimate 
for  health  care  costs  is  about  $22  billion, 
or  72<t  for  each  pack  of  cigarettes  sold  in 
the  United  states.  Estimated  Medicare 
costs  are  $1.7  billion  to  $5.4  billion, 
while  Medicaid  costs  amount  to  $0.3  bil- 
lion to  $1.1  billion. 

OTA  reports  that  in  1982,  about 
1 39,000  people  died  from  smoking-re- 
lated cancers,  about  32%  of  all  cancer 
deaths.  They  estimate  that  about  314,000 
deaths  in  1982  were  related  to  the  three 
major  smoking-related  diseases:  cancer, 
cardiovascular  disease,  and  chronic 
obstructive  lung  disease.  In  the  same 
year,  the  OTA  says,  total  person-years  lost 
amounted  to  5 3 million,  with  1.2  million 
of  those  years  lost  before  age  65. 

The  memorandum  “Smoking-related 
Deaths  and  Financial  Costs,”  prepared  in 
September  1985,  does  not  represent  offi- 
cial policy  of  the  Technology  Assessment 
Board. 
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TDH  finalizes  rules 
for  indigent  health  care 

At  press  time,  the  Texas  Department  of 
Health  was  finalizing  rules  for  implement- 
ing the  Health  Improvement  Services  Act 
( Primary  Care  Program ),  part  of  the 
state’s  indigent  health  care  package. 

The  act,  approved  by  the  69th  Texas 
Legislature  last  year,  is  designed  to  im- 
prove availability  of  primary  care  ser- 
vices. It  is  expected  to  lower  health  care 
expenditures  by  reducing  the  need  for 
secondary'  and  tertiary  care.  It  also 
should  reduce  mortality  and  morbidity 


and  improve  individual  productivity. 

TDH  has  emphasized  that  it  does  not  in- 
tend to  duplicate  services  already  offered 
by  the  public  or  private  sectors. 

Rules  adopted  by  the  Board  of  Health 
will  apply  to  specific  services  to  be  fur- 
nished, including  diagnosis  and  treat- 
ment, and  emergency,  family  planning, 
laboratory,  x-ray,  and  nuclear  medicine 
services. 

Other  rules  relate  to  type,  amount,  and 
duration  of  service;  application  proce- 
dures; selection  of  providers;  needs/de- 
mands assessment;  and  denial  or 
termination  of  program  participation. 

TDH  to  award  contracts 
for  infant,  maternal  care 

If  all  goes  according  to  schedule,  the 
Texas  Department  of  Health  (TDH)  will 
award  contracts  for  health  services  to 
low  income  women  and  infants  during 
April  and  May  1986. 

The  69th  Texas  Legislature  authorized 
the  services  through  the  Maternal  and  In- 
fant Health  Improvement  Act  (MIHIA), 
part  of  the  indigent  health  care  package 
approved  in  May  1985.  MIHIA  is  ex- 
pected to  avert  or  limit  maternal,  fetal, 
and  infant  deaths,  along  with  low  birth- 
weight  infants,  handicapping  conditions, 
unplanned  adolescent  pregnancies,  and 
births  without  appropriate  intrapartum 
care. 

According  to  the  implementation 
schedule,  TDH  should  be  reviewing  con- 
tract proposals  during  January  and  Febru- 
ary 1986.  Regional  Health  Planning  [ 

Councils  of  the  Councils  of  Government 
and  Regional  Public  Health  Departments  ? 
will  assist  in  the  review  process. 

Applicants  for  contracts  must  be  able  \ 
to  provide  pregnancy  diagnosis,  am 
bulatory  low-risk  prenatal  postpartum 
care,  and  routine  child  health  services 
that  meet  Texas  Department  of  Health 
Program  Standards.  ! 

They  also  must  offer:  ( 1 ) prenatal  care 
in  designated  counties  of  need,  (2) 
obstetrical  consultation  services,  (3)  in- 
trapartum care  for  high  risk  pregnant  ‘ 

women,  (4)  neonatal  intensive  care,  (5) 
follow-up  services  for  eligible  infants  ! 

who  are  considered  to  be  at  high  risk, 
and  ( 6 ) emergency  medical  transporta- 
tion necessary  to  secure  appropriate  per- 
inatal care. 
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AMA  calls  for  closing 
of  ‘glaring  gap’  in  Medicare 

A representative  of  the  American  Medical 
Association  appeared  before  a I S Senate 
subcommittee  hearing  to  call  for  the 
closing  of  ‘a  glaring  gap"  in  the  Medicare 
program. 

P.  John  Seward,  MI).  Rockford,  111, 
voiced  the  AMA's  support  of  administra- 
tive appeals  for  disputes  arising  out  of 
the  Medicare  Part  B supplemental  insur- 
ance program,  as  provided  in  pending 
legislation. 

Dr  Seward,  a family  physician  and  vice- 
chairman  of  the  AMA's  Council  on  Legis- 
lation, spoke  to  the  members  of  the 
Health  Subcommittee  of  the  Senate  Com- 
mittee on  Finance  Nov  1,  1985.  He  told 
them  that,  “VC'hile  the  Medicare  law,  as 
originally  enacted  and  later  as  amended, 
has  always  authorized  administrative  ap- 
peals from  determinations  made  under 
the  hospital  insurance  portion  of  the 
Medicare  program  ( Part  A ),  such  appeals 
have  never  been  allowed  for  disputes 
arising  out  of  the  Part  B supplemental  in- 
surance program.  This  long-standing  in- 
equity’ begs  an  immediate  remedy; 
Medicare  beneficiaries  deser\  e no  less." 

Dr  Seward  suggested  that  physicians 
should  be  allowed  to  represent  bene- 
ficiaries. “Physicians  are  often  in  the  best 
position  to  explain  and  justify  charges 
made  for  serv  ices  to  beneficiaries. " he 
explained. 

Dr  Seward  cited  a report  from  the 
General  Accounting  Office  ( GAO ),  which 
he  said  supports  the  AMA's  view  that  “ 

. . . there  is  a substantial  injustice  in  the 
Medicare  law.”  The  1985  report  found 
that  there  is  a "high  risk  of  underpayment 
in  beneficiary  submitted  claims  with  large 
reasonable  charge  reductions  and  that 
carrier  safeguards  were  ineffective  in  pre- 
venting these  underpayments.” 

Senators  David  Durenberger  ( R-Minn ), 
H.  John  Heinz  III  ( R-Pa ),  and  John  H. 
Chafee  (R-RI ) introduced  a bill,  SI  55 1, 
which  authorized  such  appeals,  but  the 
final  Senate  version  dropped  the  enabling 
language.  A House  reconciliation  bill.  HR 
3128,  retains  such  language.  At  press  time, 
action  to  reconcile  the  Senate  and  House 
bills  was  pending. 
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FELIX  RTTLEDGE.  Ml),  an  international 
authority  on  gynecologic  surgery,  was 
chosen  to  receive  the  2()th  annual  Heath 
Memorial  Award  given  by  the  The  L’ni- 
versity  of  Texas  M.D.  Anderson  Hospital 
and  Tumor  Institute  for  outstanding  basic 
science  contributions  to  improved  care 
for  cancer  patients.  Chairman  and 
professor  of  the  department  of  gyne- 
cology at  L'T  .M.D.  .Anderson  Hospital,  Dr 
Rutledge  is  widely  respected  for  his  skills 
as  a surgeon,  a clinical  investigator,  and  a 
teacher. 

VC1LL1A.M  H.  SNADER  111,  .Ml),  professor 
of  surgery  at  The  University  of  Texas 
Health  Science  Center  at  Dallas 
( UTHS(d) ),  has  been  appointed  assistant 
dean  for  clinical  affairs  at  Parkland  .Me- 
morial Hospital.  Dr  Snyder  has  served  as 
acting  chairman  of  the  division  of  thor- 
acic surgery  at  UTHSCD  and  as  director 
of  Parkland's  Surgical  Intensive  C^are  Unit. 

ARTHL  R .M.  JANSA.  SR.  Ml),  Houston,  has 
been  appointed  to  a six-year  term  on  the 
State  Board  of  .Medical  Examiners.  Gov 
.Mark  VChite  appointed  Dr  Jansa  to  re- 
place JA.MES  K.  PEDEN,  MD.  Dallas, 
whose  term  expired.  Dr  Jansa's  term  runs 
through  .April  13.  1991. 

J.  HAROLD  CHEEK,  .MI),  Dallas,  is  the  re- 
cipient of  the  1985  Tattinger  Award  of 
Distinction  for  his  contribution  to  the  re- 
search and  treatment  of  breast  cancer.  Dr 
Cheek,  a senior  attending  surgeon  at  Bay- 
lor L'niversity  .Medical  Center,  helped 
change  the  view  that  breast  cancer  was 
inoperable  during  pregnancy  or  lactation. 

ERED  CASTROVC  11,  MI),  Houston,  has 
been  appointed  to  the  editorial  board  of 
the  Journal  of  the  American  Academy  of 
Dermatology  for  a three-year  term.  Dr 
Castrow  is  completing  his  term  as  presi- 
dent of  the  American  Society  of  Der- 
matologic Surgery. 

EDDIE  BERNICE  JOHNSON,  RN,  Dallas, 
has  been  appointed  National  Chairman  of 
Nursing  for  the  American  Red  Cross.  She 
will  serve  as  the  organization's  advocate 
for  both  volunteer  and  paid  staff  nurses 


and  act  as  a spokesperson  on  behalf  of 
nursing  issues  and  concerns.  .Ms  Johnson 
ser\’ed  as  an  administrator  with  the  De- 
partment of  Health,  Education  and  NX'el- 
fare  and  currently  serves  as  executive 
officer  of  community  relations  develop- 
ment for  the  Dallas  chapter  of  the  A'isit- 
ing  Nurse  Association. 

CHARLES  A.  LE.MAISTRE,  .MI),  president 
of  The  University  of  Texas  System  Cancer 
Center,  was  elected  national  president  of 
the  American  Cancer  Society.  “Cancer  is 
no  longer  inevitable — it  can  be  cured;  it 
can  be  prevented.  This  is  the  message  the 
.American  Cancer  Society  will  convey  to 
the  public  in  the  coming  year,”  noted  Dr 
Le.Maistre  following  his  election. 

\!C’.  TO.M  ARNOLD.  .MI),  Houston,  was 
named  Physician  of  the  Year  by  the  Gulf 
Coast  Chapter  of  the  National  Foundation 
of  Ileitis  and  Colitis.  Dr  Arnold,  a founder 
of  Diagnostic  Clinic  of  Houston,  was  hon- 
ored for  his  outstanding  dedication  to 
the  foundation's  ideals  and  goals,  and  for 
his  serv  ice  to  the  city  of  Houston. 

DALE  'W’lLLI.MACK.  director  of  the  T.NLA 
department  of  annual  session  and  scien- 
tific programming,  has  been  named  the 
first  recipient  of  the  Texas  Society  of 
Association  Executives'  Professional  Ex- 
cellence Award.  The  award  recognizes 
association  executives  who  occupy  top 
level  management  positions,  but  who  are 
not  chief  staff  executives.  .Mrs  VLillimack 
was  selected  for  the  honor  in  recognition 
of  more  than  25  years  of  outstanding  ser- 
vice to  the  Texas  .Medical  Association  and 
in  particular  for  coordinating  the  largest 
convention  presented  annually  by  a state 
medical  association. 
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TEXAS  MEDICAL  LIABILITY  TRUST 


Sfarlite  Village 
Hospifal 

Center  Point,  Texas 

Ph.  634-2212 
634-2213 

A specialized  hospital  dedicated  to  the 

physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  Annabeile  Lindner 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH:  ACCREDITED 


COMMITTED 
TO  QUALITY 
SERVKE 

The  Texas  Medical  Liability 
Trust  is  an  organization  offering 
professional  liability  insurance 
responsive  to  the  needs  of  Texas 
physicians. 

The  Texas  Medical  Liability 
Trust  . . . quality  insurance  ser- 
vices to  match  quality  medical 
practices. 

CALL  TOLL  FREE 

1-800-252-9179 

mn 

THF.  HIGHEST  QUALITY  LIABILITY  INSURANCE  FOR  TEXAS  PHYSICIANS 

P.O.  Box  14746,  Austin,  Texas  78761 
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rilF.  UNIVERSIIV 
_.  or  TEXAS  _ 

HEALTH 

center 


AT  lYLER 


Clinical  Services  and  Consultations 


• Cardiovascular  Diagnosis  and  Surgery 

• Home  Health  Care  Services 

• Infectious  Disease 

Atypical  Mycobacteria,  Pneumonia 
& Related  Diseases,  Tuberculosis 

• Oncology 

• Outpatient  Care 

• Pediatric  Respiratory  Disorders 
Allergy,  Asthma,  Cystic  Fibrosis 
Pneumonia,  Tuberculosis 


• Pulmonary  (Adult) 

Emphysema  & Chronic  Bronchitis 
Occupational  Lung  Diseases 
Pulmonary  Physiology 
Pulmonary  Infiltrative  Disease 
Sleep-Related  Breathing  Disorders 
Pulmonary  Rehabilitation 
Undiagnosed  Pulmonary  Masses 

• Radiology  • Smoking  Cessation 

• Thoracic  Surgery 


A Referral  Center  for  Cardiopulmonary  Diseases 

Located  on  Highway  271  at  SH  155,  5 miles  north  of  Tyler.  Mailing  address: 
P.O.  Box  2003,  Tyler,  TX  75710.  For  information  and  referral  call:  1-800-442-8842 


Texas  Medicine 


Confronting 
the  Forces 
of  Change 


Texas  Medical  Association 
1986  Winter  Conference 

February  8,  1 986 
9 a.m.-5  p.m. 

Fiyatt  Regency  Austin 


The  TMA  1986  Winter  Conference  is  designed  to  broaden  your 
knowledge  of  the  challenges  confronting  both  the  medical  profession 
as  a whole  and  you  as  a physician  striving  to  provide  effective  medical  care. 


IHIighlights  of  the  conference  include  guest  speakers  and  breakout 
sessions  covering  the  topics  of  professional  liability,  competition  in  the 
medical  arena,  and  the  impact  of  changes  in  Medicare  and  Medicaid. 


jiuest  Speakers 

juest  speakers  will  be  featured  from 
ito  11  a.m.  and  following  lunch  from 
|:15  to  1 ;45. 

>hn  |.  Coury,  Jr.,  M.D.,  Port  Huron, 
lichigan,  president-elect,  American 
ledical  Association,  will  speak  on 
jrrent  issues  affecting  physicians. 

Villiam  R.  Felts,  M.D.,  Washington, 
'.C.,  chairman,  Council  on  Legisla- 
on,  American  Medical  Association, 

'ill  talk  about  the  impact  of  current 
‘deral  legislative  and  regulatory 
prces  on  the  practice  of  medicine. 

I 

iouis  R.  Zako,  M.D.,  Birmingham, 
'lichigan,  past  president  of  the  Michi- 
an  State  Medical  Society  and  chair- 
lan  of  the  Michigan  Task  Force  on 
ort  Reform,  will  speak  about  profes- 
lonal  liability  and  tort  reform. 

effrey  J.  Denning,  Marina  del  Rey, 
alifornia,  general  manager-staff  as- 
ociate,  Conomikes  Associates,  Inc., 
‘'ill  address  practice  management  and 
marketing  techniques. 


Additional  Programs 

A county  medical  society  new  officers' 
program  and  a special  program  for  key 
contact  physicians  will  be  held  in  con- 
junction with  the  conference.  On  Sun- 
day, the  Hospital  Medical  Staff  Section 
will  sponsor  a program  which  is  open 
to  all  TMA  members.  Resident  and  stu- 
dent section  meetings  will  be  held  Sat- 
urday, and  postgraduate  courses  will 
be  held  February  8 and  9.  Most  TMA 
committees,  councils,  and  boards  will 
also  meet  in  conjunction  with  the 
conference. 

Hospitality 

Conference  participants  and  their 
guests  are  invited  to  a luncheon  on 
Saturday,  and  to  a hospitality  hour  fol- 
lowing the  conference.  The  reception 
will  be  hosted  by  the  Pruco  Life  Insur- 
ance Company  of  Texas,  a subsidiary 
of  The  Prudential  Insurance  Company 
of  America,  underwriter,  TMA  Insur- 
ance Program. 


Provisional  Member 
Requirement 

If  you  are  a provisional  member,  you 
may  fulfill  the  requirement  to  attend  a 
state-level  meeting  by  attending  the 
regular  conference  sessions  on  Satur- 
day, February  8 from  9 a.m.  to  5 p.m. 

Registration  and  Housing 

There  is  no  fee  or  pre-registration  for 
the  conference.  However,  you  are  en- 
couraged to  use  the  accompanying 
official  housing  request  form  to  make 
hotel  reservations.  Housing  is  limited; 
deadline  for  reservations  is  lanuary  24, 
1986. 

Check  your  mail  for  a brochure  con- 
taining details  on  the  1986  Winter 
Conference. 


Texas  Medical  Association 
Winter  Conference 


FOR  HOUSING  BUREAU  USE  ONLY 

February  7-9, 1986 

MAIL  TO: 

Austin,  Texas 

CENTRAL  HOUSING  BUREAU 

P.O.  BOX  1967 

OFFICIAL  HOUSING  REQUEST  FORM 

AUSTIN,  TX  78767 

• PLEASE  READ  CAREFULLY  • 


_PLEASE  PRINT  OR  TYPE  ALL  ITEMS  TO  ASSURE  ACCURACY. 

_COMPLETE  EACH  PART  BELOW  IN  DETAIL  FOR  CORRECT  AND  RAPID  PROCESSING. 

_SHOULD  MORE  THAN  TWO  (2)  ROOMS  BE  NEEDED,  FORM  MAY  BE  DUPLICATED,  OR  SUPPLEMENTAL  ROOM  LIST  MUST  BE 
ATTACHED  USING  SAME  FORMAT  AS  IN  PART  III. 

_ALL  CONFIRMATIONS  WILL  BE  SENT  TO  INDIVIDUAL  INDICATED  IN  PART  I. 


PART  I 

INSTRUCTIONS;  Complete  requested  data  using  abbreviations  as  necessary. 
NAME  OF  PERSON  REQUESTING  ROOMS 


(First  Name) 

(Last  Name) 

(M.  Initia 

(Name  of  Company  or  Firm) 

(Street  Address  or  P.O.  Box  Number) 

(City) 

(State) 

(Zip) 

(Country) 

(Area  Code) 

(Phono  Number) 

(Credit  Card)  (Number)  (Expiration  Date) 


PART  II 

INSTRUCTIONS:  Select  THREE  Hotel/Motels  of  your  choice.  No  request  wiil  be  processed  without  THREE  choices. 


(FIRST  CHOICE) 


(SECOND  CHOICE) 


(THIRD  CHOICE) 


PART  III 


INSTRUCTIONS:  1. 

2. 

3. 

4. 


PRINT  OR  TYPE  NAMES  OF  ALL  PERSONS  OCCUPYING  EACH  ROOM. 
SELECT  TYPE  ROOM  DESIRED  WITH  ARRIVAL  AND  DEPARTURE  DATES. 
SUPPLEMENTAL  LIST  FOR  ADDITIONAL  ROOMS  MUST  USE  SAME  FORMAT. 
PRINT  OR  TYPE  LAST  NAME  FIRST.  


CHECK  ONE 

OCCUPANTS  NAME/S  (PRINT  LAST  NAME  FIRST) 

□ SINGLE  (1RM-1  per.-l  Bed) 

1. 

□ DOUBLE  (1RM-2  per.-l  Bed) 

ROOM 

2. 

□ DBL/DBL  (1RM-2  per. -2  Beds) 

□ TRIPLE  (1RM-3  per.-2  Beds) 

3. 

NO.  1 

□ QUAD  (1RM-4  per.-2  Beds) 

4. 

□ P-^1  (Parlor  & 1 bedroom) 

□ P -t-  2 (Parlor  & 2 bedrooms) 

CHECK  ONE 

OCCUPANTS  NAMeS  (PRINT  LAST  NAME  FIRST) 

□ SINGLE  (1RM-1  per.) 

1. 

□ DOUBLE  (1RM-2  per.) 

ROOM 

2. 

□ DBUDBL  (1RM-2  beds) 

□ TRIPLE 

3. 

NO.  2 

□ QUAD 

4. 

□ P -t- 1 (Parlor  & 1 bedroom) 

□ P -r  2 (Parlor  & 2 bedrooms) 

ARR.  DATE  

DEP.  DATE  

ARR.  TIME  

AM PM 

(Check  One) 


ARR.  DATE  

DEP.  DATE  

ARR.  TIME  

AM PM 

(Check  One) 


* NOTE:  Reservation  will  be  held  only  until  6 p.m.  unless  a credit  card  number  is  provided  or  a deposit  sent  to  the  hotel. 


FOR  USE  OF 
ASSN.  ONLY 


PLEASE  RECHECK  ALL  ITEMS  FOR  CORRECT  INFORMATION. 


Hotel  Information 

Hyatt  Regency  Austin 

208  Barton  Springs  Road 
S $75  D $85 


Embassy  Suites 

300  South  Congress 
(Across  from  Hyatt) 
S $69  D $69 


Sheraton  Crest  Inn 

1 1 1 East  First  Street 
S $71  D $81 


sxas  Medical  Association 
ostgraduate  Courses 
jbruary  8-9, 1986 

conjunction  with  the  TMA  1986  Winter 
inference,  a review,  update,  and  presen- 
lon  of  practical  information  in  three  es- 
itial  fields  will  be  offered. 

an  organization  accredited  by  the  Ac- 
'ditation  Council  for  Continuing  Medical 
ucation  to  sponsor  continuing  education 
physicians,  the  Texas  Medical  Associa- 
n designates  these  continuing  medical 
ucation  activities  as  meeting  the  criteria 
hour-for-hour  credit  in  Category  1 of 
e Physician's  Recognition  Award  of  the 
nerican  Medical  Association. 

register,  complete  the  postgraduate 
urse  form  and  return  it  with  your  check 
■fore  February  7,  1986.  Your  registration 
II  be  acknowledged.  Make  your  check 
lyable  to  Texas  Medical  Association.  Re- 
nds will  be  made  through  February  7. 

)urses  are  primarily  offered  to  TMA 
embers.  Nonmembers  will  be  admitted 
) a space-available  basis. 

jdents,  residents,  and  retired  physicians 
ly  one-half  the  nonmember  fee. 

I courses  will  be  taught  in  the  Austin- 
)wn  Lake  Embassy  Suites  Hotel,  directly 
ross  the  street  from  the  Hyatt  Regency. 


For  additional  information  contact  Texas 
Medical  Association,  Department  of  An- 
nual Session  and  Scientific  Progranmiing, 
1801  North  Lamar  8lvd.,  Austin,  Texas 
78701,  512/477-6704. 

Saturday,  February  8 

W-1 

Basic  Life  Support  for  Physicians 

1 -5  ().m. 

Fee:  Member,  $40;  Nonmember,  $45 
Credit:  4 hours.  Category  I,  AMA  PRA 
Sponsored  in  con|unction  with  the  Ameri- 
can Heart  Association,  Texas  Affiliate, 
Inc. 

At  the  conclusion  of  the  course,  a partici- 
pant should  be  able  to  define  sudden  death, 
state  two  lifestyle  changes  which  will  re- 
duce the  risk  of  heart  attack,  describe  risk 
factors  precluding  heart  attack,  identify  sig- 
nals of  heart  attack,  recognize  the  need  for 
cardiopulmonary  resuscitation;  describe 
how  and  when  to  call  for  help;  state  EMS 
emergency  number,  and  perform  accord- 
ing to  American  Heart  Association  Stan- 
dards and  Guidelines  for  Cardiopulmonary 
Resuscitation  and  Emergency  Cardiac 
Care:  (a)  rescue  breathing;  (b)  one-rescuer 
cardiopulmonary  resuscitation;  (c)  two- 
rescuer  cardiopulmonary  resuscitation;  (d) 
infant/child  rescues;  and  (e)  management 
of  obstructed  airway — conscious  and  un- 
conscious victim. 

Final  written  and  manikin  examinations 
will  be  given.  Those  completing  the  exam- 
inations satisfactorily  will  receive  certifi- 


egistration for  Postgraduate  Courses 

eck  must  accompany  request  for  course  registration.  Make  check  payable  to  Texas  Medical  Associa- 
1,  and  mail  to  Texas  Medical  Association,  Business  Office,  1801  North  Lamar  Blvd.,  Austin,  Texas 
701 . No  refunds  after  February  7 

urday,  February  8 

1 Basic  Life  Support  For  Physicians  $ 

Member  $40;  Nonmember  $45 

iday,  February  9 

2 Office  Colorectal  Problems  $ 

Member  $75;  Nonmember  $80 

j3  Primary  Care  for  Critical  Conditions  $ 

(First  Two  Hours) 

I Member  $75;  Nonmember  $80 

Total  $ 


*me 


dress 


y 

state 

zip  code 

cation  as  providers  in  Basic  Life  Support 
for  Physicians  from  the  American  Heart 
Association. 

Sunday,  February  9 

W-2 

Office  Colorectal  Problems 

8 a.m.- 1 p.m. 

Fee;  Member,  $75;  Nonmember,  $80 
Credit:  5 hours.  Category  1,  AMA  PRA 

Ernest  Max,  MD,  Course  Director 
Assistant  Clinical  Professor  of  Surgery 
Baylor  College  of  Medicine 
Colon  and  Rectal  Clinic 
Houston 

H.  Gray  Carter,  MD 

Assistant  Clinical  Professor  of  Colon  and 
Rectal  Surgery 
Department  of  Surgery 
The  University  of  Texas  Southwestern 
Medical  School  Dallas 

Richard  H.  Conklin,  MD 

Private  Practice  in  Infectious  Diseases 

Houston 

Kenneth  W.  Smith,  MD 
Clinical  Instructor 
Department  of  Surgery 
Baylor  College  of  Medicine; 

The  University  of  Texas  Medical  School 
Colon  and  Rectal  Clinic  Houston 

The  course  has  been  designed  to 
familiarize  and  update  primary  care 
physicians  with  current  concepts  in  the 
office  handling  of  these  problems.  It  will 
review  the  diagnosis  and  management  of 
the  patient  who  comes  to  the  physician's 
office  with  the  main  complaint  of  anorectal 
pain;  and  the  various  surgical  procedures 
that  can  be  performed  at  the  physician's 
office,  including  the  indications,  contra- 
indications, and  techniques. 

The  second  portion  of  the  program  will 
analyze  the  physician's  role  in  early 
detection  of  colorectal  cancer;  the  use, 
indications  and  technique  of  the  flexible 
sigmoidoscopy;  and  also  will  review,  in 
depth,  the  sexually  acquired  diseases  of 
the  anorectal  area  with  special  emphasis 
on  AIDS  and  its  early  diagnosis  and  office 
management. 


8 a.m.—  1 p.m. 

Fee:  Member,  $75;  Nonmember,  $80 
Credit:  5 hours.  Category  1,  AMA  PRA 
Course  Director:  Wayne  R.  Snodgrass, 
M.D.,  Department  of  Pediatrics,  The 
University  of  Texas  Medical  Branch  at 
Galveston. 


Do  you  want 
to  know  if 
you’re 
managing 
your  finances 
in  a 

balanced 
biblical  way? 

There  is  now  a personal  financial  planning  service 
available  in  the  southwest.  Christian  Financial 
Management  offers  fee-only  financial  planning 
with  three  distinctives.  First,  a biblical  approach  to 
personal  finance  that  is  reflected  in  God’s  word. 
Second,  independent  counsel  that  is  not  connected 
with  the  sale  of  any  products.  Third,  technical 
expertise  to  provide  an  integrated  approach  to  each 
area  of  your  personal  finances. 

For  more  information,  call  (512)  328-1140 
Bill  Lucy 

Partner  in  Charge 

BBA,  Finance,  University  of  Houston 
MABS,  Dallas  Theological  Seminary 


CHRISTIAN  FINANCIAL 
MANAGEMENT 

1015  Bee  Cave  Woods,  Suite  207 
Austin,  Texas  78746 

West  Coast  Office  Corporate  Office 

Fresno,  California  Atlanta,  Georgia 


February  14-15,  1986 
La  Mansion  del  Rio  Hotei 
San  Antonio,  Texas 

An  Educational  Seminar 
presented  by 
The  Urology  Center 
at  Humana  Hospital-San  Antonio 

This  course  is  designed  for  physicians 
specializing  in  Urology,  Internal  Medicine, 
Neurology,  Family  and  General  Practice, 
Psychiatry  and  Psychology. 

The  seminar  will  address  the  current 
diagnostic  evaluation  of  the  impotent  male 
as  well  as  the  options  and  indications  for 
both  medical  and  surgical  treatment  of  male 

sexual  dysfunction. 

This  continuing  medical  education  activity  is 
approved  for  1 1 credit  hours  in  Category  I 
of  the  Physician's  Recognition  Award  of  the 
American  Medical  Association. 


registration 
information,  piease 


Melinda  Puente 

»pital  • San  Antonio 

8026  Fibyd  Curl  Orive 
San  Antonio,  Texas  78229 
5 
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TEXAS  MEDICAL  LIABILITY  TRUST 


The  Texas  Medical  Liability 
Trust  is  an  organization  ottet' 
ing  professional  liability  insur- 
ance responsive  to  the  needs 
of  Texas  physicians. 

Our  philosophy  is  to  pro- 
vide an  enduring  source  of  lia- 
bility insurance,  impact  on  the 
overall  malpractice  insurance 
market  by  our  presence,  pro- 
vide loss  prevention  and  risk 
management  education  to 
minimize  malpractice  prob- 
lems and  to  effectively  handle 
claims  with  personal  attention 
to  our  policyholders.  This  phi- 
losophy results  in  the  highest 
quality  liability  insurance  for 
Texas  physicians. 

Today,  the  health  care  in- 
dustry is  in  an  era  of  change. 
Cost  containment  incentives, 
DRG  systems,  competitive  en- 


vironment, and  rising  costs  of 
health  care;  plus  new  laws  and 
liberal  legal  trends  are,  more 
than  ever  before,  affecting  the 
Texas  physician.  The  Texas 
Medical  Liability  Trust  is 
acutely  aware  of  these  trends. 
Our  priority  to  anticipate  the 
future  and  understand  the 
staggering  problems  of  profes- 
sional liability  are  a vital  part 
of  the  quality  service  offered. 
And  it  is  because  of  this 
awareness  and  our  understand- 
ing of  the  industry  that  TMLT 
has  emerged  as  a dynamic 
leader  in  the  field  of  profes- 
sional liability  insurance. 

The  Texas  Medical  Liability 
Trust  . . . quality  insurance 
services  to  match  quality 
medical  practices. 


mu 


THE  HIGHEST  QUALITY  LIABILITY  INSURANCE  EOR  TEXAS  PETrSICIANS. 

Created  by  the  Texas  Medical  .Association 


Statewide  Service  Center:  1-800-252-9179/P.O.  Bux  14746,  Austin,  Texas  78761 
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Every  year,  qualified  students 
i - get  the  chance  they’ve  been 
dreaming  of  when  they  study 
at  one  of  the  43  predomi- 
nantly black  colleges  of  the 
United  Negro  College  Fund. 
They  go  on  to  enrich  society 
as  scientists,  lav^ers,  engi- 
neers and  psychologists. 

Now  more  than  ever,  your 
contribution  is  needed  to 
make  theirs  possible. 

Please  send  your  check  to 
the  United  Negro  College 
Fund,  500  East  62nd  Street, 
NewYork,  NY  10021. 

And  give  someone  a 


me  ambition. 


Texas  Medicine 


In  ten  years  vour  malpractice 
carrier  mav  be  iust  a memorv 


may 

Unless  it’s  Medical  Protective. 

As  you  consider  professional  liability  insurance, 
consider  this.  The  coverages  stated  in  the  policy  are 
basically  a promise  — a promise  to  be  here  when 
needed  regardless  of  legal  climate  or  economic 
conditions.  A company’s  ability  to  keep  this  promise 
is  critical  because  your  financial  security  may 
depend  on  it.  Unfortunately,  too  many  firms  are  now 
finding  the  task  impossible. 

Analyze  your  liability  insurance  options  carefully 
just  as  you  would  any  important  investment.  Go 
beyond  the  agent  and  the  policy  to  the  company  that 


just  a memory 

stands  behind  both.  How  long  has  it  been  in  opera- 
tion? Has  it  weathered  some  of  the  tough  times?  Will 
it  be  there  for  you  when  you  need  help? 

The  Medical  Protective  Company  pioneered  profes- 
sional liability  coverage  before  the  turn  of  the 
century  and  has  served  doctors  exclusively  ever 
since.  Over  500,000  of  them.  Through  good  times 
and  bad.  We’ll  be  here  when  you  need  us. 

Contact  The  Medical  Protective  Company  through 
one  of  our  general  agents.  History  shows  we  keep 
our  promises. 


Bruce  Crim,  Keith  H.  Prince,  Charles  F.  Curtice,  Daniel  S.  Marley  Wayne  L.  Kirk,  Mark  Lee  Gunter 

Suite  570,  Allied  Lakewood  Bank  Center.  6301  Gaston  Avenue  Suite  155,  7887  Katy  Freeway 

Dallas  TX  75214-3947,  (214)  821-4640  Katy  Hollow  Office  Park 

Houston,  TX  77024,  (713)  682-8024 


Michael  Rollans 
Thomas  A.  Weisman 
512  GPM  Life  Building 
San  Antonio,  TX  78216,  (512)  344-5901 
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DIAGNOSTIC  CLINIC  OF  HOUSTON 


DCH 


6448  FANNIN 
HOUSTON,  TEXAS  77030 
(713)  797-9191 


TEXAS  MEDICAL  CENTER 


INTERNAL 

MEDICINE 


ALLERGY 

Arthur  T.  Pedersen,  MD 


CARDIOVASCULAR  DISEASE 
Hugh  F.  Arnold;  MD 
Michael  B.  Raine,  MD 
Michael  A.  Modelski,  MD 
Sigmund  W.  Friedland,  MD 
Boguslaw  Godlewski.HgfD 


DERMATOLOGY  i 
Samuel  F.  Bean,  MD 


ENDOCRINOLOGY  & 
METABOLIC  DISEASED 

Thomas  G.  Vandivier,  MD 
Raymond  Gregory,  MD 
R.  Frederick  Gregor^TMD 
Thomas  J.  Hanson, IMD^ 
Richard  D.  Jablonski,  MD 
Brian  R.  Tulloch,  MD^- 


GASTROENTEROLOGY 
W.  Tom  Arnold,  MD 
Belton  G.  Griffin,  MD 
Frederick  R.  Lummis,  MD 
Dean  C.  SoJchelr,  M|>- 
Michael  Gagliardi,  MD 
Margaret  E.  Bridges,  MD 
Roberts.  McFadden,  MD 
Daniel  E.  Whitman, 


I i 


HEMATOLOGY 

Edmund  N.  GooldinTMQ^ 
George  T.  Cbnklin,  MoC^ 

INFECTIOUS  DI^E^ASES 
! Lewie  L.  Travis, 
j George  BuJr^tzian,  MD'  1 
Benjamin  l|  portn^.-|\^ ; 

INTERNAL  MEDICINE'^ 
Jeffrey  Zatorski,  MD  ^ ' 
Paul  T.  Forth!,  MD\j^ 
Ronald  R.  (l^ojTe,  M&''; 
Steve  RosejibaDm^WlDL^ 
Eugene  M.  HoYt  MD 

NEPHROLdGY  ^ 

j K.  Ronald  Bingman,  MDT 
R.  Robert  pUrre^WID^^ 
Garry  L.  Hagstrom,  MD^ 

NEUROLOGY^  ^ 

Donald  J.  FjiJssell,  MCTp^^: 
George  Isaaes.^^  ‘ 

! Ernesto  Infarite,!^ 

! Robert  W.  Eayte^MD 
; Simofi  J.  F^rfOwr-lQtDLr^ 

nuclearmedicineT? 

Donald  A.  Fjqdoleff;;:^®^ 

oncologH 

, Lester  L H(|4§0jfCMD 

5 ' J.  Peler  Sullivan,  MD~J~:^ 
" ‘HarryjR.  PhbqrMO__l_ 
Edward  Mic^djeraanTMpir 
, Martifi  Hrgd\^ic,  MD  ! [ 
|Eli^Beth  Wpogg,  Mi 


PATHOLOGY 

jPaul  B.  Radelat,  MD 
shqkJyl.  Balsaver,  MD 

i^q  [NARY  DISEASE 
/illi&ni/!.  Donohue,  MD 
. ^eed,  MD 
en^RirLindley,  MD 
Martin  Li  Kaplan,  MD 
Nelson  if.  Fernandez,  MD 


RADIOLOGY 

William  i..  Hinds,  MD 
C.  P.  Eiqridge,  MD 
David  Lawrence,  MD 
CharlesK.  Spain,  MD 
Joe  B.  Wilson,  MD 
HowardiJ.  Pollock,  MD 
vteffrey  Klein,  MD 
Richard fD.  Frachtman,  MD 

^HlDiikTOLOGY 

jbhiLE.jNorris,  MD 
QarSynjK.  Smith,  MD 
4DhaJ.  Zieminski,  MD 


lATION 


Fjobtert  ^ 
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FEXAS 


1836-1986 


TMA 

nd  Dallas 

¥elcome 

you 


; Medical  Association  is  joining  the  cele- 
n of  the  State  of  Texas  Sesquicentennial 
Several  special  features  in  connection 
ie  1986  Annual  Session  are  planned, 
part,  and  enjoy! 

nvention 

adquarters/Housing 

lever  facility  you  select  for  your  stay  dur- 
e Session,  it  will  be  outstanding.  The 
; housing  members  and  guests  are  some 
most  elegant  in  the  country.  Headquar- 
acilities  include  the  following: 

itific  Sessions  and  Exhibits — Fairmont 

tel 

less  Sessions  (House  of  Delegates 
etings,  Boards,  Councils,  Committees) — 
araton  Dallas  Hotel 

iary  Headquarters — Adolphus  Hotel 

iral  Housing/Meetings — Plaza  of  the 
lericas  Hotel 

ional  housing  is  available  at  the  Hyatt  Re- 
/ Dallas,  Crescent  Court,  Grenelefe,  and 
ay  Inn  Downtown. 


3/efe  the  Official  Housing  Request 
, and  mail  today. 


Features 

Exhibits — Scientific,  Technical,  Historical. 

Section  Programs — Some  500  scientific  pre- 
sentations in  Allergy — Colon  and  Rectal  Sur- 
gery— Digestive  Diseases — Diseases  of  the 
Chest — Endocrinology — Family  Practice — In- 
ternal Medicine — Neurological  Surgery — Neu- 
rology— Nuclear  Medicine — Obstetrics  and 
Gynecology — Occupational  Medicine — On- 
cology— Ophthalmology — Otolaryngology — 
Pathology — Pediatrics — Physical  Medicine 
and  Rehabilitation — Plastic,  Reconstructive 
and  Maxillofacial  Surgery — Psychiatry — Public 
Health — Radiology — Surgery — Urology. 

Specialty  Society  Programs — In  addition  to 
numerous  topics  of  general  interest,  you  will 
have  an  opportunity  for  an  update  on  your  own 
particular  specialty. 

Sunrise  Sessions — Informal  presentations  by 
guest  speakers  on  topics  of  interest  to  all  spe- 
cialists. Have  coffee  with  one  of  the  professors 
from  8:15  to  9:15  am  on  Thursday,  Friday,  and 
Saturday  and  join  the  discussions. 

Sports/Alumni  Events — Golf  and  Tennis  Tour- 
naments; Fun  Run;  Alumni  Parties;  Class 
Reunions. 

Spouse  Program 

Spouse  program  activities  will  include  tours 
of  the  Symphony  Showhouse,  the  new  Dallas 
Museum  of  Art,  and  the  spectacular  new  retail 
center  in  the  Crescent  complex  near  down- 


town. Plans  also  are  being  made  for  a cooking 
demonstration  by  the  Adolphus  chef.  The  very 
popular  boutique  featuring  items  sold  by  Auxil- 
iary members  who  are  in  business  will  be 
repeated. 

Prudence  Mackintosh,  author  and  popular 
writer  for  Texas  Monthly,  will  be  a luncheon 
speaker  on  Friday,  May  9. 

For  additional  information,  contact  TMA  Auxil- 
iary, 1801  North  Lamar  Blvd.,  Austin,  Texas 
78701  512/477-6704. 

Auxiliary  Program 

The  theme  for  the  1 986  convention  of  the  TMA 
Auxiliary  will  be  "Texas  One  Fifty”  in  commem- 
oration of  the  Sesquicentennial  celebration  of 
Texas. 

The  Auxiliary's  business  sessions  will  be  on 
Thursday  morning.  May  8,  with  awards  granted 
to  county  presidents  that  afternoon.  A luncheon 
honoring  county  presidents,  with  a speaker,  will 
be  held  at  noon;  and  a reception  will  honor 
them  and  their  accomplishments  Thursday 
afternoon. 

A seminar  will  highlight  Friday  morning's 
session,  and  the  installation  luncheon  that  day 
will  also  feature  an  outstanding  speaker.  The 
1986-1987  board  will  meet  Friday  afternoon  at 
3:00.  All  functions  will  be  held  at  the  Adolphus 
Hotel. 

For  additional  information,  contact  TMA  Auxil- 
iary, 1801  North  Lamar  Blvd.,  Austin,  Texas 
78701  512/477-6704. 


Registration 

There  is  no  registration  fee  for  members  of  the 
Texas  Medical  Association,  for  participants  and 
exhibitors  in  the  annual  session  program,  and 
for  nonmembers  such  as  officially-invited 
guests  of  the  Association. 

Registration  fees  are  charged  for  some  non- 
member categories,  and  these  are  mentioned 
in  the  nonmember  categories  listed  below: 

Nonmember  Registration 

Participants 

Program  Participants;  Exhibitors  Fee  Waived 

Medical  Society  Executives 

TMA  and  County  Medical  Society  Executives 
(including  staff  and  family  members) 

Fee  Waived 

Attendees 

a.  Physicians  $100 

b.  Allied  Health  Disciplines — Nurses,  Tech- 
nicians, Medical  Assistants  $10 

c.  In-Training — Interns,  Residents,  Fellows 

$10 

d.  Students  $10 

e.  Officially- Invited  Attendees  Fee  Waived 

f.  Prospective  Exhibitors  and  Approved 
Visitors  $50 

g.  Spouses  of  Nonmember  Physicians  $10 


Guest  Speakers 

Louis  V.  Avioli,  MD 

St,  Louis,  Mo 

internal  medicine  (endocrinology  and  metabolism) 

Edward  N.  Brandt,  Jr.,  MD,  PhD 

Baltimore,  Md 
academic  administration 

Ralph  J.  Caparosa,  MD 

Pittsburgh,  Pa 
otolaryngology 

John  N.  Chappel,  MD 

Reno,  Nev 

psychiatry  (behavioral  medicine) 

Harold  0.  Conn,  MD 

West  Haven,  Conn 

internal  medicine  (digestive  diseases) 

Martin  L.  Dalton,  MD 

Jackson,  Miss 
thoracic  surgery 

Fred  Downing,  D Min 

Wickenburg.  Ariz 
family  therapy 

Robert  L.  DuPont,  MD 

Rockville,  Md 

psychiatry  (behavioral  medicine) 

Elliot  F.  Ellis,  MD 

Buffalo,  NY 

pediatrics;  pediatric  allergy 

Leonard  M.  Freeman,  MD 

Bronx,  NY 

radiology;  nuclear  medicine 

Frank  Gawin,  MD 

New  Haven.  Conn 
psychiatry;  clinical  pharmacology 

Donald  F.  N.  Harrison,  MD,  PhD 

London,  England 
otolaryngology 


Registration  times  and  places: 

Fairmont  Hotel 
International  Ballroom  Foyer 

Registration  Ticket  Sales 
Wednesday,  May  7,  9 am-5:30  pm 
Thursday,  May  8,  7 am-5:30  pm 
Friday,  May  9,  7 am-5:30  pm 
Saturday,  May  10,  7 am-3:30  pm 

Auxiliary  registration  desk  open  Thursday 
and  Friday,  May  8 and  9,  8 am-4  pm 


William  E.  Huger,  Jr.,  MD 

Atlanta,  Ga 

plastic,  reconstructive,  and  maxillofacial  surgery 

Robert  Jackson,  MD 

Toronto,  Ontario,  Canada 
orthopaedic  surgery 

Ernest  W.  Johnson,  MD 

Columbus,  Ohio 

physical  medicine  and  rehabilitation 

Terry  Kellogg 

Minneapolis,  Minn 
family  counseling 

Luella  Klein,  MD 

Altanta,  Ga 

obstetrics  and  gynecology 

Donald  R.  Laub,  MD 

Palo  Alto,  Calif 

plastic  and  reconstructive  surgery 

M.  Steven  Mahaley,  Jr.,  MD,  PhD 

Chapel  Hill,  NC 
neurological  surgery 

Hugh  A.  McAllister,  Jr.,  MD 

Houston,  Tex 

pathology  (cardiovascular  diseases) 

Robert  M.  McCormack,  MD 

Rochester,  NY 

plastic  and  reconstructive  surgery 

Ann  McGee-Cooper,  PhD 

Dallas,  Tex 

specialist,  education  for  gifted  children 

John  R.  Michael,  MD 

Baltimore,  Md 

internal  medicine  (pulmonary  diseases) 

Rodney  R.  Million,  MD 

Gainesville,  Fla 
therapeutic  radiology 

William  C.  Montgomery,  MD 

Detroit,  Mich 
pediatrics 


Sheraton  Dallas  Hotel 
Convention  Registration  Checkroom 

Registration 

Wednesday,  May  7,  3-10  pm 
Thursday,  May  8,  7 am-3  pm 
Friday,  May  9,  7 am-12  noon 

Ticket  Sales 

Thursday,  May  8,  7-1 1 am 


Plaza  of  the  Americas  Hotel 
Plaza  Foyer 

Registration 

Friday,  May  9,  7:30  am-3  pm 
Saturday,  May  10,  7:30  am-3  pm 

Ticket  Sales 

Friday,  May  9,  7:30  am-3  pm 


Adolphus  Hotel 
Auxiliary  Registration 
Mezzanine  Level 
Registration  and  Ticket  Sales 
Wednesday,  May  7,  1 1 am-6  pm 
Thursday,  May  8,  8 am-4  pm 
Friday,  May  9,  8 am-4  pm 


You  may  register  in  advance  of  the  session  t 
completing  the  Advance  Registration  Form 
printed  here.  Pick  up  badge  and  registration 
materials  on  site  at  locations  indicated. 


Jeffrey  P.  Morray,  MD 

Seattle,  Wash 
anesthesiology;  pediatrics 

Byron  A.  Myhre,  MD,  PhD 

Torrance,  Calif 
pathology 

Jacob  Rajfer,  MD 

Torrance,  Calif 
urology 

Theodore  R.  Reiff,  MD 

Boston,  Mass 

internal  medicine  (geriatric  medicine) 

Reed  P.  Rice,  MD 

Durham,  NC 
radiology 

Leon  S.  Robertson,  PhD 

Branford,  Conn 

injury  epidlomology  and  control;  public  policy 

Harrison  L.  Rogers,  Jr.,  MD 

Atlanta,  Ga 

President,  American  Medical  Association 

Robert  J.  Rubin,  MD 

Plainfield,  NJ 

colon  and  rectal  surgery 

Michael  Salcman,  MD,  PhD 

Baltimore,  Md 
neurological  surgery 

W.  Mitchell  Sams,  Jr.,  MD 

Birmingham,  Ala 
dermatology 

Sidney  H.  Schnoll,  MD,  PhD 

Chicago,  III 

psychiatry  (behavioral  medicine);  pharmacology 

Peter  Wolkonsky,  MD 

Chicago,  III 

occupational  medicine 

Benjamin  H.  Word,  MD 

Charlottesville,  Va 

obstetrics  and  gynecology;  flying  physicians  association 


in  Evening  With  the  Kingston  Trio 


An  Evening  With  the  Kingston  Trio  " will  recall 
is  years  of  nonstop  fun  and  memorable  melo- 
I'es  Friday,  May  9,  at  the  Fairmont  Flotel  when 
|9xas  Medical  Association  and  Auxiliary  mem- 
Isrs  and  guests  get  together  in  Dallas  during 
le  Annual  Session.  Proceeds  from  the  eve- 
ng  will  benefit  the  Texas  Medical  Association 
uxiliary  Student  Loan  Fund. 

i 

' verse,  enthusiastic,  always  entertaining,  the 
[ngston  Trio's  three-part  harmony  and  clean, 
jisp  sound  will  add  sparkle  to  a five-hour  eve- 
|ng  of  dinner,  dancing,  show  and  silent  auc- 
)n.The  contagious  optimism  of  the  Trio — Bob 
lane,  George  Grove,  and  Bob  Flaworth — will 
ghiight  the  1986  Annual  Session  social  event. 


The  Fairmont  International  Ballroom,  one  of  the 
country’s  most  beautiful  ballrooms,  will  be  the 
perfect  setting  for  an  elegant  evening.  Come 
at  7 pm  for  cocktails  (cash  bar).  Dinner  will  be 
served  at  7:45  pm,  to  be  a memorable  occa- 
sion served  in  the  impeccable  Fairmont  style. 
The  Kingston  Trio  will  perform  later  in  the  eve- 
ning. The  Ron  Lawrence  Orchestra,  a versatile 
group,  will  provide  dance  music  after  the  show. 

As  an  added  attraction,  party-goers  will  have 
an  opportunity  to  buy  some  Texas-style  items, 
such  as  original  art,  hand-crafted  jewelry,  a 
crate  of  locally-produced  foodstuff,  or  some 
hand-made  needlework.  It’s  all  a part  of  the 
Sesquicentennial  Silent  Auction  to  make  some 
money  for  the  TMA  Auxiliary  Student  Loan 
Fund.  Don’t  be  quiet  about  this  auction.  Spread 
the  word,  and  bring  your  friends  to  bid  on  these 
beautiful  objects  which  will  be  donated  by 
medical  societies  and  auxiliaries  from  all  over 
the  State. 

An  American  institution,  the  Trio  has  been  a 
participant  in  the  myriad  of  changes  which 
have  taken  place  in  the  musical  world. 

From  their  first  million-seller,  "Tom  Dooley"  to 
the  present,  their  music  has  remained  consis- 
tent in  sound  and  outlook.  “Scotch  and  Soda,” 
“Tijuana  Jail,  ” “Worried  Man,  ” will  bring  back  a 
lot  of  good  memories  from  1957,  when  they  got 
started,  to  the  present.  Although  their  musical 
influences  include  country,  calypso,  pop,  blue- 
grass,  rock,  they  became  best  known  as  the 
nation’s  top  folk  group,  inspiring  artists  such  as 
Bob  Dylan,  Joan  Baez,  and  Peter,  Paul  and 
Mary. 


Recipients  of  five  Gold  records  and  a Grammy 
Award,  the  Kingston  Trio  will  bring  the  TMA 
and  Auxiliary  members  some  of  the  old  and 
some  of  the  new  for  a lively,  enjoyable  evening. 

The  elegant,  exciting  big  band  sound  of  the 
Ron  Lawrence  Orchestra  will  get  underway  at 
10  pm  and  play  until  midnight  for  dancing.  Ron 
Lawrence  has  appeared  on  "Dallas  ” several 
times  and  has  performed  for  and  with  numer- 
ous stars  such  as  Tony  Bennett,  Ella  Fitz- 
gerald, Robert  Goulet,  and  Jerry  Lewis.  The 
power  and  excitement  of  this  band  makes 
dancing,  as  well  as  listening,  most  enjoyable. 

Tickets  are  $50  per  person,  and  should  be 
ordered  in  advance  of  the  Session  by  complet- 
ing the  form  here. 


ieneral  Membership 
uncheons 

vo  special  luncheons  have  been  planned  for 
e 1986  Session,  and  will  be  of  interest  to  all 
ssociation  and  Auxiliary  members. 

the  podium  on  Friday,  May  9,  will  be  Robert 
DuPont,  MD,  President,  Center  for  Behav- 
|ral  Medicine,  Rockville,  Maryland.  Flis  Gen- 
ial Meeting  Luncheon  topic,  “ Drug  Abuse, 
bctors,  and  Fun:  Rediscovering  Aescula- 
lious'  Second  Daughter,"  presents  in  unique 
shion  how  physicians  and  their  families  can 
;lp  lead  in  drug  abuse  prevention,  and  in  pro- 
oting  healthy  lifestyles.  As  Dr.  DuPont  ex- 
ains,  the  Greek  god  of  medicine,  Aescula- 
lous,  had  two  daughters.  The  first.  Panacea, 
las  the  goddess  of  medication,  which  formed 
|e  basis  of  medicine.  Within  the  last  few 
lars,  science  has  been  focusing  medicine  on 
jasculapeous’  second  daughter,  Hygea,  the 
liddess  of  healthy  living.  The  Surgeon  Gen- 
al  in  a recent  report  has  indicated  that  seven 
I the  ten  leading  killers  are  strongly  influenced 
}r  lifestyle.  His  address  will  be  thought- 
jovoking,  and  helpful  in  your  practice  and  in 
)ur  own  life. 


Dr.  DuPont,  a psychiatrist  and  former  director 
of  the  National  Institute  of  Drug  Abuse,  is 
author  of  the  new  book,  “ Getting  Tough  on 
Gateway  Drugs:  A Guide  tor  the  Family.  ” A re- 
cent interview  with  Jane  Pauley  on  the  NBC- 


TV  Today  Show  discusses  people,  especially 
young  people,  getting  hooked  on  these  gate- 
way drugs — alcohol,  marijuana,  and  cocaine — 
because  they  are  perceived  as  easily  con- 
trolled and  harmless.  Dr.  DuPont's  challenge  to 
Dr.  Timothy  Leary  regarding  his  public  posi- 
tions on  the  use  of  drugs  in  the  1950s  and 
1960s  points  out  the  consequences  which, 
some  say,  are  with  us  today. 

In  addition  to  his  work  as  health  commentator 
on  ABC-TV’s  Good  Morning,  America,  Dr.  Du- 
Pont has  appeared  on  many  network  TV  shows 
over  the  years,  including  the  Phil  Donahue 
Show,  the  David  Susskind  Show,  and  the  Dick 
Cavett  Show. 

A luncheon  program  of  interest  to  entire 
membership  is  planned  for  Saturday,  May  10. 

In  addition  to  a prominent  speaker,  attendees 
will  witness  the  installation  of  the  1986-1987 
President  of  Texas  Medical  Association,  Jim 
Bob  Brame,  MD,  El  Dorado. 

Both  luncheons  are  scheduled  in  the  Interna- 
tional Ballroom,  Fairmont  Hotel,  12:15-2  pm. 
Purchase  tickets  in  advance  by  completing  the 
form  here. 


1986  Annual  Session  Advance  Registration  Form 


name 

address 

city 

state 

zip 

i 

specialty  | 

Members,  please  check  all  applicable  spaces  below: 

Nonmember 

Fe 

□ Physician 

□ 50  Year  Club 

□ Speakers,  Exhibitors 

□ Intern'Resident/Fellow 

□ Hospital  Medical  Staff  Section  Representative 

□ TMA  and  County  Medical  Society 

wa, 

□ Medical  Student 

□ TEXPAC 

Staff  and  Family 

□ TMA  Officer 

□ TEXPAC  300  Club 

□ Physicians 

$11 

□ TMA  Trustee 

□ MSS  Executive  Council 

□ Interns,  Residents,  Fellows 

$1 

□ TMA  Delegate 

□ MSS  Chapter  Officer 

□ Medical  Students 

$1 

□ TMA  Alternate  Delegate 

□ MSS  Chairman 

□ Allied  Health  Personnel 

$1 

□ TMA  Councilor 

□ RPS  Chairman 

□ Prospective  Exhibitors, 

$5 

□ TMA  Vice  Councilor 

□ RPS  Councilor 

Approved  Visitors 

□ TMA  Council  Committee 

□ RPS  Executive  Council 

□ AMA  Member 

□ Speaker 

Nonmember’s  Family 

□ AMA  Delegate 

□ Scientific  Exhibitor 

□ Family  of  Nonmembers 

$T 

□ AMA  Alternate  Delegate 

□ Children  (21  and  under) 

wa 

□ CMS  President 

□ Satisfying  state  level  meeting  requirement 

Please  mail  check  and  registration  card  to:  Texas  Medical  Association  Business  Office,  1801  North  Lamar 

Blvd.,  Austin,  Texas  78701 

Advance  Ticket  Reservation  Form 


name 


address 


Final  Program  Order  Form 

The  Program  and  Abstracts  of  the  1 19th  Texas  Medical  Associa 
Annual  Session  will  be  available  in  early  April.  If  you  wish  to  ordr 
your  copy  in  advance,  please  return  this  coupon  with  a check  foi 
$5.00  to  Texas  Medical  Association,  Business  Office,  1801  Nortifl 
Lamar  Blvd.,  Austin,  Texas  78701 . [| 

Please  send  a copy  of  the  Program  and  Abstracts  for  the  1 19th  f| 
Annual  Session  to: 


city 


state 


zip 


Avoid  the  lines,  the  last  minute  rush,  and  the  possibility  of  missing  out  on  the 
TMA  functions  listed  below.  Complete  the  advance  ticket  reservation  order 
form,  return  it  to  TMA  with  your  check.  Pick  up  tickets  at  the  registration  area. 
Note  ticket  sales  location  and  hours. 

Number  of  Function  and  Price  Amount 

Tickets  inclusive  of  tax  and  gratuity 


An  Evening  With  the  Kingston  Trio  

Ron  Lawrence  Orchestra 
Dinner/Dancing'Show/Silent  Auction 

Friday,  May  9,  7 pm-Midnight 
$50  per  person 

General  Meeting  Luncheon  

Robert  L.  DuPont,  MD,  Speaker 

Friday,  May  9,  12:15  pm-2  pm 
$20  per  person 

General  Meeting  Luncheon  

Speaker  Pending 

Saturday,  May  10,  12:15  pm-2  pm 
$20  per  person 

TOTAL  S 

Advance  registration  cards  and  ticket  money  must  be  received  by  April  1.  No 
refunds  after  April  23. 

Please  complete  and  return  before  April  1 to:  Texas  Medical  Association 
Business  Office,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701 


name 


address 


city  state  zip 

My  check  for  $5.00  is  enclosed. 


Participating  hotels  and  codes: 


lexas  Medical 
ssociation 
9th  Annual  Session 
alias  May  7—11, 1986 

ake  Your 
leservations  Now 

Mel  rooms  will  be  assigned  on  a first-come, 
st-served  basis  by  the  Dallas  Convention  & 
sitors  Bureau. 

4)mplete  in  full  the  Official  Housing  Re- 
/esf  Form  and  return  it  immediately  to: 

ijusing  Service — Texas  Medical 
Association 

■ alias  Convention  and  Visitors  Bureau 
>07  Pacific  Avenue 
alias,  Texas  75201 
I 

jst  six  hotels  in  order  of  preference. 

jnly  reservations  received  on  the  Official 
pusing  Request  Form  will  be  accepted. 
jDtels  will  not  accept  reservations  directly, 
id  telephone  requests  cannot  be  accepted. 

0 not  send  housing  form  to  Texas  Medical 
ssociation.  This  will  only  delay  your  request. 

isadline  for  reservations  is  April  23. 
Ufirmations 

bur  room  confirmation  will  be  sent  to  you 
|rect/y  from  the  hotel  within  three  weeks  of 
fceipt  of  your  request  by  the  Housing  Bu- 
fau.  Please  check  it  carefully  to  be  sure  all 
ion  is  correct. 

am  Deposits 

bur  room  will  be  held  until  6:00  pm  on  the 
ate  of  arrival  unless  you  send  one  night's 
om  deposit.  It  is  always  a good  idea  to 
;nd  a deposit  no  matter  what  time  you  plan 
arrive. 

) make  a deposit  on  your  room,  after  you 
3ve  received  confirmation  from  the  hotel, 
and  one  night's  room  deposit  directly  to  the 
iitel,  or  call  the  hotel  with  your  credit  card 
Ijmber.  (American  Express,  VISA,  Master- 
ard.  Diners  Club  and  Carte  Blanche  are 
;cepted.) 

anges  and  Cancellations 

you  must  change  your  hotel  reservation, 
rite  or  call  the  hotel  indicating  the  change 
3Sired. 

1 

you  must  cancel  your  reservation,  please 
rite  the  Housing  Bureau  in  Dallas  imme- 
ately  so  that  others  can  be  accommodated, 
our  notice  of  cancellation  must  be  received 
ithin  48  hours  of  your  scheduled  arrival  or 
3ur  deposit  cannot  be  refunded.  Remember 
Don't  be  a no  show! 


Deadline  for  Reservations — April  23 

1.  Adolphus  Hotel  (ADL) 

1321  Commerce 

(Auxiliary  Headquarters,  General 
Housing) 

Singles  $90 
Doubles  $98 

2.  Crescent  Court  Hotel  (CRC) 

2215  Cedar  Springs  Street 
(General  Housing) 

Singles  $95 
Doubles  $95 

3.  Fairmont  Hotel  (FAI) 

1717  North  Akard  Street 
(Exhibits,  Scientific  Sessions,  Program 
Participants) 

Singles  $82 
Doubles  $94 

4.  Grenelefe  Hotel  (GRL) 

1011  South  Akard  Street 
(General  Housing) 

Singles  $65 
Doubles  $70 


5.  Holiday  Inn  Downtown  (HID) 

1015  Elm  Street 
(General  Housing) 

Singles  $60 
Doubles  $65 

6.  Hyatt  Regency  Dallas  (HYR) 

300  Reunion  Boulevard 
(General  Housing) 

Singles  $82 
Doubles  $94 

7.  Plaza  of  the  Americas  Hotel  (PTA) 

650  North  Pearl  Boulevard 
(Scientific  Sessions,  General  Housing) 

Singles  $80 
Doubles  $92 

8.  Sheraton  Dallas  Hotel  (SHD) 

400  North  Pearl  Boulevard 

(Business  Sessions,  Delegates'  Housing) 

Singles  $82 
Doubles  $94 


Texas  Medical  Association 

119th  Annual  Session 
May  7-11, 1986 
Dallas 

OFFICIAL  HOUSING  REQUEST  FORM 

PLEASE  READ  CAREFULLY 

• PLEASE  PRINT  OR  TYPE  ALL  ITEMS  TO  ASSURE  ACCURACY. 

• COMPLETE  EACH  PART  BELOW  IN  DETAIL  FOR  CORRECT  AND  RAPID  COMPUTER  PROCESSING. 

• SHOULD  MORE  THAN  THREE  (3)  ROOMS  BE  NEEDED,  SUPPLEMENTAL  ROOM  LIST  MUST  BE  ATTACHED  USING  SAME  FORMAT  AS  IN  PARlj 

• ALL  ACKNOWLEDGEMENTS  WILL  BE  SENT  TO  INDIVIDUAL  INDICATED  IN  PART  I.  ACTUAL  CONFIRMATION  WILL  FOLLOW  FROM  HOTEL,  j 


FOR  HOUSING  BUREAU  USE  ONLY 


MAIL  TO: 


Housing  Service — Tx.  Med.  Asi 
Dallas  Convention  & 
Visitors  Bureau 
1 507  Pacific  Avenue 
Dallas,  TX  75201 


PARTI 

INSTRUCTIONS:  Complete  requested  data  using  abbreviations  as  necessary. 
(NAME  OF  PERSON  REQUESTING  ROOMS) 


PART  II 

INSTRUCTIONS:  Select  SIX  Hotel/Motels  of  your  choice.  No  request  will  be  processed  without  SIX  choices. 


FIRST  CHOICE  O O O 

SECOND  CHOICE  O Q [D 

THIRD  CHOICE  O Q 

(HOTEL  CODE) 

(HOTEL  CODE) 

(HOTEL  C( 

FOURTH  CHOICE  O O O 

FIFTH  CHOICE  D D EZ 

SIXTH  CHOICE  n n 

(HOTEL  CODE) 

(HOTEL  CODE) 

(HOTEL  Cl 

PART  III 


INSTRUCTIONS:  1.  PRINT  OR  TYPE  NAMES  OF  ALL  PERSONS  OCCUPYING  EACH  ROOM. 

2.  SELECT  TYPE  ROOM  DESIRED  \A/ITH  ARRIVAL  AND  DEPARTURE  DATES. 

3.  SUPPLEMENTAL  LIST  FOR  ADDITIONAL  ROOM  MUST  USE  SAME  FORMAT. 

4.  PRINT  OR  TYPE  LAST  NAME  FIRST 


GUEST  NAME/S  (PRINT  LAST  NAME  FIRST)  P + 1 — Parlor  & one  bedroom  P + 2 — Parlor  & two  bedrooms 

ROOM 

NO.  1 

1 

CHECK  ONE 
_Single  .Triple 
Double  Quad 
Twin  _P  + 1 

Dbl/Dbl  + 2 

ARR.  DATE  DEP.  DATE 

ARR  TIMF  n AM  n PM  (Check  0 

NOTE:  Reservation  will  be  held  only  until  6 p.m. 
unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit. 

2, 

3, 

4 

ROOM 
NO.  2 


1 


2 


3 


4 


CHECK  ONE 
Single  Triple 
Double  Ouad 

_Twin  P + 1 

Dbl/Dbl  + 2 


ARR.  DATE  DEP.  DATE 

ARR.  TIME  - □ AM  □ PM  (Check  oii 

NOTE:  Reservation  will  be  held  only  until  6 p.m. 
unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit. 


1 

CHECK  ONE 

ROOM 

2 

.Single  .Triple 

NO.  3 

3 

_Twin  .P  + 1 

4, 

ARR.  DATE 
ARR.  TIME 


_DEP.  DATE 


□ AM  □ PM  (Check  otl 


NOTE:  Reservation  will  be  held  only  until  6 p.m. 
unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit. 


NOTE:  PLEASE  RECHECK  ALL  ITEMS  FOR  CORRECT  INFORMATION 


Among  so  many  once-daily 
antihypertensives, 
only  one  can  offer  so  much*.. 


Introdudns 


^Once<laily  . ^ 

INDEMDELA 


The  world's  leading  beta  blocker 
and  diuretic-fbronce-daily 
convenience  without  compromise 


When  selecting  other  once-daily  agents,  physicians  may  have  to  compromise 
either  their  choice  of  beta  blocker  or  diuretic.  With  INDERIDE*  LA,  physicians 
have  the  agents  most  widely  prescribed  worldwide— INDERAL*  and  hydro- 
chlorothiazide—with  the  convenience  of  once-daily  dosage. 

24-hour  blood  pressure  control  wHh  the 
broad  benefits  of  INDERAL  (propranoloi  HCI) 

The  controUed-release  delivery  system  of  INDERIDE  LA  provides  24-hour  beta 
blockade  and  the  broad  cardiovascular  benefits  of  INDERAL  with  a single  daily 
dose.  Compliance  is  enhanced  because  once-daily  administration  fits  easily  into 
patient^  daily  routines. 

Plus  standard-release  hydrochlorothiazide, 
the  thiazide  of  choice  for  comfortable 
momins  diuresis 

Hydrochlorothiazide  is  the  worlds  most  widely  prescribed  antihypertensive 
diuretic.  When  taken  in  the  morning,  INDERII)E  LA  provides  conifortable 
morning  diuresis.  Each  dosage  strength  of  INDERIDE  LA  contains: 


—one  of  the  three  most  ^dely  prescribed  dosage  strengths  (rf"  INDERAL*  LA— 
80  mg,  120  mg,  or  160  mg  and 


Once-daily 

INDERIDELA 


Convenience  without  compromise 
One  capsuie-Once  daiiy 


*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  I 

INDERIDE?  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL^  LA)  and 


HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 

No  455 — Each  INDERIDE®  LA  80/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL  **  LA) 

80  mg 

Hydrochlorothiazide 

50  mg 

No  457— Each  INDERIOE?  LA  120/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL  LA) 

120  mg 

Hydrochlorothiazide 

50  mg 

No  459— Each  INDERIDE®  LA  160/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL®  LA) 

160  mg 

Hydrochlorothiazide 

50  mg 

INDERIDE  LA  is  indicated  in  the  management  of  hypertension 

This  fixed-combination  drug  is  not  indicated  for  initial  therapy  of  hypertension.  If 
the  fixed  combination  represents  the  dose  titrated  to  the  individual  patient's  needs, 
therapy  with  the  fixed  combination  may  be  more  convenient  than  with  the  separate 
components. 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INOERALS): 

Propranolol  is  contraindicated  in  1 ) cardiogenic  shock,  2)  sinus  bradycardia  and  greater  than 
first  degree  block,  3)  bronchial  asthma,  4)  congestive  heart  failure  {see  WARNINGS)  unless  the 
failure  is  secondary  to  a tachyarrhythmia  treatable  with  propranolol 

Hydrochlorothiazide; 

Hydrochlorothiazide  is  contraindicated  m patients  with  anuna  or  hypersensitivity  to  this  or  other 
sulfonamide-derived  drugs 

WARNINGS 

Propranolol  hydrochloride  (INDERAL?): 

CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  supporting  circulatory 
function  in  patients  with  congestive  heart  failure  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  m overt  congestive 
heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of 
failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics  Beta-adrenergic 
blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  propranolol  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina 
and  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of  propranolol 
therapy  Therefore,  when  discontinuance  of  propranolol  is  planned  the  dosage  should  be 
gradually  reduced  and  the  patient  carefully  monitored  In  addition,  when  propranolol  is 
prescribed  for  angina  pectoris,  the  patients  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physicians  advice  If  propranolol  therapy  is  interrupted 
and  exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  propranolol  therapy 
and  take  other  measures  appropriate  for  the  management  of  unstable  angina  pectoris 
Since  coronary  artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above 
advice  in  patients  considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are 
given  propranolol  tor  other  indications 


THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME  several  cases  have  been 
reported  m which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  mafor  surgery  is  controversial  It  should  be  noted  however  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  -PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL,  NOl  RECEIVE  BETA  BLOCKERS 
INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodiiation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  insulm-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to 
adfust  the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous 
elevation  of  blood  pressure 
Hydrochlorothiazide: 

Thiazides  should  be  used  with  caution  m severe  renal  disease  In  patients  with  renal  disease 
thiazides  may  precipitate  azotemia  In  patients  with  impaired  renal  function,  cumulative  effects 
of  the  drug  may  develop 

Thiazides  should  also  be  used  with  caution  m patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipi- 
tate hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs 

Sensitivity  reactions  may  occur  m patients  with  a history  of  allergy  or  bronchial  asthma 
The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL'S): 

general  Propranolol  should  be  used  with  caution  in  patients  with  impaired  hepatic  or  renal 
function  Propranolol  is  not  indicated  for  the  treatment  of  hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs,  such  as  reser- 
pine,  should  be  closely  observed  if  propranolol  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity, 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 


CARCINOGENESIS.  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies,  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day.  there,  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumongemc  effects 
at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of 
fertility  that  was  attributable  to  the  drug 

PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Propranolol  should  be 
used  during  pregnancy  only  if  the  potential  benefit  lustifies  the  potential  risk  to  the  fetus 
NURSING  MOTHERS'  Propranolol  is  excreted  in  human  milk  Caution  should  be  exercised 
when  propranolol  is  administered  to  a nursing  mother 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide; 

general  Periodic  determination  of  serum  electrolytes  to  delect  possible  electrolyte  im- 
balance should  be  performed  at  appropriate  intervals 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or 
electrolyte  imbalance,  namely  Hyponatremia,  hypochloremic  alkalosis,  and  hypokalemia 
Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the  pauent  is 
vomiting  excessively  or  receiving  parenteral  fluids  Medication  such  as  digitalis  may  also 
influence  serum  electrolytes  Warning  signs  irrespective  of  cause  are  Dryness  of  mouth,  thirst, 
weakness  lethargy,  drowsiness,  restlessness,  muscle  pains  or  cramps,  muscular  fatigue, 
hypotension,  oliguria,  tachycardia,  and  gastrointestinal  disturbances  such  as  nausea  and 
vomiting 

Hypokalemia  may  deveiop.  especially  with  brisk  diuresis,  when  severe  cirrhocis  is  present, 
or  during  concomitant  use  of  corticosteroids  or  ACTH 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of 
digitalis  (eg  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by  use 
of  potassium  supplements  such  as  foods  with  a high  potassium  content 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment, 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hypo- 
natremia may  occur  in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water 
restriction  rather  than  administration  of  salt,  except  in  rare  instances  when  the  hyponatremia  is 
iife-lhreatenmg  In  actual  salt  depletion,  appropriate  replacement  is  the  therapy  of  choice  • 
Hyperuricemia  may  occur  or  trank  gout  may  be  precipitated  in  certain  patients  receiving 
thiazide  therapy 

Insulin  requirements  m diabetic  patients  may  be  increased,  decreased,  or  unchanged 
Diabetes  mellitus  which  has  been  latent  may  become  manifest  during  thiazide  administration 
If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing 
diuretic  therapy 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  m the  parathyroid  gland 
with  hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients  on  pro- 
longed thiazide  therapy  The  common  complications  of  hyperparathyroidism,  such  as  renal 
lithiasis,  bone  resorption,  and  peptic  ulceration  have  not  been  seen  Thiazides  should  be 
discontinued  before  carrying  out  tests  for  parathyroid  function 

DRUG  INTERACTIONS  Thiazide  drugs  may  increase  the  responsiveness  tofubocuranne 
The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy 
patient  Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminution  is 
not  sufficient  to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 

PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear  in 
cord  blood  The  use  of  thiazides  m pregnancy  requires  that  the  anticipated  benefit  be  weighed 
against  possible  hazards  to  the  fetus  These  hazards  include  feta)  or  neonatal  laundice, 
thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult 
NURSING  MOTHERS  Thiazides  appear  in  human  milk  If  use  of  the  drug  is  deemed 
essential  the  patient  should  stop  nursing 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 


ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL^); 

Most  adverse  effects  have  been  mild  and  transient  and  have  rarely  required  the  withdrawal  of 
therapy 

Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypo- 
tension paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  Lightheadedness:  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for  i 
time  and  place  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium.  and  i 
decreased  performance  on  neuropsychometrics  i 

Gastrointestinal  Nausea  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  i 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis  i 

Allergic.  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching  I 
and  sore  throat,  laryngospasm  and  respiratory  distress 

Respiratory  Bronchospasm  i 

Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  ! 
purpura  1 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  ! 
reported  | 

Miscellaneous  Alopecia,  LE-like  reactions,  psoriasiform  rashes:  dry  eyes,  male  impo-  ! 
tence  and  Peyronie’s  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  | 
involving  the  skin,  serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (practolol)  ! 
have  not  been  associated  with  propranolol  '| 

Hydrochlorothiazide: 

Gastrointestinal  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping:  diarrhea,  constipa- 
tion, jaundice  (intrahepatic  cholestatic  jaundice),  pancreatitis,' sialadenitis 

Central  Nervous  System  Dizziness,  vertigo:  paresthesias,  headache,  xanthopsia  | 

Hematologic  Leukopenia,  agranulocytosis,  thrombocytopenia,  aplastic  anemia  I 

Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates,  or  , 
narcotics) 

Hypersensitivity  Purpura,  photosensitivity:  rash,  urticaria,  necrotizing  angiitis  (vasculitis, 
cutaneous  vasculitis),  fever,  respiratory  distress,  including  pneumonitis,  anaphylactic 
reactions 

Other  Hyperglycemia,  glycosuria,  hyperuricemia,  muscle  spasm:  weakness,  restless- 
ness, transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced 
or  therapy  withdrawn 

5112/985 


AYERST  LABORATORIES 
New  York,  NY  10017 


Ayerst^ 


Doctor — 

Urge  your  office  staff  to  attend  the 
! Texas  Society  of  Medical  Assistants 
1986  Winter  Conference 


The  Medical  Assistant 
Confronting  the  Forces  of  Change 

Sponsored  by  the  Texas  Medical  Association  and  the 
Texas  Society  of  Medical  Assistants,  an  affiliate  of  the 
American  Association  of  Medical  Assistants,  Inc. 


February  8, 1986 
Sheraton  Crest  Inn 
111  East  First  Street 
Austin,  Texas 


Schedule 

8:30-  9:00  am 
9:00-12:00  noon 
12:00-  1:30  pm 
1 :30-  4:30  pm 


Registration 
Morning  Session 
Luncheon 
Afternoon  Session 


Speakers 

• Jeffrey  J.  Denning,  General  Manager 
Conomikes  Associates,  Inc. 

Practice  Management  and  Marketing 

• John  J.  Coury,  Jr.,  M.D.,  President-Elect,  AMA 
HMO’s,  PPO’s,  and  Alternate  Systems  of  Delivery 

j*  Louis  R.  Zako,  M.D.,  Past  President  of  Michigan  State  Medical 
Society:  Chairman,  Michigan  State  Task  Force  on  Tort  Reform 
Professional  Liability  and  Tort  Reform 

• Jo  Estrada,  RN,  CMA-AC,  Vice  President,  AAMA 

The  Medical  Assistant  Can  Make  or  Break  the  Doctor’s  Office 


John  J.  Coury,  Jr.,  M.D. 


Fees 

Preregistration  $75.00 
At  the  door  $85.00 

includes  conference,  course  materials,  luncheon  and  coffee  breaks. 

Watch  your  mail  for  more  information,  pass  it  on  to  your  office  staff, 
and  encourage  them  to  attend.  This  informative  program  is  planned 
especially  for  the  medical  assistant. 

For  Further  Information  Contact 

Mary  Cantrell 
Conference  Chairman 
13006  Running  Deer  Trail 
Manchaca,  Texas  78652 
512/451-0105  (o) 

512/282-7461  (h) 
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VICTOR  FAINSTEIN,  MD 
MILAM  LHAVENS,  MI) 
RlC;ilARI)  MOSER,  MI) 
ROBERT  BRA 'I,  MI) 
ETC.ENIE  OBBENS,  MI) 
VC  K.  AEEREI)  >'TNC.,  Ml) 
RE  FER  (MASS.  Ml) 

REFER  VC  MANSELL,  Ml) 


Brain  and  meningeal 
biopsy  in  patients  with 
acquired  immuno- 
deficiency syndrome 


Victor  Fain.stcin,  MI), 
Department  of  Internal 
.Medieine.  Section  of  In 
feetious  Diseases; 

Milam  Leavens.  MD. 
Robert  Bray,  MD,  and 
Richard  Moser,  MD,  De- 
partment of  Head  and 
Neck  Surgery,  Section 
of  Neurosurgery;  Eu 
genie  Obbens,  .MD. 

VC  K Alfred  Vung.  MD, 
and  Peter  (Class.  Ml). 
Department  of  Neu- 
rologv';  and  Peter  VC 
Mansell,  MD,  Depart- 
ment of  Cancer  Preven- 
tion, I he  L'niversitv  of 
Texas  System  (iancer 
Center.  M l)  Anderson 
Hospital  and  I'umor  In- 
stitute. 6"’23  Bertner 
Ave.  Houston,  FX 
7"'0.30, 


Ten  patients  with  acquired  immunodeficiency  syn- 
drome (.\JDS)  with  central  nervous  system  (CVS) 
complications  underwent  one  or  more  biopsies  of 
the  brain  or  meninyes.  Biopsy  established  a diag- 
nosis of  toxoplasmosis  in  four  patients.  Herpes 
simplex  in  one.  and  lymphoma  in  three.  A ciiniced 
diagnosis  of  vired  encepheditis  was  not  confirmed 
by  biopsy  in  one  patient.  Vired  radicidomyelitis 
due  to  cytomegahwirus  ( CMV)  was  diagnosed  in 
another  patient  Intracranial  mass  lesions  in  these 
patients  were  due  either  to  Toxoplasma  or  lym- 
phoma. and  neither  could  he  diagnosed  with  cer- 
tainty without  biopsy.  One  of  the  ten  patients  had 
a multiorganism  abscess  Toxoplasma  gondii,  Can- 
dida albicans,  and  Staphylococcus  epidermidisT 
which  further  points  to  the  potential  futility  of 
empirically  treating  AIDS  patietds  with  intra- 
cranial )nass  lesions  without  a histologic  di 
agnosis.  No  deaths  resulted  from  the  operative 
procedures.  A team  approach  as  well  as  early  and 
aggressive  diccgnostic  interventions  cue  essential 
for  the  management  of  medical  and  surgical  com- 
plications in  these  patients. 
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Since  1981,  more  than  14,000  patients  with  ac- 
quired immunodeliciency  syndrome  (AIDS) 
have  been  reported  to  the  Centers  for  Disease 
Control  (1-5), 

Available  data  suggest  that  AIDS  is  caused  by  a 
sexually  and  parenterally  transmissible  agent.  Re- 
cently a retrovirus,  HTLV  111,  has  been  proposed  as 
the  infectious  agent  causing  AIDS.  Hie  immune  defi- 
ciency in  these  patients  causes  development  of  mul- 
tiple opportunistic  infections,  as  well  as  Kriposi’s 
sarcoma  and  several  types  of  lymphoma  ( Burkitt’s, 
immunoblastic  or  diffuse  histiocytic,  lymphoblastic, 
and  Hodgkin's  disease ) ( ,5,6—  1 ^ ).  The  opportunistic 
infections  include  cry  ptosporidiosis,  Pneumocystis 
carinii  pneumonia,  toxoplasmosis,  strongy  loidiasis, 
candidiasis,  cryptococcosis,  atypical  mycobac- 
teriosis  and  cytomegalovirus.  Herpes  simplex  virus, 
and  papovavirus  infections  ( 5.9. 1 0, 1 2, 1 5, 1 8, 1 9 ). 

A number  of  neurologic  complications  involving 
the  CNS  occur  in  AIDS  patients  and  include  sub- 
acute encephalitis,  cry  ptococcal  meningitis,  pro- 
gressiy'e  multifocal  leukoencephalopathy,  meningitis, 
radiculitis,  myelitis,  Guillain  Barre  syndrome,  brain 
abscess,  vascular  complications  due  to  endocarditis 
or  arteritis,  and  neoplasms,  usually  lymphoma  or 
Kaposi’s  sarcoma  and  primary'  HTLV-111  infection  of 
the  brain  ( 5,6, 1 ■7,20,2 1 ). 

When  neurologic  complications  dey  elop  in  AIDS 
patients,  neuroradiologic  studies  may  be  abnormal, 
but  CSF  cultures  as  well  as  cytologic  and  serologic 
studies  may  fail  to  establish  a diagnosis  ( 5 ) In  these 
patients,  brain  or  meningeal  biopsy  is  indicated  in 
order  to  obtain  an  accurate  and  early  diagnosis. 


Material  and  methods 

More  than  100  patients  yvith  AIDS  have  been  treated 
at  Tlie  University  of  Texas  M.D.  Anderson  Hospital 
and  Tumor  Institute  at  Houston.  We  present  herein  : 
our  experience  with  ten  of  our  initial  patients  in 
whom  biopsy  of  the  brain  or  meninges  was 
employed. 

These  patients  ranged  in  age  from  52  to  49  years 
and  were  homosexual  or  bisexual  males.  Figs  1 — 5 . 
contain  patient  data,  including  symptoms,  neu-  I 
rologic  signs,  radiologic  and  biopsy  findings,  diag-  | 
nosis,  treatment,  and  results.  All  ten  patients  had  j 
immunoregulation  abnormalities,  as  indicated  by  ' 
leukopenia,  cutaneous  anergy-,  and  severe  reversal  o 
the  helper/suppressor  T cell  ratio. 

The  examinations  of  CSF,  including  cytology,  cul- 
ture, and  serology’,  failed  to  establish  the  diagnosis 
of  CNS  fungal  or  viral  infection  and/or  neoplasm. 
Cytology  was  negative  in  two  patients  with  lym- 
phoma in  the  brain.  The  CSF  white  blood  cell  count 
was  O/cu  mm  in  three  patients  and  2 to  7/cu  mm  in 
four  patients.  In  one  patient  with  radiculomyelitis,  j 
the  (;SF  WBC  count  was  l,l-(5/cu  mm  and  the  pro- 
tein level  was  660  mg/dl..  In  the  other  patients  with  j 
CNS  toxoplasmosis  or  viral  infection,  the  CSF  pro-  i 
tein  level  measured  28  to  86  mg/dL.  The  protein  I 
level  was  92  and  1 10  mg/dl.  in  patients  with  lym-  j 
phoma  in  the  brain.  One  of  them  w as  in  coma  and 
did  not  have  a CSF  examination.  The  CSF  glucose  | 
level  in  eigltt  patients  measured  52  to  72  mg/dL.  ; 
Serum  Toxoplctsma  titers  yvere  1 : 256  to  1 : 1,024  in  , 
the  four  patients  with  toxoplasmosis  in  the  brain. 
Cerebral  spinal  fluid  Toxoplasma  titers  were  not 
available  in  those  patients. 

Cytomegalovirus  and  Epstein-Barr  virus  (EBV) 
serum  titers  were  obtained  in  the  three  patients 
( patient  numbers  5,4,6 ) with  viral  involvement  of 
CNS.  They  varied  betw  een  1 : 64  to  1:512  and  the 
EBV  titers  were  negative  in  one  patient  and  1 : 520 
and  I :640  in  the  others. 

All  ten  patients  yvere  referred  for  biopsy  of  either  j 
their  brain  lesions  or  meninges.  Even  though  their 
symptoms  and  results  of  neurologic  examinations 
indicated  focal  or  diffuse  involvement  of  the  CNS,  j 
and  the  radiologic  studies  identified  one  or  more  j 
focal  lesions  or  diffuse  involvement  of  the  brain,  lab  i 
oratory  data  confirming  a specific  diagnosis  or 
etiologic  agent  were  lacking. 

Precautions  were  employed  to  protect  all  operat-  { 
ing  room  personnel,  as  is  customary'  in  operating  oni 
patients  harboring  virulent  microorganisms  ( 22 ).  ' 

Intraoperatiy  e ultrasound  localization  was  utilized 
in  one  of  the  patients.  ! 

Brain  biopsy  was  performed  eight  times  in  six  pa-  j 
tients;  local  anesthesia  and  a burr-hole  were  uti- 
lized. In  one  patient,  three  biopsies  were  performed 
before  a diagnosis  of  lymphoma,  rather  than  “nec- 
rotic tissue,”  was  obtained  ( Fig  4a).  Biopsies  in 
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hese  six  patients  confirmed  hmplioma  in  nvo  and 
oxoplasmosis  in  two.  In  one  patient  ( no.  4 ),  the  di- 
ignosis  was  encephalitis  with  Herpes  simplex  subse- 
huently  cultured  from  the  specimen  ( Fig  4b  ) The 
l>iopsy  specimen  from  the  other  patient  with  a neu- 
ologic  diagnosis  of  subacute  encephalitis  revealed 
ortical  degeneration  (Fig  4c). 

One  patient  ( no.  1 ) underwent  craniotomy,  under 
;eneral  anesthesia,  with  removal  of  a multiorganism 
)ccipital  lobe  abscess  (Toxoplasma  gondii,  Can- 
ada albicans,  and  Staphylococcus  epidermidis ) 

' Fig  4d ).  The  patient  responded  to  medical  treat- 


ment and  his  (;NS  infection  resolved,  but  four 
months  later  a third  cranial-nerve  palsy,  paraparesis, 
and  fever  developed.  Biopsy  and  culture  of  thoracic- 
dura  and  thickened  arachnoid  membrane  was  not 
diagnostic.  He  subsequenth  died,  and  autopsy  re- 
vealed lymphoma  in  the  brain  and  liver.  Two  pa- 
tients recently  had  small  craniotomies  performed, 
with  local  anesthesia,  for  removal  of  a T gondii  ab- 
scess in  one  and  biopsy  of  a 1\  mphoma  in  the  other. 
Both  have  improved  with  subsequent  treatment  and 
remain  alive.  Another  patient  with  radiculitis  and 
cauda  equina  syndrome  under^^•ent  biopsy  and  cul- 


; /.  Clinical  data  in  ten  AIDS  patients. 


! 

jpt  No. 

Age  (yrs) 

ISex  & Risk  Factor 

Prodrome  Symptoms 
& Duration  (Months) 

.Systemic- 

Opportunistic 

Infection  or 
.Malignancy 

Neurological 

Symptoms  &.  Signs: 
Duration  Before- 
Biopsy  ( Months ) 

CT  Brain  or  Spine 

I,  39  M 

Homosexual 

^ eight  loss,  diarrhea, 
fever  night  sweats 
( 12) 

CMV,  Candida, 
lymphoma,  Kaposi's 

sarcoma 

Impaired  vision: 

R homonymous 
hemianopsia  ( 6 ) 

1.  occipital  ring  enhancing  ma,ss  & edema 
white  matter  .Metrazamide  CT  spine'  — 
multiple  small  leptomeningeal  lesions 

12,  3".  M 

Fever,  fatigue  ( 5 ) 

Kaposi's  sarcoma, 
lymphoma.  Hefpes. 
enptosporidiosis 

Indifferent,  lethargic, 
confused,  papilledema 
( 1 1 

R frontal  solid  & ring  enhancing  mass  lesions 
with  central  necrosis  with  edema  white 

matter 

J 3.  46,  M 

Bisexual 

Fever,  fatigue,  weight 
loss  (12) 

Candidiasis 

Progressive  dementia, 
hyperretlexia  muscle 
wasting  (12) 

Central  cortical  atrophy,  dilated  ventricles 

l4,  40,  .VI 

1 Bisexual 

Fever,  fatigue,  weight 
loss,  chills  { 9 ) 

C.MV,  Candida.  F 
carinii,  Kaposi's 

sarcoma 

Mental  slowness, 
emotional  labilin-, 
dysphagia,  weak  R 
upper  extremity  ( i ) 

Poorly  detined  bifrontal  decreased  density 
witliout  mass  effect  on  enhancement 

i s.  33,  M 

Bisexual 

1 

Fever,  fatigue,  weight 
loss,  chills  ( 3 ) 

(oMV.  Candida, 
toxoplasmosis 

H.A  apathy, 
convergence 
preference  to  R 
(0.23) 

R frontal  bilateral  thalamic,  I.  basal  ganglia, 
enhancing  lesions  & edema  & edema  white 
matter 

|6,  41,  M 
j Bisexual 

Fever,  weight  loss, 
lymphadenopathy 
(1~) 

C.MV,  P carinii.  yeast 

Progressive 
paraparesis,  back  pain, 
bladder  incontinence, 
fever,  touch  & pain 
sense  impaired, 
lumbar  <1^  sacral 
dermatomes  ( 1 ) 

CT  brain  myelogram-normal 

■ T 32,  M 

Bisexual 

Fever,  fatigue  ( 3 ) 

P carinii 

Confusion,  general 
weakness,  ataxic  gait 
touch  & pain  reduced 
in  legs  to  knees  ( 0 -3 ) 

R caudate,  corpus  callosum,  internal  capsule 
irregular  ring  enhancing  lesions  C^F  spine, 
myelogram  t—  normal 

8.  43,  M 

Bisexual 

Fatigue,  weight  loss, 
malaise  ( 6 ) 

None 

.Mental  slowness,  H,\ 

1.  R disorientation, 
disks  blurred  ( 2 ) 

R frontal.  1.  frontal,  parietal,  1 lentiform 
nucleus  ring  enhancing  lesions,  R frontal 
edema 

9,  49.  .M 

Homosexual 

None  ( 0 ) 

/’  Carinii 

HA.  seizure.  L 
hemiparesis  ( 1 0) 

R frontal  ring  enhancing  lesion  and  brain 
edema 

10,  34,  .M 

Homosexual 

Night  sweats  ( 1 ) 

C.MV,  Herpes. 

Candida.  Kaposi's 
sarcoma 

HA  seizure.  1 upper 
extremity  weakness 
(10) 

R parietal  enhancing  lesion,  ring  enhancing 
lesion,  edema 

I Key:  CMV  (Cytomegalovirus),  Heipes  s (simpte.x),  Candida  a (Candida  albicans),  P cannii  ( Pnemnocpslis  carinii),  C.T  (computerized  tomography ),  HA  ( headache  ),  R 
1 (right),  L (left) 

'Onset  of  3rd  cranial  nerve  palsy,  paraparesis,  fever,  four  months  after  craniotomy. 

■ t Progressive  quadriparesis,  one  month  after  biopsy 
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ture  of  lumbar  dura,  arachnoid  membrane,  and  the 
third  lumbar  root,  which  yielded  a pure  culture  of 
CMV.  In  eight  of  the  ten  patients,  brain  biopsy 
proved  to  be  diagnostic  of  lymphoma  or  infection, 
allowing  appropriate  therapy  to  be  administered. 

The  results  of  treatment,  duration  of  life,  and 
cause  of  death  are  shown  in  Fig  3-  There  were  no 
wound  infections  or  deaths  caused  by  the  operative 
procedure  in  our  patients.  One  patient  became  neu- 
rologically  worse  after  surgery,  and  one  patient  died 
three  weeks  after  biopsy. 

Only  five  of  our  ten  patients  (nos.  1,5,7,9,10)  im- 
proved neurologically  and  had  their  CNS  infection 
or  malignancy  brought  under  control  following  bi- 
opsy and  subsequent  treatment.  Those  were  three 
patients  with  Toxoplasma  or  multiorganism  ab- 
scess, and  two  patients  with  lymphoma  in  the  brain. 

Discussion 

Infections  involving  the  CNS  account  for  the  ma- 
jority of  the  neurologic  complications  in  AIDS  pa 
tients.  In  some  series,  viral  infections  predominate, 
with  Toxoplasma  gondii,  Cryptococcus  neofor- 
mans,  Candida  sp.  and  Mycobacterium  avium- 
intracellulare  infections  occurring  less  often 
(3,19).  Three  of  our  patients  are  considered  to  have 


had  CNS  involvement  by  viral  agents,  and  two  of 
them  died  of  progressive  dementia. 

Snider  and  associates  (16)  reported  18  AIDS  pa- 
tients with  subacute  encephalitis.  This  progressive 
dementing  encephalitis  was  the  neurologic  probler 
most  often  observed  in  50  patients.  At  the  onset, 
those  patients  had  subtle  cognitive  changes  along 
with  malaise,  lethargy',  depressed  sexual  drive, 
and  social  withdrawal.  Over  a period  of  weeks  or 
months,  these  patients  were  markedly  demented, 
confused,  incontinent,  and  bedridden.  Brain  CT 
scans  revealed  large  ventricles  and  cortical  atrophy 
Bilateral  hypodensity  of  centrum  semiovale  white 
matter  was  seen  in  addition  to  cortical  atrophy  and 
dilated  ventricles  in  two  patients.  Nine  brains  were 
examined  postmortem.  Each  showed  evidence  of 
cerebral  atrophy.  Microscopic  findings  in  eight  pa- 
tients suggested  diffuse  viral  infection  in  the  gray 
and  white  matter  of  the  cerebrum,  cerebellum, 
brain  stem,  and  spinal  cord.  Recent  data  has  shown 
that  some  of  these  chronic  processes  might  be  due 
to  primary  CNS  infection  with  HTLV-III. 

In  adults,  CMV  infection  has  been  associated  witl 
Guillain-Barre  syndrome,  meningoencephalitis,  and 
retinitis  (6).  Nervous  system  CMV  involvement  is 
more  common  in  immunosuppressed  patients.  In 
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2.  operative  and  therapy  data  in  ten  AIDS  patients. 


Pt 

No. 

Operative  Procedure 

Diagnosis  at  Biopsy  or  Autopsy 

Antibiotic,  Chemotherapy  or 
Radiotherapy  after  Biopsy 

1 

Excision  L occipital  abscess,  biopsy 
thoracic  meninges  $ 

Toxoplasmosis,  Candida  species.  Staph 
epidennidis.  lymphocyte  infiltration 
meninges  t 

Antifungal,  antitoxoplasma,  and  anti- 
toxoplasma antibacterial,’  empirical 
antitoxoplasma  t,  antibacterial 

2 

Biopsy  ( 3 procedures ),  R frontal  lesion 

Necrotic  tissue  initial  two  specimens, 
large  cell  lymphoma — 3rd  biopsy 

3,024  rad  preceded  by  empirical  anti- 
toxoplasma and  anti  P carinii 

3 

Biopsy,  R frontal  brain  and  meninges 

Nonspecific  degeneration,  frontal 
cortex 

Antifungal,  empirical  antibacterial 

4 

Biopsy,  R frontal  brain 

Focal  necrosis  and  inflammation  of  viral 
encephalitis,  Hopes  simples  cultured 

Antiviral  preceded  by  empirical 
antitoxoplasma 

5 

Biopsy,  R frontal  brain 

Toxoplasmosis 

Antitoxoplasma 

6 

Biopsy,  3rd  lumbar  root  and  meninges 

l ymphocyte  infiltration  root  and 
meninges  CMV  cultured  postmortem 

Empirical  aniitoxoplasma,  antiviral, 
antifungal,  antiAFB 

n 

Biopsy,  R frontal  brain 

large  cell  lymphoma 

3,600  rad  followed  by  chemotherapy, 
antiAFB 

8 

Biopsy,  R frontal  brain 

Toxoplasmosis 

Antitoxoplasma 

9 

Oaniotomy,  removal  of  abscess 

Toxoplasmosis 

Antitoxoplasma 

10 

Craniotomy,  biopsy 

Lymphoma 

3,000  rad  preceded  by  empirical 
antitoxoplasma 

•First  biopsy  Anti  P caiinii.  Bactrim  (trimethoprim  sulfamethoxazole) 

t Second  biopsy  AntiAFB  (acid-fast  bacilli);  Isoniazid,  rifampin,  ethambutol 

t Onset  3rd  cranial  nerve  Antitoxoplasma:  Pyrimethamine  and  sulfadiazine 

Chemotherapy  methotrexate  vincristine,  bleomycin  Antiviral:  Adenine  arabinoside 

Antifungal:  Amphotericin  B 
Antibacterial:  Antibiotics 
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nother  study,  94%  of  homosexual  males  were 

))und  to  have  CMV  titers  in  their  sera  and  1 4%  had 
MY  cultured  from  their  urine  (23).  Two  of  our 
tree  patients  (nos.  4,6)  with  viral  infections  of  the 
NS  were  given  antiviral  therapy  hut  did  not 
lespond. 

I Toxoplasma  hrain  abscess  is  one  of  the  main 
jauses  of  a mass  lesion  in  the  brain  of  AIDS  patients 
!3, 18,2 1,24 -26),  The  CT  scans  of  our  four  patients 
jnos.  1,5,8,9)  with  Toxoplasma  in  the  brain  re- 
"lealed  either  single  or  multiple  ring  enhancing  or 
■ odular  enhancing  lesions  and  adjacent  white 
“^natter  edema.  Similar  CT  findings  have  been  re- 
'^'orted  by  others  ( 16,21,26,27).  In  some  patients 
inth  toxoplasmosis,  contrast  CT  scans  have  shown 
ibw-density  lesions  without  enhancement  ( 16,27). 
jhe  areas  of  white  matter  edema  may  enhance  with 
ontrast  delayed  scan  (27). 

’’jl  Snider  and  associates  (16)  also  discussed  the  re- 
‘ijlts  of  serologic  testing  of  five  patients  with  intra- 
l erebral  Toxoplasma  abscesses.  Only  two  patients 
"“^ad  immunoglobulin  G ( IgG ) or  indirect  fluores- 
"•jent  antibody  titers  greater  than  1 : 1 ,024,  suggest- 
’ i ig  active  toxoplasmosis.  Two  patients  had  no 
aeasurable  CSF  IgG  titers  at  the  time  of  the  onset  of 
' NS  symptoms.  A rise  in  antibody  titer  may  not  be 
emonstrable  due  to  a deficient  humoral  response 
1)  toxoplasmosis  in  these  patients  (25).  Our  own 
"ixperience,  as  well  as  that  of  others  ( 3,18,24,25), 
idicates  that  serologic  tests  cannot  be  exclusively 


relied  upon  for  diagnosis  of  active  toxoplasmosis. 

One  of  our  patients  had  a multiple  organism  ab- 
scess that  included  Candida  albicans,  Staphylococ 
cus  epidermidis,  and  Toxoplasma,  and  would  have 
been  inadequately  treated  had  he  been  managed 
empirically  alone  for  toxoplasmosis.  This  experi- 
ence, in  addition  to  the  unreliability  of  serologic 
tests  and  the  inability  to  distinguish  brain  abscess 
from  neoplasms  by  CT  scan,  makes  biopsy,  in  our 
opinion,  mandatory.  The  importance  of  hiopsy 
of  cerebral  lesions  has  been  stressed  by  some 
(3,21,24,25),  whereas  a trial  of  empirical  antibiotic 
therapy  has  been  advocated  by  others  ( 26 ).  Sulfa- 
diazine and  pyrimethamine  can  be  effective  in  limit- 
ing the  progression  of  toxoplasmosis  in  some — hut 
not  all — AIDS  patients  with  that  infection.  In  those 
patients  who  respond,  the  treatment  probably 
should  be  continued  for  at  least  1 2 months  or 
longer. 

The  vast  array  of  malignant  tumors  occurring  in 
AIDS  patients  includes  Kaposi’s  sarcoma,  lymphoma, 
and  squamous  cell  carcinoma  of  the  tongue  and 
rectum  ( 17).  Of  these  malignant  tumors,  only 
lymphoma  and  Kaposi’s  sarcoma  have  reportedly 
occurred  in  the  CNS  or  meninges  (3,16,21 ).  Ziegler 
et  al  also  reported  four  patients  with  extradural 
(one  patient)  and  meningeal  (three  patients)  lym- 
phoma (17).  All  four  patients  responded  to  chemo- 
therapy but  later  suffered  relapse  in  the  CNS.  They 
cited  two  additional  cases  that  were  similar.  The  tu- 


1 Results  of  therapy  in  ten  patients. 

CNS  Diagnosis, 

ij.  Patient  No.  Results  of  Treatment  After  Biopsy  Duration  of  Life  after  Biopsy /Cause  of  Death 


Toxoplasma 

I Resolution  of  brain  Toxoplasma,  9 months/Disseminated  and  3rd  CN ' CMV  lymphoma 

palsy,  paraparesis  4 months  later 


5 Improved 

|f  Progressive  dementia 

1 

Progressed  to  paralysis  of  left  arm, 
then  gradual  improvement 

^ Viral  encephalitis  or  myelitis 

3 Progressive  dementia 

4 Progressive  dementia 

I 

> Progressive  radiculomyelitis 


1.75  months/Disseminated  CMVt  and  DIC^ 

1 25  months/ Toxoplasma  brain,  CMV  pneumonia  and  Kaposi’s  sarcoma 
trachea 

Recent  biopsy;  treatment  continues 

0.5  months/Subacute  encephalitis 

1.75  months// terpes  encephalitis,  di.sseminated  CMV  and  Kaposi’s  sarcoma 
0.75  months/Respiratory  failure 


0.75  months/Lymphoma,  brain 
3.0  months/Pulmonary  embolus;  lymphoma,  brain 

Recent  biopsy;  treatment  continues 

’’CN:  Cranial  nerve 
It  CMV;  Cytomegalovirus 
/liiltDIC:  Disseminated  intravascular  coagulation 
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ympboma 


1^ 


|l0 


Remained  in  coma 

Improved  1 month,  then  progressive 
quadriparesis,  CSF  -I-  lymphoma 

Improved 
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-HI  Upper  left.  Biiif> 
enhancing  lyniphonui, 
patient  no  2 h Upper 
right  Hypodense,  non- 
enhancing  Herpes  en 
cephalitis,  patient  no. 

-I  c.  Lower  left  Hrain 
atrophy  of  snhaciite 
encephalitis  in  patient 
no.  J.  d Lower  right  A 
ring  enhancing  abscess 
due  to  three  organisms 
in  patient  no.  I 
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mor  in  one  patient  eontained  Epstein-Barr  virus  nu 
clear  antigen  (EBNA)  and  CMV  antigen,  and  another 
contained  EBVA  antigen. 

Snider  and  associates  reported  nine  patients  with 
neoplasms  involving  the  CNS  in  SO  AIDS  patients 
( 16).  Three  had  primary’  lymphoma  of  the  brain.  Six 
patients  had  CNS  invasion  by  systemic  neoplasm: 
Four  had  meningeal  lymphoma,  one  had  epidural 
spinal  lymphoma,  and  one  had  epidural  spinal 
plasmacytoma.  Their  three  patients  with  primary' 
CNS  lymphoma  were  not  treated  because  the  diag 
nosis  was  made  at  postmortem  in  tw'o,  and  the  third 
patient  died  of  needle  biopsy  complications.  ITieir 
ifour  patients  with  systemic  neoplasms  also  involv- 
|ing  the  meninges  were  treated  with  chemotherapy 
'and  radiation.  Neurologic  and  CSF  improvement  oc- 
Icurred  in  all  four  patients. 

I Kaposi’s  sarcoma  has  been  reported  in  the  brain 
I of  one  AIDS  patient  (21).  That  patient  had  person- 
ality changes  and  a mild  left  hemiparesis  due  to  a 
single  metastasis  of  Kaposi's  sarcoma  in  the  riglit 
frontal  lobe.  Radiation  treatment,  with  3,000  rad, 
was  administered  and  death  from  systemic  com 
plications  occurred  three  months  later. 

The  different  neurologic  syndromes  with  which 
AIDS  patients  might  present  deserve  prompt  atten- 
tion and  aggressive  diagnostic  procedures.  Brain 
and/or  meningeal  biopsies  should  be  performed 
I early  in  the  course  of  the  disease,  to  establish  the 
etiology  of  the  process  in  order  to  institute  early 
therapy  which,  it  is  hoped,  will  result  in  longer 
jsurvival. 
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The  Texas  Department  of  Health  Laboratory  mea- 
sured the  spot-T4  concentrations  of  63  breast-fed 
and  107  formula  -fed  babies  in  the  first  week  of  life 
and  again  at  two  to  three  weeks  of  age.  There  was 
no  signipcant  difference  between  the  spot  T4  con- 
centration of  breast-fed  babies  and  that  of  bottle- 
fed  babies  in  the prst  week.  Two-  to  three-week-old 
breast-fed  babies  had  slightly  higher  mean  levels 
than  formula-fed  babies,  but  there  teas  consid 
erable  overlap  of  values.  We  conclude  that  the 
method  of  infant  feeding  does  not  alter  the  ac- 
curacy of  the  screening  program  for  congenital 
hypothyroidism. 


Neonatal  screening  programs  for  congenital 
hypothyroidism  have  been  very'  successful 
in  identifying  affected  babies  sufficiently 
early  to  prevent  mental  retardation  (2,3,5,6,10). 
Most  programs  in  the  United  States  and  Canada 
measure  thyroxine  (T4)  by  radioimmunoassay  from 
filter  paper  discs  soaked  with  blood  (spots).  Spot-T4 
values  below  an  arbitrary  lower  limit  are  repeated 
and  thyroid-stimulating  hormone  (TSH  ) concentra- 
tions are  determined.  Babies  whose  T4  levels  are 
lowest  on  repeat  testing  are  at  risk  and  must  be  fol- 
lowed closely'.  Those  who  also  have  elevated  TSH 
levels  are  presumed  to  have  congenital  hy  pothy- 
roidism and  warrant  prompt  attention. 

Spot-T4  values  in  the  first  week  of  life  are  high  be- 
cause serum  T4  concentrations  peak  at  24  hours  of 
age  following  the  TSH  surge  in  the  first  hours  of  life. 
Thereafter,  serum  T4  concentrations  decrease 
slowly  over  the  next  few  weeks  ( 1 ).  The  Texas  De- 
partment of  Health  ( TDH  ) program  recommends  a 
second  spot-T4  at  two  to  four  weeks  of  age  to  de 
tect  affected  babies  missed  on  the  initial  screening 
test.  The  TDH  laboratory  receives  2,500  spot-T4 
specimens  each  day.  These  specimens  are  separated 
into  three  groups:  those  from  babies  less  than  seven 
days  old;  those  seven  days  or  older;  and  those  with 
previously  abnormal  screening  tests  ( 9 ).  There  is  no 
primary  standard  for  spot-T4,  so  the  absolute  value 
is  not  sufficient.  Standard  deviation,  mean,  and  cut- 
off points  must  be  utilized. 

A recent  study  of  small  numbers  of  two-  to  three- 
week-old  babies  suggests  that  breast-fed  babies  have 
higher  serum  T4  levels  than  do  formula-fed  babies 
(4).  This  prompted  us  to  investigate  the  relation- 
ship between  the  method  of  feeding  and  spot-T4 
levels  obtained  at  two  to  three  weeks  of  age.  Those 
findings  form  the  basis  of  this  report. 

Methods 

There  were  857  babies  born  at  Scott  and  White  Me- 
morial Hospital  during  the  six-month  period  from 
November  1981  through  April  1982.  A total  of  567 
babies  returned  to  the  pediatric  outpatient  clinic  for 


the  first  well-baby  visit  at  two  to  three  weeks  of 
age.  Review  of  the  567  charts  showed  that  1 70  of 
the  babies  were  healthy,  term,  singleton  neonates 
whose  weights  were  appropriate  for  gestational  age 
and  whose  Apgar  scores  were  normal.  All  were  born 
by  vaginal  delivery  and  all  had  an  uncomplicated 
neonatal  course.  The  method  of  feeding  was  not 
changed  from  birth  to  the  clinic  visit  at  two  to  three ^ 
weeks  of  age.  Babies  given  any  foods  other  than 
commercial  formula  or  human  milk  were  excluded  i 
from  our  study.  One  hundred  seven  babies  were  fed  ] 
commercial  formula  only,  and  63  were  fed  human 
milk  only. 

From  a review  of  the  mothers’  medical  records,  j 
data  were  collected  on  their  ages,  races,  and  gesta- 
tional ages  at  which  they  first  sought  obstetric  care. 
Birth  weight  and  weight  at  the  first  clinic  visit  were 
recorded  for  all  babies.  j 

The  values  of  the  spot-T4  concentrations  for  each  j 
of  the  1 70  babies  on  both  the  first  and  second 
screening  tests  were  obtained  from  the  TDH,  Divi- 
sion of  Child  Health.  All  170  babies  in  this  study  had 
spot-T4  concentrations  within  the  normal  range  on  i 
both  screening  tests. 

Differences  between  means  for  quantitative  vari- 
ables were  tested  using  Student’s  t-test.  Normal  dis- 
tribution of  spot-T4  values  was  demonstrated  by 
goodness-of-fit  test  [chi-square  ( 5df)  < 3.2,  p > 

0.5],  Spot-T4  values  on  second  screenings  were  ex- 
amined using  Student’s  t-test  and  multivariate  re- 
gression. Two-tailed  tests  were  used  in  all  instances. 

Results 

The  mothers  of  the  breast-fed  babies  differed  signifi- 
cantly from  the  mothers  of  the  bottle-fed  babies 
( Fig  1 ).  They  were  older,  more  of  them  frequently 
white  and  had  sought  prenatal  care  at  an  earlier  ges- 
tational age.  i 

The  breast-fed  and  formula-fed  babies  did  not  dif- 
fer in  birth  weights  (Fig  2).  The  proportion  of  males 
was  slightly  higher  in  the  formula-fed  group  (51.8%  i 
versus  47%  ).  Breast-fed  babies  were  slightly  older  | 
than  formula-fed  babies  when  the  first  spot-T4  was  i 
measured  [means  and  standard  deviations  of  2.23  — 
0.63  versus  2.03  ± 0.58  days  (p  = 0,04)]  and  when 
the  second  spot-T4  was  measured,  16.20  ± 1.45 
versus  15.77  ± 1.39  days  (p  = 0.06).  Initial  spot-T4 
concentrations  did  not  differ.  The  second  spot-T4 
concentrations  were  slightly  higher  in  breast-fed 
babies  than  in  formula-fed  babies,  both  for  the  total 
group  and  for  the  white  babies  alone.  The  differ- 
ence in  mean  levels  was  marginally  significant,  but 
the  overlap  in  the  distribution  was  considerable 
(Fig  3).  The  statistical  findings  did  not  change  when 
each  spot-T4  level  was  expressed  in  terms  of  stan- 
dard deviations  from  the  mean  for  all  assays  per-  j 
formed  that  day  at  the  TDH  laboratory.  j 

Breast-fed  babies  did  not  gain  as  much  weight  as 
formula-fed  babies.  When  the  second  spot-T4  con- 
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I /.  Comparison  of  breast  feeding  and  formula  feeding  mothers 


Breast  Feeding 

Formula  Feeding 

P 

Age  in  years' 
'Race  (%  ) 

ZS.SyiA  52 

22.2«±4  14 

O.OOO  1 

White 

92-1% 

4H.6% 

OOOOl 

Black 

3.0% 

22.0'y 

Hispanic 
, First  prenatal 

4.6% 

29  4% 

1 visit  in  weeks 
of  gestation 

12.6 

1«  1 

0.0001 

’ Mean  ± one  standard  des  iation 


; centrations  were  used  as  outcome  variables  in  mul- 
tiple regression  analyses,  only  weight  gain  predicted 
Isecond  spot-T4  levels.  The  other  variables  were: 

! maternal  age,  race,  and  time  of  first  prenatal  visit; 
the  babies’  gender,  weight,  and  age  at  the  second 
"screening;  and  the  method  of  feeding.  Although 
; there  was  great  variation,  babies  whose  weight  gain 
was  smaller  tended  to  have  the  higher  second  spot- 
‘T4  concentrations.  When  a statistical  adjustment  for 
spot-T4  concentration  was  made,  breast-fed  babies 
btill  gained  less  weight  than  formula-fed  babies. 

Discussion 

This  study  indicates  that  the  method  of  feeding  does 
not  have  any  important  effect  on  the  accuracy  of 
the  spot-T4  screening  test  for  congenital  h^pothy- 
iroidism.  Spot-T4  levels  did  not  differ  between 
‘breast-fed  and  bottle-fed  babies  at  one  to  four  days 
|of  age.  Two-  to  tbree-week  old  breast-fed  babies  had 
I slightly  higher  mean  levels  than  did  formula-fed 
babies  (p  = 0.05 ).  However,  the  values  overlapped 
to  such  an  extent  that  this  difference  in  mean  levels 
I is  not  clinically  important.  Conversely,  a dispropor- 
itionately  small  number  of  breast-fed  babies  had 
spot-T4  values  in  the  lowest  10%  of  the  total  sample. 
The  lowest  10%  contained  only  four  (6.3%  ) of  the 
i63  breast-fed  babies  and  1 3 ( 1 2. 1 % ) of  the  formula- 
fed  infants  ( Fig  3 ). 

These  measurements  of  spot-T4  concentration  by 
the  TDH  laboratory’  support  the  slightly  higher 
serum  T4  concentrations  measured  in  a hospital  lab- 
oratory' on  a small  number  of  two-  to  three-week- 
old  breast-fed  babies  ( 4 ).  In  contrast,  Mizuta  et  al 
] found  no  difference  in  serum  T4  levels  between 
pne-month-old  breast-fed  and  bottle-fed  babies  (7). 

Texas  physicians  can  remain  confident  of  the 
[effectiveness  of  the  TDH  neonatal  screening  pro- 
gram for  congenital  hypothy’roidism;  however,  they 
must  also  remain  alert.  As  pointed  out  in  the  review 
of  the  New  England  program's  experience,  “ ...  in 
the  final  analysis,  laboratory  values  cannot  and 
should  not  be  a substitute  for  judgment,  instinct, 
and  clinical  experience”  (8). 
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3 Distribution  of 
spot  74  values  (g-g  dl) 
at  two  to  three  weeks 
of  age.  The  curve  at 
right  represents  breast 
fed  babies;  the  cun  e at 
left  represents  formula- 
fed  babies  The  vertical 
line  marks  the  lowest 
10%  of  all  values. 


2.  Comparison  of  breast  fed  and  formula-fed  babies  * 


Breast-fed 
( n = 63  ) 

Formula-fed 
(n  = 107) 

P 

Birthweight  in  grams 

3436  + 324 

3,396  ±323 

0.43 

2 week  weight  gain  in 

grams 

259+281 

351  ±206 

0 02 

Spot-T4/xg/dl. 

First 

20.06±6.0 

19.9±5.3 

0 46 

Second 

15.7  ±4.0 

14.4±.3.9 

0.05 
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lUPUS  FACTS 

FOR  YOUR  PftTICNrS 


Lupus  is  the  subject  of  a new 
Arthritis  Foundation  educational 
campaign. 

The  campaign  theme  is; 
“WHO’S  AFRAID  OF  THE 
BIG,  BAD  LUPUS?. . .YOU 
ARE  WHEN  YOU  KNOW 
WHAT  IT  MEANS.’’  Using  a 
wolf  as  an  attention  getter,  we  will 
seek  to  inform  the  public  about 
the  LUPUS  problem  in  the  US., 
and  the  help  that  is  available. 

Our  literature  will  provide  the 
warning  signs  for  the  disease  and 
our  consumer  ads  and  broadcast 
materials  will  stress  early  diag- 
nosis and  proper  medication  and 
therapy,  as  the  only  defense. 

We  urge  your  participation  in 
this  effort.  Our  new'  fact-filled 
lupus  brochure,  written  for  the 
layman,  covers  such  subjects  as 
what  is  lupus,  the  diagnosis  of 
lupus,  who  gets  lupus,  the  pattern 
of  lupus,  signs  and  symptoms, 
a management/  treatment 
program  and  prevention  guide- 
lines. Simply  order  the  desired 
quantities  from  your  local 
Arthritis  Foundation  Chapter 
office,  or  write  “Lupus,” 

Arthritis  Foundation,  3400 
Peachtree  Road,  NE,  Atlanta, 
Georgia  30326. 

With  your  help,  the  impact 
of  this  lupus  educational 
campaign  will  be  just  what 
the  doctor  ordered. 


A 

ARTHRITIS 

FOUNDATION 


WHO^  AFRAID 
0FniEBI6,BAD 


‘-J**  lip  ' 


know 

means. 
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Cost  containment  and 
competition:  Rational 
or  rationed  health  care? 


Texas’  health  care  expenditures  were  reported  and 
compared  with  national  expenditures  in  the  De- 
cember issue  of  Texas  Medicine  * Responding  to 
that  article.  Dr  Anderson  cites  the  need  for  state 
and  national  strategic  plans  for  health  care  and 
health  care  spending.  When  physicians  and  hospi- 
tals become  bogged  down  in  business  rhetoric,  he 
believes,  they  open  the  way  for  even  more  damag- 
ing assaults  under  the  guise  of  “cost  control" 
measures. 


Authors  Begley,  Kelly  and  Mains  ( Texas  Health 
Care  Expenditures:  1975—1983)  suggest  that 
public  and  private  spending  on  health  care  in 
Texas  is  rapidly  catching  up  with  the  rest  of  the  na- 
tion. This  is  happening,  furthermore,  at  a time  when 
the  state’s  economy  is  struggling  to  shift  away  from 
dependence  on  the  energy'  industries  to  a more  di- 
versified economic  base.  The  growing  “burden  ” of 
health  care  spending,  the  authors  suggest,  threatens 
to  impede  the  state’s  economic  recovery. 

Indeed  there  is  growing  concern  within  the  busi- 
ness community'  and  among  elected  officials  about 
rising  health  care  costs  in  Texas.  “Cost  contain- 
ment” threatens  to  overtake  quality  and  access  to 
care  as  principal  goals  driving  health  policy,  and 
“competition”  is  seen  more  and  more  as  the  answer 
to  runaway  inflation  in  the  health  care  industry'. 

As  the  problem  and  the  debate  have  intensified, 
physicians  and  hospitals,  unfortunately,  have  acted 
much  like  special  interest  groups  fighting  for  their 
shares  of  the  economic  pie.  Physicians  and  hospital 
administrators,  in  particular,  have  lost  a great  deal 
of  credibility  in  the  political  arena  because  of  this 
narrow-minded  view  of  the  issues. 

The  time  has  come  for  physicians  to  regain  the  in- 
itiative and  insist  that  quality  of  care  and  access  to 
care  for  all  Texans  take  precedence  over  debates  on 
the  costs  of  care.  We  must  not  let  society  lose  sight 
of  the  fact  that  good  medicine  can  also  be  good 
business  and  good  public  policy.  Politicians  should 
be  mindful  that  funding  support  for  prev  entive 
health  need  not  be  a burden.  When  strategically 
placed,  it  will  pay  dividends  by  decreasing  the  need 
for  high  cost  acute  care  for  the  indigent  and  paying 
I patients  alike.  Inaction  on  health  policy  issues 
I can  be  even  more  costly  than  new  programs  and 
! services. 

Perhaps  the  greatest  contribution  that  we  as  phy- 
I sicians  can  make  is  in  suggesting  new  methods  of 
I delivery  that  are  more  cost-effective  and,  in  the  long 
run,  decrease  consumption  of  health  care  dollars. 
Monies  saved  could  be  re  invested  in  the  social  safety 
net  for  those  who  truly  cannot  help  themselves. 


I *Begley  CE,  Kelly  C,  Mains  DA:  Texas  health  care  e.xpen- 
I ditures,  1975-1983.  Tex  Med  81(  1 2 ):  56-64,  1985, 
Volume  82  Januan  1986 


As  physicians,  for  example,  we  have  long  under- 
stood that  prevention  of  disease  and  injury,  and 
early  intervention  in  the  disease  process,  is  far  more 
cost-effective  than  emergency  or  crisis  care.  Every 
dollar  spent  on  prenatal  care  saves  as  much  as  three 
dollars  on  neonatal  intensive  care.  Even  more  cost- 
effective  is  the  provision  of  adequate  nutrition  to 
the  pregnant  mother  and  fetus.  It  has  been  shown 
that  every'  dollar  spent  in  the  Women-Infants- 
Children  ( WIC ) Program  saves  six  to  eight  dollars 
during  the  lifetime  of  the  child  by  the  prevention  of 
low  birth  weight  conditions,  the  need  for  special 
education,  the  need  for  institutionalization,  and  so 
forth.  Even  these  estimations  of  savings  fail  to  ac- 
count for  the  potential  improvement  in  human  pro- 
ductivity, upward  mobility,  and  an  expanded  tax 
base  instead  of  tax  burden  for  future  generations. 

Improved  nutrition  and  social  support,  as  well  as 
home  health  care,  for  the  elderly  could  be  far  more 
cost-effective  than  a continued  emphasis  on  hospital 
and  nursing  home  care.  Improved  access  to  primary 
care,  especially  for  children,  in  medically  under- 
served areas  would  likely  reduce  the  need  for  costly 
hospitalizations. 

The  report  on  health  care  spending  in  Texas  helps 
define  quantitatively  what  we  are  doing  in  the  pub- 
lic and  private  sectors,  but  it  does  not  begin  to  ad- 
dress the  issue  of  determining  the  appropriate  level 
of  spending  for  a state  that  is  undergoing  a major 
demographic  change  and  extremely  rapid  popula- 
tion growth.  The  report  also  does  not  discuss  the 
costs  to  society  of  not  addressing  certain  health 
care  needs  or  the  potential  costs  associated  with 
misplaced  priorities. 

Obviously,  Begley  et  al  did  not  intend  their  article 
to  extend  to  these  issues.  But  how  can  our  legis- 
lators, our  policymakers,  our  major  purchasers  of 
health  care,  and  our  health  care  providers  make  ra- 
tional decisions  about  health  care  spending  if  they 
have  not  yet  determined  the  end-product  they  de- 
sire? As  a state,  we  should  have  a strategic  plan  for 
public  health,  indigent  care,  and  health  care  cost 
containment,  instead  of  being  driven  by  arbitrary- 
budget  targets. 

There  is  a glaring  lack  of  a strategic  plan  for 
health  care  and  health  care  spending  nationally  and 
at  the  state  level.  There  is  no  definition  of  real  need, 
nor  ideal  levels  of  health  services  or  health  indices. 

Instead  of  a public  discussion  of  strategies  that  ad- 
dress both  cost  and  quality,  as  well  as  access  for  the 
poor  and  medically  indigent,  the  general  public  is 
being  fed  a steady  diet  of  “cost  containment”  and 
“competition  ” as  the  answer  to  health  care  costs. 
Unfortunately,  “cost  containment  ” has  become  a dis- 
guise for  retrenchment  and  restricting  access  to  ser- 
vices for  certain  vulnerable  populations.  Similarly, 
spending  more  on  indigent  health  care  is  often  at 
tacked  as  being  “'inflationary'.”  In  fact,  cost  contain- 
ment strategies  that  essentially  restrict  access  to 
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needed  services  will  prove  to  be  anti-inflationary 
only  if  we,  as  a society,  completely  turn  our  backs 
on  the  indigent  and  working  poor  who  need  care 
during  medical  crisis. 

A true  cost  containment  strategy  should  not  re- 
sult in  the  rationing  of  health  care  for  needed  ser- 
vices. More  appropriately,  it  should  focus  on  issues 
such  as  defensive  medicine,  tort  law  reform,  in- 
appropriate use  of  ancillary  services,  the  real  value 
of  high  cost  technology  and  intensive  care  services 
for  the  terminally  ill,  alternatives  for  delivery  of  the 
same  or  higher  quality  of  care  at  lower  costs  (for 
example,  day  surgery,  hospice  care,  home  nutri- 
tional support).  A true  cost  containment  strategy 
also  should  focus  on  duplication  of  services  within 
the  health  care  delivery  system.  While  duplication  is 
usually  overestimated  by  those  who  espouse  an  in- 
terest in  cost  containment,  it  does  exist.  A true  cost 
containment  strategy  could  also  explore  the  devel- 
opment of  nonprofit  joint  ventures  between  hospi- 
tals to  acquire  expensive  equipment  for  high-tech 
procedures  such  as  lithotripsy  or  magnetic  reso- 
nance imaging. 

Simply  pouring  more  money  into  a consumption- 
oriented  system,  as  we  have  done  in  the  past,  would 
indeed  be  inflationary.  The  indigent  health  care 
package  adopted  in  the  1985  session  of  the  Texas 
Legislature  is  important  partly  because  it  addresses 
the  causes  of  many  of  the  problems  that  ultimately 
lead  to  cost  shifting  (hidden  taxation)  to  under- 
write the  care  of  the  indigent  and  uninsured  in  this 
state. 

If  everyone  in  society  has  access  to  a reasonable 
level  of  health  care,  competition  could  have  a better 
chance  to  work.  A carefully  structured  competitive 
environment  in  this  circumstance  could  squeeze 
out  many  of  the  inefficiencies  that  do  exist  in  the 
health  care  industry  for  paying  patients  without  the 
need  for  rationing.  Increased  competition,  however, 
including  advertising  and  sophisticated  marketing, 
may  also  lead  to  more  consumption  and  higher 
overall  health  care  expenditures  even  as  the  poor 
are  displaced  to  an  already  overloaded  public  sector. 

Leading  advocates  for  the  privatization  of  health 
care  for  the  poor  often  tout  the  management  abili- 
ties of  the  for-profit  sector.  A closer  look  at  for-profit 
systems  reveals  that  health  care  charges  to  consum- 
ers are  seldom  lower  than  charges  for  the  same  care 
in  other  systems.  When  they  are,  it  is  not  neces- 
sarily better  management  that  achieves  the  result.  In 
California,  the  acquisition  or  management  of  public 
hospitals  by  for-profit  chains  did  result  in  a decrease 
in  per  diem  charges  for  the  MediCal  program.  This 
was  achieved  primarily  by  changing  the  hospitals’ 
mix  of  services  away  from  obstetrics,  psychiatry, 
emergency  and  outpatient  care,  and  other  loss  lead- 
ers to  services  likely  to  yield  better  collections  and 
higher  profitability.  Community  service  and  compre- 
hensiveness are  expensive.  Who  will  provide  these 


services  in  a strictly  competitive  model? 

Certainly,  few  hospitals  would  provide  a rape  cri-  i 
sis  center,  24-hour  psychiatric  emergency  coverage,  1 
a level  1 trauma  center,  a burn  unit,  a neonatal  inten  i 
sive  care  unit,  or  postgraduate  medical  education  as 
commodities  subject  to  business  principles  and 
profit  motives  only.  The  ability  to  underwrite  these  i 
sorts  of  services  as  well  as  medical  innovations  is 
only  possible  currently  through  tax  support  and 
cross  subsidy. 

When  for-profit  hospitals  who  espouse  strict  com  i 
petitive  models  are  asked  how  such  needed  services;; 
can  be  preserved,  they  usually  answer  that  society,  j 
not  the  provider,  should  pay  for  it.  In  other  words,  | 
society  should  buy  more  tickets  to  ride  the  train, 
which,  by  the  way,  improves  their  profitability.  Will 
this,  when  carried  to  its  logical  extreme,  actually  be; 
anti-inflationary?  I doubt  it,  but  1 do  agree  that  so-  , 
ciety  needs  to  define  what  it  wants  and  decide 
whether  costly  health  care  programs  should  be  de- 
fined as  essential  community  services  or  merely  , 
commodities.  j 

Last  year,  most  US  hospitals  saw  decreasing  occu-  ! 
pancy  and  fewer  surgical  procedures  as  competi- 
tion, and  the  prospective  pricing  system,  had  a 
major  impact  on  utilization.  In  stark  contrast  to  the 
nonprofit  and  for-profit  hospitals,  Texas’  urban  pub- 
lic hospitals  are  bursting  at  the  seams  with  increas-  : 
ing  numbers  of  critically  ill  indigent  and  uninsured 
patients.  These  hospitals  face  a crisis  situation  de- 
spite strong  county  tax  support.  While  the  industry 
in  general  has  decreased  its  volume  of  services,  it 
has  also  decreased  the  number  of  employees,  the 
expense  of  doing  business,  and  the  underwriting  of 
community  service  and  charity  care.  As  a conse- 
quence, many  hospitals  had  the  healthiest  profit 
margin  they  have  enjoyed  in  several  years. 

Rather  than  spreading  the  cost  of  uncompensated 
care  over  the  broadest  possible  base,  competition 
may  actually  shrink  the  base,  making  the  cost  of 
charity  and  bad  debt  unbearable  for  certain  institu- 
tions that  are  either  politically  or  ethically  required 
to  continue  their  historical  missions.  The  quality  of 
care  at  public  and  selected  nonprofit  hospitals  will 
likely  suffer  because  of  the  strain.  These  hospitals 
will  be  less  able  to  attract  paying  patients  who  help 
underwrite  uncompensated  care  and,  in  the  case  of 
the  public  hospital,  hold  down  local  tax  levies. 

States  and  counties  likely  will  resist  increased 
taxes  just  as  the  federal  government  has.  Without 
private  sector  participation,  the  cost  of  uncompen- 
sated care  would  be  too  much  for  even  a state  as 
wealthy  as  Texas.  As  public  hospitals  are  forced  to 
cut  back,  or  become  so  full  they  cannot  accept 
more  patients  displaced  by  the  private  sector,  the 
nonprofit  hospitals  will  also  face  overwhelming 
numbers  of  medically  indigent  patients. 

As  the  competitive  model  evolves,  for-profit  hos- 
pitals may  become  part  of  the  safety  net  if  society  is 
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vvilling  to  hand  out  more  tickets.  Those  tickets, 
nowever,  will  not  be  cheap.  As  a taxpayer,  1 would 
jrefer  to  see  my  tax  dollars  support  well-managed 
public  systems  and  indirectly  underwrite  nonprofit 
systems  that  use  their  “excess  revenues  over  ex- 
penses” (profits  by  any  other  name)  to  stabilize  the 
safety  net  and  continue  innovations  in  health  care 
delivery. 

Greater  access  and  a more  rational  method  of  fi- 
nancing health  care  for  the  indigent  can  eliminate 
the  need  for  rationing  under  the  guise  of  cost  con- 
tainment and  give  competition  a real  chance  to 
work.  After  public  and  non-profit  hospitals  under- 
write their  fijced  expenses,  they  could  offer  lower 
unit  prices  for  health  care  services  if  the  various 
government  payers  would  be  willing  to  expand  eli- 
gibility for  currently  non-covered  populations  by 
selling  excess  capacity,  much  in  the  same  way  that 
airlines  sell  empty  seats.  This  new  money  could 
help  stabilize  the  safety  net  while  increasing  access. 

A further  expansion  of  Medicaid  and  the  new  ap- 
proaches to  be  taken  by  the  programs  created 
through  the  Indigent  Care  Task  Force  legislation  can 
decrease  the  need  for  cost-shifting.  The  hospital,  the 
payers,  and  the  poor  benefit.  This  approach  seems 
more  ethical  and  more  politically  palatable  than 
providing  discounts  to  powerful  third-party  carriers 
, or  other  major  purchasers  of  health  care  and  further 
limiting  access  for  the  indigent.  Politicians,  business 
! coalitions,  and  members  of  the  lay  public  cannot  ex- 
pect hospitals  and  physicians  to  behave  both  like 
businesses  and  like  charities. 

I Health  care  is  not  simply  a commodity.  It  is  differ- 
ent. It  is  a critically  necessary  community  service, 
j A basic  level  of  care  must  be  available  to  everyone 
in  a society  that  truly  values  individual  human  life 
and  basic  human  rights.  Such  services  cannot  be  ra- 
i tioned  without  lessening  the  value  of  every  member 
of  society.  The  more  we  bog  down  in  business 
rhetoric,  the  more  we  convince  decision-makers 
that  hospitals  are  not  special,  altruistic  institutions 
and  physicians  are  not  professionals  interested  in 
patients’  well-being  regardless  of  financial  self- 
interest.  These  new  perceptions  could  lead  to 
sweeping  changes  in  reimbursement  strategies,  and 
to  harsher  regulation,  even  more  so  than  a mis- 
directed assault  on  the  rising  costs  of  health  care. 
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Cerebral  cortical  and 
mesenteric  venous 
thrombosis  in  infancy: 
case  report 


Cortical  and  mesenteric  thrombosis  in  infancy 
are  unusual  events,  but  can  be  seen  as  severe 
complications  from  longstanding  dehydration. 
Certainly  the  diagnosis  and  treatment  of  mesen- 
teric thrombosis  with  intestinal  infarction  involve 
prompt  surgical  intervetition.  Hoivever.  less  inva- 
sive means  of  evaluation  are  necessary’  when  cere- 
bral cortical  thrombosis  is  considered.  A case 
involving  simultaneous  cerebral  cortical  and 
mesenteric  thrombosis  is  presented  to  outline 
how  their  diagnosis  and  management  were 
accomplished. 


A six-month-old  infant  was  hospitalized  with  a 
history  of  bilious  vomiting  and  lethargy' 
present  for  an  indeterminate  length  of  time. 
He  had  been  treated  for  the  preceding  month  with 
various  antibiotics  for  bilateral  otitis  media. 

He  was  born  to  a 43-year-old  gravida  13  mother 
and  underwent  a duodenojejunostomy  for  duodenal 
atresia  at  birth.  No  evidence  of  malrotation  was 
present  at  the  initial  laparotomy,  and  there  was  no 
history  of  subsequent  gastrointestinal  difficulties.  He 
had  no  stigmata  of  trisomy  2 1 and,  specifically,  no 
history  of  congenital  heart  disease.  His  subsequent 
growth  and  development  were  unremarkable. 

Physical  examination  revealed  a lethargic,  mot- 
tled infant  with  signs  of  severe  dehydration.  Vital 
signs  were:  pulse,  180;  blood  pressure,  99/75  mm 
Hg;  temperature,  37°  C (99°  F);  respirator}’  rate,  60. 
Bilateral  serous  otitis  media  was  present.  The  abdo- 
men was  mildly  distended.  There  was  a tubular 
mass  in  the  left  upper  quadrant.  The  rectal  vault 
contained  a small  amount  of  stool  with  occult 
blood.  Neurologic  examination  revealed  no  nuchal 
rigidity  or  focal  deficits. 

Laboratory  results  included:  hemoglobin,  9.7  g/ 
dL;  white  blood  cell  count,  16,600;  BUN,  45  mg/dL; 
sodium,  132  niEq/L;  potassium,  6.3  mEq/L;  chloride, 
89  mEq/L;  carbon  dioxide,  28  niEq/L;  glucose, 

157  mg/dL;  arterial  blood  gases,  pO^  79,  pH  7.33. 

( Bicarbonate  had  been  given  to  the  patient  intra 
venously  at  an  outlying  hospital. ) The  platelet  count 
was  1 40,000.  KUB  examination  revealed  proximal 
small  bowel  distension  with  intestinal  air  fluid  lev- 
els. There  was  no  evidence  of  pneumatosis  intes- 
tinalis,  pneumoperitoneum,  or  portal  venous  air. 

Initial  management  included  crystalloid  infusion, 
nasogastric  suction,  and  antibiotic  therapy.  Within  a 
few  hours  of  hospitalization,  the  patient  became 
febrile  and  had  generalized  tonic-clonic  seizures.  In- 
tubation with  mechanical  ventilation  was  required, 
and  anticonvulsants  were  administered.  The  spinal 
fluid  was  normal.  Because  the  abdominal  mass  per- 
sisted, we  performed  a barium  enema,  which  dem- 
onstrated free  filling  of  the  entire  colon.  Soon 
thereafter,  bloody  nasogastric  drainage  was  noted, 


and  the  infant  was  taken  to  the  operating  room  for 
exploratory  surger}’. 

A segmental  jejunal  infarction  without  gross  per- 
foration was  found  40  cm  distal  to  the  ligament  of 
Treitz.  Alt)  cm  jejunal  resection  with  an  end-to-ent 
jejunojejunostomy  was  performed.  There  was  no 
evidence  of  mechanical  obstruction  contributing  to 
the  infarction.  The  prior  duodenojejunostomy  was 
not  associated  with  the  present  process. 

The  patient’s  postoperative  course  was  mani- 
fested by  prolonged  unresponsiveness,  mechanical 
ventilatory  dependence,  and  persistent  seizures.  Ex 
amination  revealed  an  afebrile  child  with  profound 
opisthotonic  posturing  and  bilateral  lower  ex- 
tremity' spasticity.  Due  to  the  infant’s  initially  de- 
hydrated state,  normal  spinal  fluid,  and  persistent 
neurological  deficits,  a cerebral  cortical  venous 
thrombosis  was  suspected.  A digital  subtraction 
arteriogram  subsequently  clearly  demonstrated 
thrombosis  of  the  anterior  portion  of  the  superior 
sagittal  sinus  (Fig  1 ).  A CT  scan  was  not  obtained 
since  the  diagnosis  was  clear.  With  continued  sup- 
port, the  infant  gradually  regained  neurological  and 
gastrointestinal  function.  On  discharge  he  was 
neurologically  intact  and  tolerating  an  appropriate 
diet  for  age.  Cerebrospinal  fluid,  blood,  urine,  and 
peritoneal  fluid  cultures  were  sterile.  Final  pa- 
thology' of  the  jejunum  revealed  both  ischemic  and 
hemorrhagic  necrosis  consistent  with  a generalized 
thrombosis  of  indeterminate  etiology'. 

Discussion 

Cortical  venous  thrombosis  has  been  primarily  a 
diagnosis  of  exclusion  in  a neurologically  com- 
promised patient  and  most  often  is  diagnosed  at  au- 
topsy. It  can  be  classified  as  primary  or  secondary, 
each  occurring  in  50%  of  cases.  The  secondary  cor- 
tical venous  thrombosis  predominately  occurs  in 
the  lateral  venous  sinuses  ( 1 ) and  is  the  result  of  an 
infectious  process  such  as  meningitis,  mastoiditis,  o 
cellulitis  of  the  .scalp  ( 1 ).  Other  secondary  causes 
are  traumatic  or  surgical  injury'  to  the  venous  sinus. 

The  other  ty'pe  of  cortical  venous  thrombosis  is 
the  marantic  or  primary'  ty  pe  ( 1 ),  which  in  infancy 
most  commonly  affects  the  anterior  portion  of  the 
superior  sagittal  sinus.  It  is  frequently  associated 
with  increased  blood  viscosity  or  low  flow  states  in 
malnourished  infants  less  than  30  months  of  age 
( 2 ).  Typically,  no  septic  focus  is  found.  Since  the 
superior  sagittal  sinus  widens  behind  the  posterior 
angle  of  the  anterior  fontanelle,  it  is  postulated  that 
depression  of  the  anterior  fontanelle  during  severe 
dehydration  may  contribute  to  slowing  of  blood 
flow  anteriorly  and  facilitate  the  thrombosis  ( 1 ). 

The  diagnosis  of  cerebral  cortical  venous  throm- 
bosis is  often  difficult  to  make.  Most  of  the  relevant 
clinical  signs  are  related  to  the  neurologic  system. 
Sudden  Jacksonian  seizures,  opisthotonic  posturing, 
diminished  deep  tendon  reflexes,  and  hyperthermia 
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an  be  seen  ( 1 — 3 )■  Spinal  fluid  examination  is  ree- 
)mmended  to  exeliide  an  infections  etiology.  In  the 
oast,  the  diagnosis  was  made  by  directly  injecting 
.'ontrast  material  into  the  sagittal  sinus  (o)  or  by 
pb.serving  the  venous  phase  of  a cerebral  arterio- 
^ram.  Less  invasive  means  of  diagnosis  are  now  uti- 
ized.  The  contrast  enhanced  (71'  scan  not  only  aids 
n diagnosing  cortical  venous  thrombosis  ( S ) but 
lelps  in  excluding  other  causes  of  neurologic  dys- 
unction.  Recently,  the  digital  subtraction  ar- 
eriogram  has  been  shown  to  be  quite  sensitive  in 
liagnosing  cortical  venous  thrombosis.  The  dural 
..inuses  can  be  more  accurately  evaluated  by  the 
iigital  subtraction  arteriogram  than  by  conventional 
irteriography.  With  digital  subtraction,  all  the  ves- 
lliels  of  the  brain  are  opacified.  In  conventional  ar- 
jeriography,  there  is  a mixture  of  opacified  and 
lonopacified  blood  in  the  sinuses  ( 6 ).  Therefore, 
digital  subtraction  arteriography  is  a useful  comple- 
Tient  to  the  CT  .scan  in  the  diagnosis  of  cerebral 
.'ortical  venous  thrombosis. 

I Treatment  for  cortical  venous  thrombosis  is  sup- 
)ortive.  Anticonvulsants,  intravenous  hydration,  and 
ireatment  of  concurrent  disease  processes  can  im- 
prove surv  ival.  Anticoagulants  are  not  indicated 
ince  the  progression  to  a hemorrhagic  cerebral  in- 
arction  could  be  devastating. 

Like  cortical  venous  thrombosis,  intestinal  infarc- 


tion in  infancy  can  be  divided  into  primarv'  and  sec- 
ondary groups.  The  secondary  tvpe  results  from 
common  causes  of  intestinal  obstruction  such  as  ad 
hesions,  intussusception,  volvulus,  and  strangulated 
hernias. 

The  etiolog)'  of  primary  intestinal  infarction  of 
the  nonstrangulated  type  includes  embolic  or 
thrombotic  arterial  occlusions  or  thrombotic  ven- 
ous occlusions  (7,8).  Emboli  from  congenital  heart 
disease  occur  frequently  in  this  group.  When  em- 
boli are  excluded  as  the  primarv’  cause,  an  idi- 
opathic mesenteric  thrombosis  has  occurred.  In  up 
to  80%  of  mesenteric  infarctions  in  infants,  no  spe- 
cific etiology  can  be  demonstrated  (9,10).  However, 
it  is  known  that  mesenteric  vascular  occlusions  can 
follow  any  type  of  cardiovascular  collapse  or  sepsis 
with  concurrent  splanchnic  vasoconstriction  (11). 

Signs  of  me.senteric  vascular  occlusion  in  infancy 
include  diarrhea,  bloody  drainage  from  the  upper  or 
lower  gastrointestinal  tract,  vomiting,  and  abdomi- 
nal distension.  A palpable  mass  occurs  in  less  than 
5%  of  cases  ( 9 ).  Early  exploration  is  mandatorv'.  All 
patients  managed  medically  eventualh’  die  ( 12  ). 

Summary 

Cerebral  cortical  venous  thrombosis  and  mesenteric 
vascular  thrombosis  are  similar  in  classification, 
association  with  low  flow  states,  and  grave  prog- 
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nosis.  By  analysis  of  this  case  where  both  processes 
occurred  simultaneously,  the  following  conclusions 
can  be  made. 

a.  Thrombotic  events  can  involve  any  organ  sys- 
tem and  should  be  considered  in  the  severely  dehy- 
drated child  who  does  not  respond  appropriately  to 
rehydration. 

b.  Prompt  surgical  treatment  of  mesenteric 
thrombosis  in  infancy  can  improve  survival. 

c.  Digital  subtraction  angiography  is  a useful  ad- 
dition in  the  diagnosis  of  cerebral  cortical  venous 
thrombosis  in  infancy. 
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Sexual  rehabilitation  is  an  important  area  of  pa- 
tient care  for  men  and  women  with  pelvic  cancer. 
In  recent  years,  advances  in  medical  and  psycho- 
logical treatments  for  sexual  dysfunction  have 
made  sexual  rehabilitation  more  successful  A 
minimal  investment  of  the  physician  ’s  time  can 
have  a great  impact  on  patients’  motivation  to  re- 
sume sexual  activity  after  cancer  therapy.  Physi- 
cians need  to  understand  the  effect  of  cancer 
treatments  on  each  phase  of  the  sexual  response 
cycle — desire,  arousal,  and  orgasm.  The  great  ma- 
jority of  patients  and  partners  need  only  brief 
sexual  education  and  counseling  at  the  start  of 
cancer  treatment  Those  at  high  risk  for  emotional 
and  relationship  distress,  however,  can  be  identi- 
fied early  and  referred  for  more  intensive  individ- 
ual couple,  or  family  therapy. 


Patients  with  pelvic  cancer  are  an  important 

target  group  for  sexual  rehabilitation.  Because 
of  the  proximity  of  pelvic  tumors  to  the  geni- 
tal area,  cancer  therapy  often  damages  men’s  or 
women’s  ability  to  function  sexually.  In  recent  years, 
however,  medical  treatments  such  as  the  penile 
prosthesis  and  modern  hormone  replacement 
therapy  have  become  available  for  iatrogenic  sexual 
problems.  We  can  also  now  reassure  patients  that 
some  common  beliefs  about  cancer  vis-a-vis  sex- 
uality are  myths.  For  example,  sexual  contact  does 
not  cause  cancer  or  transmit  cancer  cells  from  one 
partner  to  another.  Patients  can  protect  themselves 
from  sexually  transmitted  viruses  that  may  promote 
cerv  ical  cancer  by  using  barrier  methods  of  con- 
traception or  limiting  their  number  of  sexual  part- 
ners. Resuming  sexual  activity  after  cancer 
treatment  will  not  promote  a recurrence  of  disease. 

Perhaps  the  most  important  reason  for  highlight- 
ing sexual  rehabilitation  is  that  a ver>’  small  in- 
vestment of  time  on  the  part  of  the  physician  can 
have  great  impact  on  whether  or  not  a patient  re- 
mains sexually  active.  Giving  accurate  information 
on  sexuality  and  cancer,  and  inviting  the  patient 
and  partner  to  ask  questions  about  their  sexual 
anxieties  or  concerns,  can  prevent  psychogenic  sex- 
ual dysfunctions. 
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Sexual  function  and  treatments  for  pelvic 
cancer 

All  too  often,  health  professionals  have  taken  a uni- 
dimensional view  of  sexual  function.  For  men,  al- 
most all  attention  has  focused  on  whether  a cancer 
treatment  interfered  with  erection.  For  women,  the 
only  crucial  sexual  requirement  seemed  to  be  a va- 
gina large  enough  to  allow  penile  penetration.  Of 
course,  sexual  function  is  not  so  simple. 

Fig  1 illustrates  a multidimensional  model  of  the 
sexual  response  cycle.  Its  phases  include  desire, 
arousal,  orgasm,  and  resolution.  Each  phase  has  a 


subjective  component,  is  marked  by  measurable  ob 
jective  signs  and  behaviors,  and  depends  on  several 
physiological  systems.  A cancer  treatment  can  im- 
pair one  or  several  of  the  phases  of  the  response 
cycle,  depending  on  the  physiological  systems  dam- 
aged. The  emotional  impact  of  cancer  treatment 
may  also  be  evident  across  the  sexual  cycle. 

For  example,  after  radical  cystectomy  for  bladder 
cancer,  men  usually  lose  the  ability  to  achieve  and 
maintain  erections.  This  sexual  dysfunction  results 
from  damage  to  the  autonomic  nerves  of  the  pros- 
tatic plexus  ( 1 ).  Men  also  no  longer  manufacture  se 
men  because  the  prostate  and  seminal  vesicles  have 
been  removed.  Nevertheless,  they  experience  nor- 
mal levels  of  sexual  desire.  Penile  sensation  also  re- 
mains normal,  since  the  pudendal  and  penile  dorsal 
nerv  es  are  not  transected.  With  arousing  penile 
stimulation,  men  can  reach  orgasm,  even  without  at 
erection.  Orgasmic  sensation  is  weak  to  normal,  but 
satisfy  ing  for  most  men  despite  the  lack  of  ejaculate 
Orgasm  is  still  characterized  by  rhythmic  contrac- 
tions of  the  bulbocavernosus  muscles  ( 2 ).  If  men 
wish  to  regain  erectile  function,  a penile  prosthesis  j 
can  restore  the  ability  to  have  intercourse  (3).  | 

Physicians  need  to  take  similarly'  complex  views 
of  sexual  function  after  other  cancer  therapies.  To 
that  end,  we  provide  a brief  overv  iew  of  the  sexual 
side  effects  of  surgery',  radiotherapy,  and  chemother 
apy  for  pelvic  cancer. 

SURGERY  j 

The  psychological  impact  of  pelvic  cancer  surgery'  | 
on  sexuality  includes  changes  in  body  image  be-  j 
cause  of  scars,  the  creation  of  ostomies,  and  even  ' 
the  loss  of  genital  zones  as  in  radical  vulvectomy  or 
penectomy  ( 4 ).  Often  the  partner  with  cancer  stop; 
initiating  sexual  activity  out  of  fear  of  rejection.  Tht^ 
healthy  partner,  unfortunately,  may  also  withdraw  ) 
sexually  out  of  fear  of  being  too  demanding  or  re-  | 
minding  the  spouse  of  the  disability.  As  a result  of  i 
poor  communication,  the  couple  stops  having  sex.  i 
Other  common  emotional  causes  of  sexual  prob-  | 
lems  in  surgical  patients  include  anxiety,  depression  i 
belief  in  myths  linking  sexuality  with  cancer,  and  | 
marital  conflict  exacerbated  by  the  illness.  ; 

From  a physiological  standpoint,  pelvic  cancer 
surgery'  in  men  ( abdominoperineal  resection,  radi-  I 
cal  prostatectomy,  radical  cystectomy ) most  often 
damages  the  autonomic  nerves,  reducing  genital  ' 
vasocongestion  w ith  arousal.  We  do  not  know 
whether  pelvic  cancer  operations  such  as  radical 
hysterectomy  or  cystectomy  reduce  vaginal  blood  ‘ 
flow  in  women  ( 5 ). 

The  sensory'  nerves  innervating  the  genital  area  , 
are  rarely  damaged,  how  ever,  so  that  genital  sensa-  ! 
tion  and  the  ability  to  reach  orgasm  remain  intact  ' 
( 6 ).  Even  when  genital  sensory'  areas  are  removed, 
as  in  total  penectomy,  many  patients  can  learn  to 
reach  orgasm  through  stimulation  of  remaining  i 
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erotic  zones 

Some  operations  include  removal  of  both  gonads 
'(ovaries  or  testicles).  If  the  tumor  is  not  hormone 
sensitive,  replacement  hormones  can  be  prescribed 
to  restore  normal  sexual  function.  For  example,  a 
man  who  has  lost  both  testicles  to  separate  primarv’ 
testicular  tumors  can  be  maintained  on  testosterone 
therapy.  VComen  with  squamous  cell  carcinoma  of 
the  cervix  can  safely  take  estrogens  :ifter  radical 
hysterectomy.  Other  patients,  however,  have  to  live 
wath  hormonal  insufficiency,  for  example,  men  who 
have  bilateral  orchiectomy  to  control  metastatic 
•prostate  cancer  and  are  left  with  low  sexual  desire 
and  difficult),’  achieving  erections  and  orgasm  ( 8 ).  In 
women,  lack  of  estrogen  can  cause  troublesome  hot 
Iflushes  as  well  as  reduced  vaginal  lubrication  or  ex- 
pansion with  sexual  arousal. 

I 

RADIOTHERAPY 

IwTien  radiotherapy  fields  include  the  pelv’is,  genital 
fibrosis  and  reduced  genital  blood  flow  may  occur, 
disrupting  sexual  arousal.  The  desire  and  orgasm 
phases  of  the  sexual  response  are  rarely  affected, 
however,  unless  a hormonal  deficit  is  created  by 
damage  to  the  gonads. 

Men  may  develop  erectile  dysfunction  after  defin- 
itive radiotherapy  for  prostate  cancer  ( 9 ) or  even 
lafter  the  smaller  doses  used  to  treat  testicular  can- 
cer ( 10, 1 1 ).  The  problems  are  thought  to  result 
Iffom  reduced  penile  circulation,  but  prospective 
studies  are  needed  to  confirm  that  hypothesis  (12). 

Women  who  receive  radiotherapy  may  develop  fi- 
hrosis  of  the  vaginal  walls  and  thinning  of  the  va- 
ginal mucosa.  Hormone  replacement  therapy,  use  of 
a water-based  vaginal  lubricant,  and  vaginal  dilation 
can  often  reduce  the  resulting  dyspareunia  ( 5,1 3 )■ 

ZHEMOTHERAPY 

attle  IS  known  about  the  effects  of  chemotherapy 
m sexual  function.  Some  chemotherapy  drugs  used 
|o  treat  pelvic  cancer — for  example,  c/s-platinum  or 

1 

1 
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vincristine — are  neurotoxic  and  might  cause  auton- 
omic neuropathies  and  arousal  phase  dysfunctions 
in  men  and  women,  or  dr\’  ejaculation  in  men.  Com- 
bination chemotherapy  can  also  impair  testicular  or 
ovarian  function.  Research  on  sexual  function  and 
chemotherapy  is  long  overdue. 

Even  less  is  known  about  changes  in  sexual  func- 
tion after  experimental  treatments  such  as  immuno- 
therapy or  hyperthermia. 

Sexual  rehabilitation  and  pelvic  cancer 

We  believe  that  80%  -90%  of  patients  treated  for 
pelvic  cancer  do  not  need  intensive  sex  therapy. 
Instead,  they  require  an  hour  or  two  of  sexual  edu- 
cation and  counseling.  We  prefer  to  begin  counsel- 
ing at  the  time  of  treatment  disposition  and  to  have 
the  patient’s  spouse  or  sexual  partner  participate  as 
fully  as  possible. 

In  many  settings,  busy  physicians  do  not  have  an 
extra  hour  to  devote  to  sexual  rehabilitation.  Those 
who  see  many  pelvic  cancer  patients  may  wish  to 
explore  the  more  economical  alternatives  of  prepar- 
ing an  educational  videotape  on  the  relationship  of 
cancer  treatment  and  sexuality,  organizing  periodic 
group  counseling  sessions  for  patients  undergoing 
similar  treatments  (spouses  could  also  attend  the,se 
sessions ),  or  employing  an  oncofog>'  nurse,  ,social 
worker,  or  consulting  p,sychologist  to  provide  sex- 
ual education  and  counseling. 

The  elements  of  brief  sexual  counseling  for  pelvic 
cancer  patients  have  been  described  in  several  of 
our  previous  publications  ( 4,6,7 ).  They  include; 

1 . An  explanation  of  genital  anatomy  and  the  sex- 
ual response  cycle,  using  models  or  pictures  of  the 
internal  and  external  genital  organs. 

2.  A detailed  account  of  how  the  planned  cancer 
therapy  will  affect  sexual  desire,  arousal,  and 
orgasm,  again  using  visual  aids  to  help  the  patient 
and  partner  understand. 

3.  Advice  on  preventing  sexual  problems  by  con- 
tinuing nonsexual  cuddling  and  emotional  commu- 


jOesire 

1 Subjective:  Sexual  interest  or  motivation 
I Objective.  Initiating  sexual  activity 

I Physiological  systems  involved:  Hormonal,  central  nervous  system 
Arousal 

!,  Subjective:  Sexual  excitement,  pleasant  genital  sensations 

Objective:  Increased  heart  rate  and  respiration,  genital  vasocongestion  ( erection,  vaginal  expansion  and  lubrication  ) 
i'  Physiological  systems  involved:  Hormonal;  central  nersous  system;  sensory,  parasympathetic,  sympathetic,  and  peptidergic  peripheral 
nerves 
1 Orgasm 

Subjective:  Sensation  of  orga,smic  pleasure 

Objective:  Emission  in  the  male,  smooth  muscles;  in  both  genders,  rhythmic  contractions  of  genital  striated  muscles 
I Physiological  systems  involved;  (ientral  nervous  system,  sensory  peripheral  nerves  (pudendal ),  sympathetic  nerves  for  male  emission 
iResolution 

I Subjective:  Sense  of  .satisfaction  or  decreasing  excitement 

Objective:  Generalized  arousal  and  genital  vasocongestion  decrease,  male  refractors'  period 
Physiological  systems  involved:  Central  nervous  system,  peripheral  sympathetic  nerves 
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nication  during  cancer  treatment  and  resuming 
sexual  activity  in  a gradual,  nonpressured  fashion 
when  the  patient’s  medical  condition  permits. 

4.  Discussion  of  common  beliefs  about  sex- 
uality and  cancer,  with  debunking  of  myths  and 
stereotypes. 

5.  Information  on  treatments  available  for  sexual 
dysfunctions  that  may  occur,  including  relevant 
facts  on  water-based  genital  lubricants,  vaginal  dila- 
tors, penile  prostheses,  hormone  replacement 
therapy,  sex  therapy,  and  techniques  for  minimizing 
distraction  from  ostomy  appliances  during  sexual 
activity. 

We  also  believe  a clinician  should  assess  the 
quality  of  the  patient’s  close  relationships,  both  sex- 
ual and  nonsexual.  Social  support  helps  patients 
cope  with  the  stress  of  cancer  treatment.  Patients 
who  have  few  intimate  relationships  in  their  lives  or 
who  are  in  conflict  with  their  spouses  or  extended 
family  may  need  extra  help  from  a mental  health 
professional.  Perhaps  10% -20%  of  patients  fall  into 
this  “high-risk”  category.  Early  psychological  inter- 
vention, preferably  in  the  form  of  brief  couple  or 
family  therapy,  or  individual  psychotherapy  for  the 
single  patient,  may  help  more  fragile  men  and 
women  comply  with  painful  and  prolonged  cancer 
therapies,  besides  preserving  sexual  adequacy. 

In  our  experience,  patients  most  in  need  of  inten- 
sive sex  or  marital  therapy  include  those  under  age 
60  who  must  have  a cancer  treatment  that  will  im 
pair  sexual  function,  those  in  relatively  new  sexual 
relationships,  childless  patients  who  face  infertility, 
and  those  with  a history  of  marital  conflict  or  indi- 
vidual psychopathology.  Such  patients  should  be  re 
ferred  to  a mental  health  professional  for  intensive 
evaluation  early  in  the  cancer  treatment  process 
and  then  monitored  periodically  for  emotional  dis- 
tress during  and  after  cancer  therapy. 

We  hope  that  this  brief  overview  will  encourage 
health  professionals  to  increase  their  knowledge  of 
and  devote  some  basic  resources  to,  this  important 
area  of  patient  care. 
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Throughout  this  sesquicentennial  year,  Texans 
are  remembering  the  establishment  of  the 
Republic  of  Texas  in  1836,  and  the  many  ac- 
complishments of  our  citizens  since  that  propitious 
year.  Physicians  deserve  an  important  place  in  these 
memories. 

Doctors  were  prominent  in  the  events  associated 
with  the  new  Republic  of  Texas.  George  Patrick  vol 
unteered  as  a soldier  during  the  Anahuac  conflicts. 
Asa  Hoxey  participated  in  the  siege  of  Bexar.  John 
Shackelford  led  the  company  of  Red  Rovers  from 
Alabama  who  took  part  in  the  Goliad  Campaign. 
Warren  Mitchell,  surgeon  with  the  Georgia  Bat- 
talion, was  killed  at  the  Goliad  massacre.  Junius 
Mottley  was  post  surgeon  at  Goliad  and  died  during 
the  battle  of  San  Jacinto.  Lemuel  Gustine  also  served 
at  San  Jacinto.  After  this  battle,  the  Texas  Army 
camped  at  George  Patrick's  home  in  Harris  County. 
Francis  Moore,  Jr,  William  Richardson,  and  William 
Shepherd  were  surgeons  in  the  Texas  Army.  Robert 
Irion  of  Nacogdoches  was  appointed  secretary-  of 
state  by  Sam  Houston.  Anson  Jones  was  president 
of  the  new  Republic.  As  soldiers  or  doctors,  these 
men  believed  fervently  in  the  struggle  for  political 
freedom. 

Acknowledging  and  honoring  their  efforts,  let  us 
highlight  certain  features  of  the  endeavor  to  write 
the  history  of  medicine  in  Texas  since  those  fateful 
days  of  the  1830s. 

Before  1900 

When  Ashbel  Smith,  MD,  prepared  his  account  of 
the  yellow  fever  epidemic  in  Galveston  during 
1839,  he  was  self-consciously  acting  as  historian- 
medical  scientist.  The  study  of  history  was  one  form 
of  medical  science  ( 1 ).  Physicians  believed  that  an 
account  of  the  beginning,  course,  and  end  of  an  epi- 
demic would  provide  some  knowledge  about  its 
nature  and  control.  The  public  believed  this,  too. 
Even  Noah  Webster,  of  dictionary  fame,  had  pub- 
lished a two-volume  history'  of  epidemic  diseases  in 
the  United  States.  Newspapers  regularly  reported  on 
local  epidemics;  the  ones  in  Galveston  included  re- 
ports on  the  yellow  fever  epidemics  of  18-44,  1848, 
1853,  1854,  1858,  1859,  1864,  and  1867.  Greens- 
ville S.  Dowell  recounted  these  epidemics  in  a book 
published  in  1876,  and  several  other  physicians 
wrote  about  epidemic  diseases  in  Texas  during  the 
19th  century’  (2). 

Dowell  had  been  a founding  member  of  the  Gal- 
veston Medical  Society,  first  profe.ssor  of  surgery-  at 
the  Galveston  Medical  College,  and  founder-editor 
of  the  Galveston  Medical  Journal,  the  first  journal 
of  its  kind  in  Texas.  The  society  had  adopted  its 
constitution  in  July  of  1865,  the  college  had  held  its 
first  classes  in  November  of  1865,  and  the  first  issue 
of  the  journal  was  published  in  January  of  1866, 

A few  years  later,  Dowell  lectured  to  students  at- 
tending the  Galveston  Medical  College.  He  cele- 


brated the  outstanding  'advancements”  in  the 
medical  sciences  that  had  occurred  during  the  25 
years  betyy  een  his  medical  student  days  of  1845  andi 
those  of  his  pupils  in  1869.  Improvements  in  the 
microscope  had  led  to  the  new  sciences  of  his- 
tology’ and  cellular  pathology-.  The  discovery-  of  gen- 
eral anesthetics  had  revolutionized  surgery.  “ . . . 

The  science  of  medicine  has  in  these  few  years  in- 
creased the  ratio  of  man's  life  from  28  to  42  years — 
over  one  fourth  in  20  years.  What  a glorious  result!’ 
( 3 ) In  addition  to  use  as  a method  for  investigating 
epidemics,  historical  studies  could  also  document 
genuine  progress  in  medical  care. 

Historical  reviews  could  also  nurture  professional 
self-consciousness.  A Waco  physician,  J.H.  Sears,  was 
president  of  the  Texas  State  Medical  Association  in 
1894.  As  preparation  for  his  presidential  address, 
Sears  asked  fellow  doctors  for  pertinent  information 
about  the  history  of  the  medical  profession  in  Texas 
Contributions  came  from  Drs  H.C.  Ghent  of  Belton, 
J.M.  Fort  of  Paris,  George  Cupples  of  San  Antonio, 
R.M.  Swearingen  of  Austin,  and  C.M.  Rosser  of 
Dallas.  This  historical  knowledge  encouraged  Sears 
to  champion  the  4,000  to  5,000  regular  physicians 
in  the  state,  as  they  battled  the  ‘‘quacks,  charlatans, 
and  frauds”  who  had  infested  the  state  during  the 
latter  years  of  the  19th  century-  (4). 

These  three  purposes — study  of  diseases,  recognii 
tion  of  progress,  and  support  for  organizations  of 
professionals — motivated  historical  writings  by  Tex 
ans  and  other  physicians  throughout  the  United 
States  during  the  19th  century. 


1900-1950 

The  arrival  of  a new  century  sparked  renewed  inter 
est  in  history-.  Thirty  states  required  the  teaching  of 
American  history-  in  elementary-  schools  by  1903. 
Sixteen  universities  had  trained  250  doctoral  candi- 
dates in  history-  by-  1907.  The  study  of  history-  was 
becoming  the  premier  social  science  and  humani- 
ties discipline  in  education. 

In  1904,  Eugene  Cordell  surveyed  14  university- 
affiliated  medical  schools.  He  discovered  that  only 
six  offered  any  instruction  in  medical  history-. 
Cordell  was  perplexed  about  the  high  regard  given 
to  history-  in  general  education,  and  the  ‘‘inexcus- 
able apathy  " about  history  in  medical  education  (5, 
Dr  Malone  Duggan  of  San  Antonio  was  so  distressec 
about  this  situation  that  he  urged  the  State  Medical 
Association  of  Texas  ( SMAT ) to  adopt  a resolution 
that  would  persuade  all  medical  schools  in  Texas 
to  add  a course  of  instruction  on  the  history-  of 
medicine  and  economics  (6).  The  resolution  was 
adopted,  but  the  schools  did  not  add  such  courses. 
The  addition  of  basic  science  and  clinical  courses 
was  the  curricular  challenge  of  the  moment.  Never 
theless,  some  members  of  the  SMAT  persisted  in 
efforts  to  stimulate  more  historical  writing  about 
medicine  in  Texas. 
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In  the  early  192()s,  the  SMAT  Committee  on  Col- 
lection and  Preservation  of  Records  had  recom- 
'mended  that  the  SMAT  Board  of  Trustees  provide 
funds  for  work  on  a medical  historv’  of  Texas.  But.  a 
suitably  qualified  historian  could  not  be  found  ( 7,8 ). 
Important  documents  were  assembled  by  some 
'SMAT  members  (9 ),  and  Mrs  S.C.  Red,  wife  of  a 
Houston  physician,  used  these  materials  during  the 
preparation  of  The  Medicine  Man  in  Texas. 

Physicians  rejoiced  when  her  book  was  published 
in  1930  (10).  The  first  1 10  pages  was  a potpourri  of 
medical  events  beginning  with  Cabeza  de  Vaca  in 
the  16th  century  and  ending  with  pioneer  women 
'physicians  in  Texas.  Mrs  Red  then  devoted  some 
1230  pages  to  biographical  sketches  of  202  physi- 
cians. Much  of  the  information  had  been  taken  from 
the  remarkable  obituary  notices  that  had  appeared 
iin  each  issue  of  the  Texas  State  Journal  of  Medicine 
Isince  its  inception  in  1905. 
i During  the  1930s,  physicians  in  Texas  wrote 
more  history  than  ever  before.  They  continued  to 
extol  improvements  in  medical  knowledge  and 

i 

'/.  Biographical  entries  of  physicians  in  the  Handbook  of  Texas, 


Alexander  W.  Acheson 
Samuel  T.  Angler 
[Kenneth  Hazen  Aynesworth 
Raleigh  William  Baird 
William  Louis  Barker 
Benjamin  Franklin  Barkley 
loseph  Henr>  Barnard 
George  Washington  Barnett 
Thomas  Barrett 
Henry  Weidner  Baylor 
John  Charles  Beales 
Edwin  Pinckney  Becton 
George  Emmett  Bethel 
lames  P.  Blount 
Meyer  Bodansk>’ 
lohn  Thomas  Botton 
Shields  Booker 
lohn  Henr)'  Bowers 
Frank  Douglas  Boyd 
Robert  J Brackenridge 
Radford  O.  Braswell 
Richard  Fox  Brenham 
lohn  Claver  Brightman 
Paul  Brindley 
lohn  Romulus  Brinkley 
Roger  Brooke 
Harry  Wyse  Brown 
James  Gordon  Br>’son 
Charles  A.R.  Campbell 
John  Wesley  Carhart 
William  Carleton 
Eugene  R.  Carpenter 
William  .M.  Carper 
Manton  Marble  Carrick 
Robert  Henry  Chilton 
Albert  Gallatin  Clopton 
Archelaus  M.  Cochran 
James  Britton  Cranfill 
Martin  Lalor  Crimmins 
Caroline  Crowell 
George  Cupples 


practice  (11),  and  they  continued  to  use  history  as 
a tactic  for  fostering  professional  distinctiveness 
(12).  Autobiography  and  biography  appeared 
( 13,14 ).  Especially  in.spired  by  the  centennial  cele- 
brations of  1936,  such  wTitings  culminated  in  “the 
most  extended  historical  document  of  Texas  medi- 
cal history'  yet  recorded,"  Patrick  Ireland  Nixon’s  A 
Century’  of  Medicine  in  San  Antonio  (15). 

Opening  an  office  in  October  of  1911,  Dr  Nixon 
practiced  in  San  Antonio  for  more  than  50  years 
(16).  He  wrote  several  articles  and  two  more  major 
books  about  medicine  in  Texas,  including  a cen- 
tennial history'  of  the  Texas  Medical  Association 
( 1 7, 1 8 ).  In  1 946,  at  the  age  of  63,  Nixon  was 
elected  president  of  both  The  Philosophical  Society- 
of  Texas  and  The  Texas  State  Historical  Association 
( TSHA ).  Nixon  led  the  TSHA  for  three  years.  This 
honor  symbolized  a mutual  regard  betyveen  physi- 
cians and  historians  that  was  particularly  evident  at 
the  time  throughout  the  state  and  nation.  Nixon  has 
been  the  only  physician  ever  to  serve  as  president 
of  the  TSHA,  the  oldest  learned  society  in  Texas. 


Ferdinand  Eugene  Daniel 
Jeremiah  Yellott  Dashiell 
David  Catchings  Dickson 
Anthony  Michael  Dignowity 
Greensville  S.  Dowell 
Isadore  Dyer 
Alexander  Wray  Ewing 
Joseph  E.  Field 
Robert  Turner  Flewellen 
Ashley  Wilson  Fly 
Richard  Montgomery  Gano 
William  Henry  Gantt 
Thomas  Jefferson  Gazley 
William  Crawford  Gorgas 
Beriah  Graham 
Marvin  Lee  Graves 
Lycurgus  E.  Griffith 
Lemuel  Gustine 
Berthold  Ernest  Hadra 
David  Graham  Hall 
William  Whitty’  Hall 
John  T.  Halsell 
Erasmus  Manley  Hanna 
John  M.  Hansford 
Titus  Holliday  Harris 
Robert  Henry  Harrison 
Samuel  G.  Haynie 
Ferdinand  Herff 
Henry  Ixiuis  Hilgartner 
James  Addison  Hockaday 
Robert  Ernest  House 
Asa  Hoxey 
Henry  F.  Hoyt 
Theodore  Young  Hull 
Johnson  Calhoun  Hunter 
Robert  Anderson  Irion 
Medar  Jalot 
Moses  Johnsttn 
Anson  Jones 
John  C Jones 
Charles  G.  Keenan 


Imla  Keep 

Wilhelm  Victor  Keidel 

William  Keiller 

Valentine  Overton  King 

Wilburn  Hill  King 

William  P King 

Frederic  Leclerc 

Theodore  I.eger 

Charles  W'.  Lewis 

Gideon  Lincecum 

Evans  Mabry 

Cornelius  McAnelly 

Joseph  McGee 

Joseph  I McGee 

Joseph  Banning  McKnight 

James  Vi'harton  .Mclatughlin 

Benno  Matthes 

Mansell  W Matthews 

Thomas  Owen  Maxwell 

Eli  T Merriman 

Albert  Baldwin  Miles 

James  H.C.  Miller 

Edward  F Mitchasson 

Warren  Jordan  Mitchell 

Edmund  Duncan  Montgomery 

Francis  Moore.  Jr 

Thomas  Moore 

Charles  S.  Morse 

Junius  William  Mottley 

Albert  James  Myer 

Robert  Caldwell  Ncblett 

Pat  Ireland  Nixon 

Milton  B Nuckols 

John  G.  O’Grady 

Marvin  Cartmell  Overton 

Edmund  Byrd  Parsons 

Frank  Paschal 

George  Moffit  Patrick 

Richard  Rodgers  Peebles 

Robert  Peebles 

James  Aeneas  E.  Phelps 


William  C Philips 
Charles  R Pryor 
Frank  Rainey 
Edward  Randall 
Edward  Randall,  Jr 
George  Clark  Red 
Samuel  Clark  Red 
William  Richardson 
W illiam  P Rogers 
(iharles  McDaniel  Rosser 
Levi  James  Ru.ssell 
Bacon  Saunders 
Arthur  Carroll  Scott 
Zachary  Thomson  Scott 
John  Shackelford 
Bedford  Sharpe 
William  M .Shepherd 
Benjamin  Franklin  .Shumard 
George  Webb  Slaughter 
Allen  John  Smith 
Ashbel  Smith 
David  Porter  Smythe 
Arthur  Edward  Spohn 
John  William  .Stalnaker 
Jesse  Marshall  Standifer 
Josephus  Murray  Steiner 
Ralph  Steiner 
David  Finney  Stuart 
John  Sutherland 

Richard  Montgomery  Swearingen 

Charles  W'illiam  Tait 

Frederick  Terrell 

James  E Thompson 

Isaac  S.  Tower 

John  Allen  Vcatch 

David  Richard  Wallace 

Mason  Locke  Weems 

Raleigh  R.  White 

Peter  Cavanaugh  Woods 

Goodall  Harrison  Wooten 
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Since  1950 

The  interests  of  general  and  medical  historians 
came  together  momentously  in  1952  with  the  pub- 
lication of  The  Handbook  of  Texas  by  the  TSHA. 
Compiled  during  the  1940s  under  the  editorial 
guidance  of  Walter  Prescott  Webb  and  H.  Bailey 
Carroll,  the  two-volume  handbook  was  praised  ex- 
tensively. In  1976,  the  TSHA  published  a third  sup- 
plementary volume.  Although  the  entries  in  these 
volumes  are  not  indexed  or  cross-referenced,  they 
constitute  an  invaluable  source  of  information  about 
Texas  and  Texans. 

Under  the  influence  of  Nixon,  medicine  received 
some  coverage  in  this  handbook.  Fig  1 lists  the  bio- 
graphical entries  of  167  physicians.  Fig  2 lists  en- 
tries about  state  hospitals,  clinics,  and  schools.  The 
Texas  Medical  Association  is  the  only  organization 
of  physicians  with  an  entr}’.  There  are  entries  for 
most  of  the  medical  schools,  some  of  the  state  agen- 
cies involved  in  health  care,  and  a few  private  medi- 


2.  Entries  about  state  hospitals,  clinics,  and  schools  in  the 
Handbook  of  Texas. 


Abilene  State  Hospital 

Abilene  State  School 

Austin  State  Hospital 

Austin  State  School 

Austin  State  School  Farm  Colony 

Big  Spring  State  Hospital 

Dallas  State  Hospital 

Dallas  State  Mental  Health  Clinic 

Denton  State  School 

East  Texas  Chest  Hospital 

East  Texas  Tuberculosis  Sanatorium 

Eleemosynary  Institutions 

Fort  Worth  State  Mental  Health  Clinic 

Galveston  State  Psychopathic  Hospital 

Harlingen  State  Chest  Hospital 

Harlingen  State  Mental  Health  Clinic 

Harlingen  State  Tuberculosis  Hospital 

Hospitals.  State 

Houston  State  Psychiatric  Institute  for  Research  and  Training 

Kerrville  State  Hospital 

Kerrville  State  Sanatorium 

Lubbock  State  School 

Lufkin  State  School 

McKnight  State  Sanatorium 

Mexia  State  School 

Moody  State  School  for  Cerebral  Palsied  (ihildren 
Richmond  State  School 

Rio  Grande  State  Center  for  Mental  Health  and  Mental  Retardation 
Rusk  State  Hospital 
San  Angelo  Center 

San  Antonio  State  Adult  Mental  Health  Clinic 

San  Antonio  State  fihest  Hospital 

,San  Antonio  State  Hospital 

Terrell  State  Hospital 

Texas  Blind.  Deaf,  and  Orphan  School 

Texas  Rehabilitation  Center  of  Gonzales  Warm  Springs  Foundation 

Texas  School  for  the  Blind 

Texas  School  for  the  Deaf 

Travis  State  School 

Tuberculosis,  State  Hospitals  for 

Waco  State  Home 

Wichita  Falls  State  Hospital 


cal  institutions.  Nixon  wrote  an  overview  under  the 
heading,  “Medical  History  of  Texas.” 

The  medical  interests  of  general  historians  have 
also  been  demonstrated  in  the  pages  of  the  journal 
of  the  TSHA,  the  Southwestern  Historical  Quar- 
terly. The  first  scholarly  essay  about  a physician  was 
written  by  Harry  Ransom  and  published  in  1952 
(19).  Other  significant  articles  were  published  in 
1954,  1965,  1976,  and  1978  (20-23). 

Historical  writings  by  physicians  have  continued 
to  appear  since  mid-century.  Some  readers  of  this 
journal  will  recall  the  essays  in  the  centennial  issue 
of  May  1953  and  those  in  the  centennial  annual  ses- 
sion issue  of  March  1 967.  Other  articles,  pamphlets, 
and  books  are  too  numerous  to  mention.  They  will 
be  cited  in  a comprehensive  bibliography  now 
being  compiled  by  Larry  Wygant  of  the  Moody 
Medical  Library  in  Galveston. 

Much  remains  to  be  done,  however.  During  the 
ten  years  between  now  and  1995,  the  sesquicenten- 
nial  year  of  statehood,  Texans  will  participate  in 
many  commemorative  activities  and  write  many 
stories.  For  example,  the  TSHA  will  publish  a new 
six-volume  edition  of  the  Handbook  of  Texas  in 
1995.  This  edition  will  include  approximately 
25,000  entries  prepared  by  more  than  2,000  au- 
thors. Medicine  and  health  care  will  be  represented 
with  biographical,  institutional,  organizational,  and 
topical  entries.  Other  projects  and  opportunities 
will  permit  further  additions  to  the  historical 
wisdom  of  medicine  in  Texas. 

As  was  understood  by  our  19th  century  an- 
cestors, this  wisdom  can  serve  several  purposes. 
History  can  be  a method  for  remembering  and  re- 
experiencing the  lives  and  thoughts  of  our  fore- 
bears, a tool  for  analyzing  persistent  problems  in  tht 
human  condition,  and  a way  of  identifying  and  cele- 
brating those  human  values  that  are  worth  cherish- 
ing. Historical  wisdom  can  inform,  motivate,  inspire 
The  sesquicentennial  era  in  Texas — 1986  through 
1995 — is  heartily  welcomed  as  a time  for  the  pur- 
suit of  such  wisdom. 
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Clinical  abstracts  are  selected  from  current  reviews  in  100 
internationally  recognized  journals  received  by  the  TMA 
Memorial  Libraty  each  month. 


Oral  contraceptives  and  prognosis  in  breast  cancer  in 
women  aged  35  to  50.  Dutzu  H.  Rosner,  MD;Judyann  V.  Joy, 
MS;  and  Warren  W.  Lane,  PhD.  Alan  R.  Liss,  \nc.  Journal  of 
Surgical  Oncology,  vol  30,  1985,  pp  52-59. 

Among  193  breast  cancer  patients  aged  35-50  years,  there  was 
no  appreciable  difference  in  the  extent  of  disease  at  diagnosis 
between  53  oral  contraceptive  (OC)  users  and  140  OC  non- 
users. There  was  no  overall  significant  difference  between 
OC  users  and  non-users  for  either  the  disease-free  interval 
(P  = .81  ),  metastatic  period  (P  = .41  ),  or  survival  (P  = .79), 
either  alone  or  when  adjusted  for  stage  or  family  history.  The 
survival  rate  of  OC  users  of  more  than  tw'o  years  was  similar  to 
the  survival  rate  of  those  of  shorter  duration  ( P = .36 ).  Pa- 
tients who  began  the  use  of  OC  ten  years  or  more  before 
diagnosis  showed  no  statistical  difference  from  those  begin- 
ning more  recently  ( P = .69  ).  Recent  OC  users  within  a year 
of  diagnosis  had  a survival  rate  similar  to  that  of  other  users 
who  stopped  the  pills  at  least  one  year  before  diagnosis  ( P = 
.14 ).  The  authors'  data  suggest  no  adverse  effects  of  OC  use  on 
the  prognosis  of  breast  cancer,  regardless  of  duration  of  use, 
latency  or  recency  period. 


The  uncertain  role  of  the  neutrophil  in  increased  per- 
meability pulmonary  edema.  Frederick  L.  Glauser,  MD,  and 
R.  Paul  Fairman,  MD.  American  College  of  Chest  Physicians, 
Chest,  vol  88,  no  4,  October  1985,  pp  601  -60"'. 

The  intrapulmonic  accumulation  of  neutrophils  is  a relatively 
common  finding  in  certain  animal  models  of  increased  per- 
meability pulmonary  edema  and  in  humans  with  the  adult  res- 
pirator)’ distress  syndrome.  The  release  of  toxic  oxygen 
radicals  from  these  cells  can  result  in  acute  lung  injury. 
Whether  these  cells  mediate  the  increased  permeability  in  all 
models  of  increased  permeability  pulmonaiy  edema  remains 
controversial.  This  review’  will  examine  the  role  of  the  neu- 
trophils in  various  models  of  increased  permeability’  pulmo- 
nan-  edema. 


Diagnosis  and  clinical  management  of  post-stroke  de- 
pression. Robert  G.  Robinson,  MD;John  R.  Lipsey,  MD;  and 
Thomas  R.  Price.  Cliggott  Publishing  Company,  Psycho- 
somatics,  vol  26,  no  10,  October  1985,  pp  769-772, 
775-778. 

Major  or  minor  depression  occurs  in  almost  half  of  relatively 
unselected  acute  stroke  patients  and  continues  for  more  than 
six  months.  The  most  important  determinant  of  its  type  and 
severity  is  lesion  location.  Left  frontal  lesions  produce  major 
depressive  disorder  in  more  than  half  of  the  patients,  and  the 
closer  the  anterior  border  of  the  lesion  is  to  the  frontal  pole, 
the  more  severe  the  depression.  In  contrast,  patients  with  righi 
frontal  lesions  show  an  inappropriately  cheerful  but  apathetic 
state.  Time  elapsed  since  stroke  also  is  an  important  variable 
for  prevalence  of  depression,  and  the  high-risk  period  for  post- 
stroke depression  lasts  for  two  years.  Some  mood  disorders  in 
stroke  patients  may  result  from  injurv’  to  the  norepinephrine- 
containing  neurons  as  they  arborize  throughout  the  cerebral 
cortex,  and  this  may  explain  the  association  with  anterior 
hemisphere  injur)’. 


Scrotal  malignancies:  the  University  of  Iowa  experience 
and  a review  of  the  literature.  Walter  L.  Gerber,  MD.  Profes- 
sional Medical  Services  Company,  Urology,  vol  26,  no  4,  Oc- 
tober 1985,  pp  337-342. 

Cancer  of  the  scrotum  is  of  special  interest,  despite  its  relative 
infrequency,  because  of  its  surprising  virulence  and  also  by 
virtue  of  its  historical  importance.  This  was  the  first  known 
occupational  cancer  and  showed  the  need  for  research  involv- 
ing potential  environmental  carcinogens.  No  one  individual 
has  sufficient  experience  to  randomize  patients  to  different 
methods  of  treatment,  and  the  disease  is  becoming  even  less 
common.  Therefore,  recommendations  are  often  based  on 
compilations  from  the  literature,  many  reports  being  50  to  150i 
years  old.  This  report  reviews  the  clinical  features  of  scrotal 
malignancies  and  the  45-year  experience  with  this  disease  at 
the  University  of  Iowa. 


Current  concepts  in  retrobulbar  anesthesia.  Robert  M. 
FeibeL  MD.  Survey  of  Ophthalmolog)’,  Inc,  Survey  of  Ophthal- 
mology, vol  30,  no  2,  September-October  1985,  pp  102-  1 10. 

Recently  there  have  been  major  advances  in  the  field  of  retro- 
bulbar anesthesia.  New  agents  which  allow  prolonged  anesthe- 
sia and  akinesia  have  been  introduced.  Several  new  techniques 
to  administer  retrobulbar  anesthesia  have  been  developed.  The 
toxicity’  of  local  anesthetics  and  the  complications  arising  from 
such  injections  have  been  studied,  and  ways  to  avoid  and  man- 
age them  have  been  expanded. 
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Stay  tuned . 

Doctors  on  the 


‘ It’s  not  unusual  to  turn  on  the  tele- 
) vision  ami  catch  a glimpse  of  a physi- 
i dan — )iot  only  Trapper  John  and  the 
f medical  staff  of  St  Elsewhere,  hut  real. 

I live  doctors  who  are  passing  along  help- 
t fill  and  healthful  information.  The  use 
I of  television  as  a tool  for  public  health 
I education  is  a trend  evidenced  at  the 
1 state  and  national  levels. 

The  power  of  television  as  a comma- 
^ nication  medium  is  apparent  from  na- 
^ tional  polls  conducted  hy  the  Roper 
{Organization  from  1959  to  I9~'9.  The 
results  showed  that  more  adults,  even 
those  with  college  training,  preferred 
television  to  radio  and  printed  media  as 
a means  of  obtaining  news  and  infor- 
mation. Recognizing  these  facts.  Texas 
Medical  Association  has  used  television 
for  public  service  announcements  about 
good  health  practices,  and  even  ven- 
tured into  the  production  of  a half  -hour 
program,  "Vital  Signs." 

Physicians  who  appear  on  news  or 
talk  shows  open  new  avenues  of  access 
to  the  media  According  to  Joel  Reed. 
\MD,  chairman  of  Texas  Medical  Associa- 
i tion  's  Council  on  Communication,  or- 
\ganizations  like  TMA  are  facing  a 
i barrier  in  convincing  television  stations 
; to  air  public  service  announcements 
(PSAs).  Although  the  stations  previously 
were  required  to  devote  a minimum 
amount  of  time  to  these  messages,  new 
regulations  have  dropped  the  require- 
ment Consequently,  the  stations  have 
more  of  these  PSAs  than  they  are  likely 
to  air. 

This  article  examines  the  issues  that 
surround  "media  doctors"  who  appear 
regularly  on  television  to  discuss  health 
topics.  In  addition  to  Dr  Reed,  James  H. 
"Red"  Duke,  MD,  Houston,  and  Michael 
Ozer,  MD,  San  Antonio,  who  work  in 
l|  television,  discuss  the  topic. 

\ 

His  down-home  accent  and  simple 
manner  of  speaking  belie  the  sig- 
nificance of  Red  Duke’s  purpose. 
Michael  Ozer  pursues  the  same  purpose 
with  a more  polished  personal  style.  Both 
of  these  physicians  are  on  call  for  view- 
jers  who  tune  in  local  television  news 
broadcasts  for  health  advice. 

Dr  Duke’s  syndicated  series  airs  in 
more  than  60  cities  in  27  states.  He  tapes 
brief  programs  on  health  topics  of  gen- 
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eral  interest  from  his  home  base.  The 
Tniversity  of  Texas  Health  Science  Cen- 
ter at  Houston.  Dr  Duke  is  a teacher  and 
surgeon,  and  his  varied  background  in- 
cludes a bachelor  of  divinity  degree  from 
Southwestern  Baptist  Seminan.’. 

As  San  Antonio’s  local  Eyewitne.ss  MD 
on  KTNS-T\',  the  city’s  C^BS  affiliate.  Dr 
Ozer,  a pediatrician,  appears  once  a week 
on  the  station's  6 pm  newscast.  His  seg- 
ments are  broadcast  live.  For  two  years, 
he  was  medical  editor  for  the  Cable 
News  Network  ( CNN ) in  Atlanta.  The 
American  Medical  Association  recog- 
nized his  work  in  television  with  the  Phy- 
sician Speaker  Award  in  1 9~'9. 

Drs  Duke  and  Ozer  are  two  of  many 
Texas  physicians  who  are  taking  to  the 
airw'aves  to  spread  the  gospel  of  good 
health.  They  are  teachers,  and  television 
expands  their  classrooms. 

In  addition  to  furthering  this  altruistic 
purpose,  television  stations  have  a lot  to 
gain  by  featuring  popular  physicians.  On 
the  heels  of  a national  mania  for  good 
health  and  fitness,  this  type  of  program- 
ming boosts  the  stations’  advertising 
sales, 

Greg  Pasztor,  executive  producer  of 
KFNS-TV'  news  in  San  Antonio  adds,  “We 
have  found  that  people  are  interested  in 
health  and  medicine.  It  affects  even  body, 
and  we  feel  an  obligation  to  keep  up 


Dr  Duke  appears  in  a syndicated  program  that  airs 
in  2~’  states. 


• • 

air 


with  w hat  is  going  on  in  the  medical 
community.” 

But,  Dr  Ozer  emphasizes,  “I  do  not 
think  a television  segment  takes  the  place 
of  the  contact  that  one  must  have  with 
their  ow  n doctor.  You  really  can't  explain 
even  thing  on  television  in  great  enough 
detail.” 

Dr  Duke  says,  “I  tn’  to  make  it  clear 
enough  that  patients  can  ask  good  ques- 
tions. But,  I think  it’s  absurd  to  think  that 
people  cannot  deal  with  health  informa- 
tion— anybody  can  understand  anything, 
or  go  out  and  get  the  answ'er,  if  some- 
body presents  them  enough  information, 

I think  I can  teach  calculus  in  a simple 
way.  Calculus  is  really  simple.” 

"Pve  been  a teacher  for  years,”  he  adds. 
"I  learned  teaching  techniques  when  I 
w as  at  Texas  A&M  University.  And,  even 
further  back  than  that,  I got  early  public 
speaking  experience  in  church.  And,  I 
was  in  the  military’.  In  officer  school  they 
really  push  you  in  learning  how  to  teach 
and  prepare  a lecture.  I go  out  of  my  w ay 
to  communicate  clearly  with  patients.  I 
really  work  hard  at  that.” 

Physicians  who  work  successfully  in 
television  also  may  help  the  profession’s 
sagging  public  image,  as  documented  in  a 
recent  survey  by  the  American  Medical 
Association.  On  an  individual  bxsis,  regu- 
lar exposure  on  television  encourages  a 


.\tichaei  Ozer.  .MD.  San  .Antonio,  appears  iveekty  on 
a iocai  news  program.  (Photo  courtesy  o/Express- 
Ncw.s  iibrary  ) 


certain  amount  of  celebrity. 

Dr  Duke  sees  this  factor  as  a disadvan- 
tage. “I  just  don’t  have  that  big  a need  to 
have  that  much  attention  directed  at 
me,”  he  explains.  “1  don’t  really  like  to 
get  out.  It’s  made  me  be  much  more  cir- 
cumspect about  going  anywhere.  It  takes 
time  and  energy  to  interact  with  any- 
body. 1 have  a finite  amount  of  that  time 
and  energy,  and  it’s  my  responsibility  to 
do  what  1 feel  is  best.  And,  going  out  and 
talking  and  performing  ain’t  what  1 want 
to  do.” 

But,  physicians  apparently  have  come  a 
long  way  since  the  days  when  their  ap- 
pearance in  the  media  invariably  roused 
ethical  questions.  Dr  Ozer  recalls  an  inci- 
dent in  which  a local  physician  refused 
to  appear  in  front  of  the  camera.  “His 
back  was  always  to  the  camera.  He  was 
afraid  of  what  his  colleagues  would  say, 
and  he  didn’t  want  to  be  ostracized  from 
his  specialty  society.” 

Joel  Reed,  MD,  Houston,  chairman  of 
TMA’s  Council  on  Communication,  points 
out,  “In  the  past,  physicians  felt  very 
strongly  that  the  ethical  issue  was 
whether  a physician  appearing  in  the  me- 
dia would  attract  patients  for  the  wrong 
reasons.  As  time  has  gone  on,  we  have 
recognized  the  public’s  need  for  informa- 
tion. But,  we  try  to  avoid  publicity  in  re- 
lation to  a specific  patient  because  it  may 
be  harmful  to  the  patient.  The  informa- 
tion should  be  of  broad  public  interest.” 

Asked  whether  his  colleagues  question 
his  motives.  Dr  Ozer  says,  “People  don’t 
openly  do  it,  but  1 can’t  help  but  think 
that  some  people  might  resent  it.  1 am 


sensitive  to  what  my  colleagues  feel 
about  me  and  my  efforts  to  do  this.  I 
would  never  arbitrarily  discredit  some- 
body, or  approach  a topic  in  a way  that 
would  shed  a bad  light  on  medicine.  1 
really  do  try  to  make  organized  medicine 
look  good.” 

Beyond  that.  Dr  Ozer  feels  an  obliga- 
tion to  help  assure  that  the  public  re- 
ceives correct  health  information.  “The 
media  is  such  a powerful  instrument,  and 
people  may  become  misinformed.  You 
have  to  be  careful  with  this  power.  1 
think  doctors  have  to  stand  up  and  try  to 
explain  because  the  people  who  control 
the  media  aren’t  interested  in  health  edu- 
cation. They’re  interested  in  selling  time. 
Anything  that  will  sell  time,  that’s  enter- 
tainment, and  that’s  what  they’re  inter- 
ested in.  I’m  not  saying  that  everything 
that  a television  station  puts  on  is  going 
to  be  irresponsible,  but  they’re  not  in  the 
business  of  health  education.  We  as  phy- 
sicians should  be.” 

Dr  Ozer’s  producer  Greg  Pasztor  sees  a 
definite  advantage  in  having  a physician 
deliver  health  information.  “The  advan- 
tage of  using  Dr  Ozer  is  probably  cred- 
ibility. To  put  it  crudely,  the  information 
comes  straight  from  the  horse’s  mouth.  ” 

Neither  Dr  Duke  nor  Dr  Ozer  has 
clashed  with  television  station  manage- 
ment as  to  what  topics  to  discuss  and 
how  to  present  them.  Dr  Duke,  whose 
programs  are  produced  by  The  Univer- 
sity of  Texas  Health  Science  Center  at 
Houston,  admits,  “I  wouldn’t  be  worth  a 
damn  at  dealing  with  the  management.  1 
generate  the  ideas  and  tell  the  writers 


who  to  talk  to  most  of  the  time.” 

Dr  Ozer  says,  “The  station  managers 
never  tell  me  what  to  do  a segment  on  or 
how  to  approach  a topic.  I decide  all  of 
my  own  topics.  They  give  me  wide  lati- 
tude. I feel  very  fortunate  to  be  working 
at  channel  5 because  it’s  a locally  owned 
station.  They  tend  to  approach  things  ma- 
turely and  responsibly.” 

However,  both  physicians  concede  that 
there  is  potential  for  abuse  of  the  media. 
Dr  Duke  succinctly  observes,  “There’s 
the  potential  for  abuse  of  anything.  Any- 
thing’s possible.” 

“I  think  there  is  a way  that  the  media 
can  be  abused  by  doctors  who  are  at- 
tempting to  get  their  point  across  on 
something  that  they  have  an  investment 
in  or  are  interested  in,  some  procedure 
maybe  that  they  might  be  interested  in 
making  money  off  of,”  Dr  Ozer  says.  “I 
think  that  the  best  way  to  control  it  is 
through  media  awareness  of  the  poten- 
tial, so  that  they  don't  take  in  people  who 
might  be  charlatans.  I think  that  the  ten- 
dency of  media  at  the  station  level  would 
be  to  go  ahead  and  put  something  on  if  it 
seems  newsy  or  interesting.  Organized 
medicine  has  to  have  a spokesperson 
who  is  responsible.  News  stations  should 
use  discretion  about  who  they  put  on. 
But,  because  they  are  in  the  business  of 
entertainment,  it’s  unlikely  that  they  will. 
We  have  to  have  a balancing  point  of 
view  so  that  people  are  not  misguided.” 

DONNA  B.  JONES 

News  Editor,  Texas  Medicine 


James  H Ked  " Duke,  MD,  captured  the  attention  of 
cartoonist  Michael  Fry',  whose  work  appears  in  the 
Houston  Post 
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Make  one  phone  call  to  Trans-Texas  Leasing  and  we  will  deliver  any  make 
anywhere  in  Texas  right  to  your  doorstep.  It's  yours  for  the  asking. 

Call  today  and  we  will  explain  the  tax  advantages,  low  monthly  payments, 
100%  financing,  premium  trade-in  allowances,  and  guaranteed  residual  value 
available  to  you  when  you  lease  a car  from  us. 

We  are  endorsed  by; 
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Association  or  incorporation — a 
choice  for  medical  societies  and 
auxiliaries 

Old  Texas  case  law  suggests  that  a member  of  an  unincorpo- 
rated association  may  be  held  individually  liable  for  tortious 
acts  of  the  association  and  also  may  be  held  responsible  for 
any  of  its  contracts.  Although  this  rarely  occurs,  physicians 
and  their  spouses  who  are  members  of  unincorporated  medi- 
cal societies,  medical  society  auxiliaries,  specialty  societies, 
or  other  similar  associations  or  clubs  may  be  exposing  them- 
selves to  individual  liability  for  associatiott  activities.  Since 
the  Texas  Non-Profit  Corporation  Act  ( 1 ) provides  that  mem- 
bers of  a nonprofit  corporation  will  not  be  personcdly  liable 
for  its  debts,  liabilities,  or  obligations,  it  may  be  advisable 
for  most  entities  to  consider  incor pored  ion,  particularly  in 
light  of  the  ease  of  doing  so. 

This  article  compares  the  leged  cmisequences  of  member- 
ship in  an  unincorporated  association  and  a nonprofit  cor- 
poration and  outlines  the  steps  necessar)'  to  incorporate  an 
organization.  Next  month's  article  will  describe  the  proce- 
dures required  for  an  incorporated  organization  to  apply  for 
exemption  from  state  franchise  tax.  federal  income  tax,  and 
other  taxes. 

Associations 

In  Texas,  an  association  generally  is  a combination  of  individu- 
als and  interests  of  some  kind.  An  association  also  has  been  de- 
fined as  a group  of  persons  acting  together  without  a charter 
according  to  the  methods  and  forms  used  by  corporations  for 
the  achievement  of  a common  purpose.  In  the  absence  of  en- 
abling legislation,  the  law  does  not  regard  a voluntary  un- 
incorporated association  as  a person  or  entity.  When  such 
associations  engage  in  business,  the  members'  liability  to  third 
persons  is  similar  to  the  liability  of  partners,  and  enforceable  in 
the  same  manner  as  partnership  liability  ( 2 ). 

Unless  a statute  specifically  requires  a different  result,  con- 
tracts entered  into  by  an  unincorporated  association  are  re- 
garded as  the  obligations  of  the  individual  members  who 
authorized  or  ratified  them.  Moreover,  each  member  remains 
liable  for  the  whole  debt,  and  his  liability  is  not  limited  to  his 
share  in  the  joint  property  of  the  association’s  members  ( 3 ). 

Likewise,  tbe  members  of  an  unincorporated  association  can 
be  held  individually  liable  for  tortious  acts  of  the  association’s 
agents  or  employees,  when  they  commit  such  acts  within  the 
scope  of  their  authority  (4).  This  liability  is  both  joint  and  sev- 
eral, meaning  that,  should  one  of  two  defendants  be  unable  to 
pay  his  portion  of  the  judgment,  the  other  defendant  would 
pay  the  entire  judgment  unless  his  percentage  of  fault  were 
less  than  the  plaintiffs. 

Texas  law  provides  that  when  a plaintiff  files  a suit  against  an 
association,  the  association’s  name  may  be  used  and  process 
may  be  served  on  the  president,  secretary,  treasurer,  or  general 
agent  of  the  association  ( 5 ).  If  a suit  were  brought  against  an 
association  in  its  own  name,  and  process  were  served  upon  its 


officers  or  general  agent,  a judgment  against  the  association  i 
would  be  binding  on  the  joint  property  of  the  members  of  the  | 
association — that  property  which  the  members  hold  in  com-  , 
mon — but  not  on  the  members’  individual  property.  In  order  | 
to  reach  the  individual  property  of  the  members,  each  must  be ! 
served  in  the  suit  against  the  association.  Even  in  such  circum- 
stances, the  joint  property  of  the  members  would  be  available 
for  execution  of  the  judgment  before  the  members’  individual 
property  was  at  risk. 

However,  these  statutes  do  not  affect  the  right  of  any  person 
to  sue  the  individual  members  of  an  association.  If  a plaintiff 
sues  the  individual  members  of  the  association,  a judgment 
may  be  binding  only  upon  the  individual  property  of  those 
members  who  are  sued  successfully.  A plaintiff  must  sue  all  the 
association’s  members  to  bind  their  joint  property.  Thus,  a pru- 
dent plaintiff  w'ill  sue  the  association  and  serve  as  many  mem- 
bers as  possible  in  order  to  gain  access  to  the  greatest  portion 
of  the  available  assets.  Therefore,  under  Texas  law  a member  ol 
an  unincorporated  association  could  find  his  or  her  individual 
property  subject  to  a judgment  against  the  association  if  the 
association  were  held  liable  in  a suit  involving  tort  or  con- 
tract law. 

A case  that  illustrates  this  point  is  Golden  v Wilder,  wherein 
the  plaintiff  sued  individual  members  of  a luncheon  club  asso- 
ciation, which  had  associated  for  the  purpose  of  building  a 
telephone  line  (4 ).  The  association  employed  Mr  Wilder  as  a 
lineman  to  string  telephone  line.  After  working  approximately 
two  months,  he  sustained  an  injury.  Mr  Wilder  filed  suit  against 
individual  members  of  the  association  and  recovered  S500  as 
damages  for  his  injuty'.  On  appeal,  Mr  Golden,  a member  of  the 
association,  urged  the  court  to  reconsider  his  liability  for  Mr 
Wilder’s  injuries.  The  court  stated  that  as  a member  of  the 
association,  he  was  individually  liable  for  Mr  Wilder’s  injuries 
under  the  rules  governing  the  law  of  principal  and  agent.  The 
court  also  stated  that  all  members  of  the  association  were 
liable  to  the  plaintiff  jointly  and  severally,  and  judgment  could 
be  recovered  against  Mr  Golden  without  suing  other  members 
of  the  association  because  his  liability  was  several. 

Nonprofit  corporations 

In  contrast,  a member  of  a nonprofit  corporation  is  not  person- 
ally responsible  for  the  debts,  liabilities,  or  obligations  of  the 
corporation  unless  the  plaintiff  can  prove  personal  participa- 
tion of  the  member,  ie,  a negligent  act  or  a personal  guarantee. 
(6).  Therefore,  in  most  circumstances,  a judgment  against  a 
nonprofit  corporation  is  paid  with  corporate  assets,  and  the 
members’  individual  property  is  not  touched. 

Although  no  Texas  cases  have  interpreted  the  personal  lia- 
bility of  members  of  a nonprofit  corporation,  the  Mazzola  v 
Yeagin  case  illustrates  the  limited  personal  liability  of  those 
who  are  part  of  a for-profit  corporation  ( 7 ). 

In  Mazzola  v Yeagin,  Natalie  Yeagin  sued  members  of  the 
Mazzola  family  as  individuals  for  damages  resulting  from  se- 
rious burns  and  injuries  she  received  from  an  improperly  ad-  | 
ministered  permanent  wave.  The  Mazzolas  proved  to  the 
appellate  court  that  they  were  incorporated  and  as  such  the 
court  determined  that  the  members  of  the  Mazzola  family 
could  not  be  personally  liable  for  the  negligent  acts  of  the  cor- 
poration because  the  evidence  proved  that  Natalie  Yeagin’s  in- 
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I juries  were  not  caused  by  the  individual  act  of  any  one  of  the 
j Mazzolas. 

j 

1 Procedures  for  incorporation  under  the  Texas  Non-Profit 
I Corporation  Act 

Texas  law  indicates  that  membership  in  a nonprofit  corpora- 
jtion  has  fewer  liability  risks  than  membership  in  an  unincorpo- 
jrated  association.  Of  course,  incorporation  does  require  some 
jlegal  formalities  and  some  minor  expense  in  filing  forms  with 
!the  Secretary'  of  State.  However,  those  formalities  and  expenses 
ire  minimal  when  compared  to  the  potential  financial  lia- 
jSilities  to  which  members  of  unincorporated  associations  may 
pe  exposed. 

i The  following  checklist  will  aid  medical  societies  and  auxili- 
tries  that  wish  to  incorporate.  This  checklist  should  assist  such 
jjrganizations  in  drafting  articles  of  incorporation  and  bylaws, 
jivhich  counsel  should  review.  Such  a review  should  be  less  ex- 
pensive than  a request  to  local  counsel  to  advise  a medical  so- 
dety  or  auxiliary’  on  the  benefits  of  incorporation  and  the 
drafting  of  documents  from  scratch. 

1.  Choose  a name.  You  may  keep  the  name  of  your  organiza- 
'ion  as  it  is  now  known. 

2.  State  your  purposes.  Purposes  as  stated  in  your  organiza- 
lion’s  bylaws  probably  are  acceptable.  The  Non-Profit  Corpora- 
ion  Act  lists  the  following  acceptable  purposes:  charitable, 
oenevolent,  patriotic,  civic,  educational,  scientific,  and  social. 

3 Designate  a person  to  be  the  corporation’s  initial  regis- 
,ered  agent  and  determine  the  address  of  the  registered  office, 
f the  county  medical  society'  has  an  office  and  a staff  person, 
ihe  society  should  designate  that  person  and  office  as  the  regis- 
lered  agent  and  office.  An  auxiliary'  may  wish  to  ask  the  corre- 
ponding  medical  society'  to  allow  use  of  its  registered  office 
ind  agent.  If  these  options  are  not  available,  ask  a member  to 
'e  the  corporation's  agent  and  use  his  or  her  residence  as  the 
jegistered  office.  Changes  in  registered  agents  and  offices 
lecessitate  filing  a form  with  the  Secretary-  of  State,  including  a 
mall  filing  fee. 

4.  Pick  at  least  three  people  to  comprise  the  first  Board  of 
)irectors.  This  board  must  adopt  the  initial  set  of  bylaws  and 
old  office  until  the  first  annual  election  of  directors. 

5.  Select  three  persons  to  serve  as  incorporators.  The  incor- 
lorators  do  not  have  to  be  members  of  the  organization.  The 
nly  requirements  are  that  they  be  over  18  and  that  at  least 
?ivo  of  them  be  citizens  of  Texas. 

j'  6.  Fill  in  the  form  “Articles  of  Incorporation”  as  promul- 
jated  by  the  Texas  Secretary-  of  State  ( Fig  1 ) and  file  the  origi- 
al  plus  one  copy  with  the  Texas  Secretary  of  State  at  PO  Box 
I' 3697,  Austin,  Texas  7871 1,  with  a filing  fee  of  S25. 

7.  Draft  bylaws.  Remember  that: 

I a.  The  membership  holds  the  power  to  alter,  amend,  or  re- 
peal bylaws  unless  the  bylaws  delegate  such  power  to  the 
S oard  of  Directors. 

b.  The  bylaws  may  contain  any  provisions  for  the  regulation 
id  management  of  the  affairs  of  a corporation,  unless  they  are 
^consistent  with  the  law  or  the  articles  of  incorporation. 

c.  The  bylaws  may  state  where  meetings  shall  be  held,  but  if 
place  is  not  stated,  meetings  must  be  held  at  the  corpora- 
on’s  registered  office. 

d.  The  annual  meetings  can  be  held  at  a time  stipulated  in 
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the  bylaws.  If  there  is  more  than  one  meeting  of  members,  an 
annual  meeting  is  not  required,  and  directors  may  be  elected 
at  such  meetings  as  the  bylaws  provide. 

e.  The  notice  of  meetings  must  be  provided  to  members  not 
less  than  ten  days  nor  more  than  50  days  in  advance.  However, 
the  by-laws  may  provide  that  no  notice  of  annual  or  regular 
meetings  is  required. 

t.  Linless  otherw-ise  stipulated  in  the  bylaws,  a quorum  is 
one  tenth  of  the  membership  eligible  to  vote.  A majority-  of  the 
votes  eligible  to  be  cast  when  a quorum  is  present  constitutes 
the  act  of  the  members  unless  the  bylaws  require  a greater 
number. 

/ Form  promulgated  by  secretary  of  state  (mmpropt  corporation  I 
AR  TICLES  OF  INCORPORATION 
ARTICLE  ONE 

The  name  of  the  corporation  i.S: 

ARTICLE  INTO 

me  corporation  is  a nonprofit  corporation 

ARTICLE  THREE 

me  period  of  its  duration  , is  perpetual 

AR  TICLE  FOUR 

ITie  purpose  or  purposes  for  which  the  corporation  is  organized  are; 


ARTKiLE  I l\'E 


me  street  address  of  the  initial  registered  office  of  the  corporation  is 

and  the  name  of  its 


initial  registered  agent  at  such  address  is 


AR  TICLE  SIX 

The  number  of  directors  con.stituting  the  initial  board  of  directors  is 

and  the  names  and  addresses  of  the  persons  who  are  to  serve  as  the  initial 
directors  are: 

Name  Address 


AR  TKT.E  SEVEN 

The  name  and  street  address  of  each  incorporator  is: 

Name  Address 


( signed ) 


Incorporators 

S TATE  OF  TEXAS  ) 

) 

COUN'IY  OF ) 

Before  me.  a notart  public,  on  this  day  personalb  appeared 

and 

known  to  me  to 

be  the  persons  whose  names  are  subscribed  to  the  foregoing  document  and. 
being  by  me  first  duly  sworn,  declared  that  the  statements  therein  contained  are- 
true  and  correct 

(iiven  under  my  hand  and  seal  of  office  this day  of 

AD,  198S 


( Printed  or  stamped  name ) 

( Notarial  Seal ) Notart'  Public,  State  of  Texas 

My  commission  expires: 
19 


70 


g.  The  members  may  vote  by  proxy  unless  the  bylaws  pro- 
vide otherwise. 

h.  The  number  of  directors  can  be  fixed  by  the  bylaws,  but 
cannot  be  fewer  than  three. 

i.  In  the  absence  of  a bylaw  fixing  the  term  of  office,  direc- 
tors shall  serve  one-year  terms. 

j.  Directors  shall  be  elected  or  appointed  in  the  manner  and 
for  the  terms  provided  for  in  the  bylaws. 

k.  A quorum  for  the  board  of  directors  is  a majority  of  the 
directors  or  any  number  not  less  than  three  fixed  as  a quorum 
by  the  bylaws. 

l.  The  act  of  the  majority  of  the  directors  shall  be  the  act  of 
the  board  of  directors  unless  the  act  of  a greater  number  is  re- 
quired by  the  bylaws. 

m.  The  officers’  terms  ( president,  vice  president,  secretary, 
treasurer ) may  not  exceed  three  years.  If  bylaws  are  silent  re- 
garding selection  or  appointment,  then  the  board  of  directors 
shall  elect  or  appoint  officers. 

n.  The  position  of  president  and  secretary  cannot  be  held  by 
the  same  person. 

Conclusion 

It  may  be  advisable  for  unincorporated  medical  societies, 
medical  society  auxiliaries,  specialty  societies,  and  other  asso- 
ciations and  clubs  to  consider  incorporation  under  the  Texas 
Non-Profit  Corporation  Act.  Formalities  and  expenses  of  incor- 
poration are  minimal  when  compared  to  the  potential  financial 
liabilities  to  which  members  of  unincorporated  associations 
may  be  exposed.  Next  month’s  article  explains  how  nonprofit 
corporations  can  apply  for  exemption  from  state  franchise  tax, 
federal  income  tax,  and  other  taxes. 

HELENE  A.  ALT,JD 

TMA  Assistant  General  Counsel 
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equation  equals  the  total  number  of  staff  members  in 
your  professional  practice  or  corporation.  Subtract 
from  that  number  all  but  one  staff  member  — yourself 

What  do  you  get?  Freedom.  Freedom  from  the 
expense  and  bother  of  personnel- related 
administrative  chores. 

Freedom  to  design  a benefits  and  retirement 
package  which  best  fits  your  ou’ti  needs,  without 
the  financial  and  administrative  burden  of  supplying 
like  coverage  for  ever>’  member  of  your  staff. 

Freedom  to  offer  your  staff  “large  coqxiration” 
benefits,  even  if  your  professional  practice  or  company 
is  modest  in  size. 

The  equation  can  work  for  you,  through  the  services 
of  Staff  Leasing,  Inc.  The  concept  is  simple.  Our 
company  hires  your  employees  and  leases  them  back 
to  you.  Your  office  routine  remains  unchanged,  except 
that  Staff  Leasing,  Inc.  handles  all  facets  of  personnel 
administration.  We  assume  responsibility  for  payroll 
and  related  accounting,  make  all  employer  contributions 
to  taxes  and  insurance  on  behalf  of  employees,  and 
manage  the  withholding  and  deposit  of  all  employee 
payroll  deductions. 

Because  a large  number  of  men  and  women  are 
employed  by  Staff  Leasing,  Inc.,  our  company  can 
provide  a package  of  employee  benefits  second  to 
none.  Your  staff  will  enjoy  group  medical  insurance, 
including  maternity  benefits;  group  dental  insurance; 
group  life  insurance;  a sound  retirement  plan; 
professional  liability  insurance;  worker’s  compensation 
insurance;  and  more. 

Staff  leasing  is  also  a recognized  and  approved 
solution  to  the  affiliated  service  group 
problem  presented  by  Internal  Revenue  Code 
Section  4l4(m). 

Staff  Leasing,  Inc.  is  not  an  employment  agency. 

We  simply  make  it  easier  for  you  to  operate  your 
professional  practice  or  corporation  with  existing 
staff.  Or  we  staff  your  office  with  new  employees, 
subject  to  your  approval. 

Freedom.  It’s  writing  one  check  a month  and  letting 
Staff  Leasing,  Inc.  do  the  rest. 

Let  us  work  out  a staff  leasing  plan  for  you.  It 
adds  up  to  a better  way  of  doing  business. 

Texas  office: 

Staff  Leasing,  Inc. 

7557  Rambler  Road, 

Suite  6l0 

Dallas,  Texas  75231 
(214)  696-0808 


Oklahoma  office: 

Staff  Leasing,  Inc. 

P.O.  Box  12373 

Oklahoma  City,  Oklahoma  73157 
(405)  943-3310 
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MALPRACTTCF, 

It  s an  allegation  that  can  happen  to  anyone. 


You  don’t  have  to  stand  alone! 


We  wrote  the  book  on  malpractice  insur- 
pice.  We  started  writing  professional  liability 
insurance  over  10  years  ago,  when  the  other 
insurance  companies  were  looking  for  a way  out. 
Why?  Because  we’re  100%  owned  and 
controlled  by  physicians.  We  know  a physician 
can’t  operate  his  practice  without  malprac- 
tice insurance. 


We  know  a good  insurance  company  must 
insure  all  specialties.  And  we  have  never 
settled  a claim  without  the  physician’s  written 
consent.  We  believe  that  you  shouldn’t  have 
to  stand  alone.  If  you’re  concerned  about  your 
insurance  company’s  commitment  to  you,  give 
us  a call  or  send  us  the  coupon  in  this  ad. 


api 

1301  Capital  Of  Texas  Highway 
Suite  #B-320 
Austin,  Texas  78746 
Texas  800/252-3628,  Arkansas  800/527-1414 


□ Rush  Me  Information  About  the  API  Professional 
Liability  Programs. 

□ Please,  Have  One  Of  Your  API  Team  Professionals 
Contact  Me. 

Name 

Practice  Name 

Address  


City State Zip. 

Phone  Number  ^ ) 

Individual  Practice Group  Practice 
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CA.  Behrens 

Charles  Augustus  Behrens,  MD,  73,  a retired  College  Station 
physician,  died  Sept  17,  1985. 

Born  in  Fayetteville,  Tex,  Dr  Behrens  was  a 1933  graduate  of 
The  University  of  Texas  at  Austin  and  a 1938  graduate  of  The 
University  of  Texas  Medical  Branch  at  Galveston.  After  an 
internship  at  St  Luke’s  Hospital  in  Denver  and  a residency  at  St 
Joseph  Hospital  in  Houston,  he  served  in  the  US  Army  for  five 
years.  He  practiced  in  Houston  from  1946  until  his  move  to 
College  Station  in  1974.  Dr  Behrens  was  staff  physician  at 
Texas  A&M  University'  until  his  retirement  in  1979. 

Surv  ivors  include  his  wife,  Mildred  Behrens,  College  Station; 
sons,  Charles  Byron  Behrens,  Duncanville,  Tex,  and  George 
Garrett  Behrens,  Houston;  daughters,  Alice  Snider,  Greensboro, 
NC;  Elizabeth  Anne  Behrens  Nagle,  Pacific  Grove,  Calif; 
and  Rosemary’  Dorothy  Behrens,  College  Station;  and  seven 
grandchildren. 

G.C.  Kreymer 

George  Carl  Kreymer,  MD,  73,  died  Aug  31,  1985  Dr  Kreymer 
practiced  medicine  in  Dallas  for  45  years  until  his  retirement 
in  1983. 

He  was  born  in  Wylie,  Tex,  and  received  his  medical  degree 
from  The  University'  of  Texas  Medical  Branch  at  Galveston  in 
1936.  In  1938  he  began  a private  practice  of  general  surgery  in 
Dallas.  Dr  Kreymer  was  a member  of  the  staff  of  St  Paul  Medi- 
cal Center  for  40  years. 

Surviving  family  members  include  his  wife,  Frances  Nevitt 
Kreymer,  Dallas;  daughter,  Karol  Kreymer,  Houston;  and  broth- 
ers, Archie  Kreymer,  Tulsa,  Okla;  and  William  Kreymer  and 
Orville  Kreymer,  both  of  Wylie,  Tex. 

A.D.  Major 

Alexander  David  Major,  MD,  68,  a Nocona  family  physician, 
died  Sept  9,  1985,  as  the  result  of  an  accident  at  his  ranch  in 
Nocona. 

Born  in  Madison,  Wis,  Dr  Major  was  a 1935  graduate  of  The 
University  of  Texas  at  Arlington  and  a 1939  graduate  of  Baylor 
College  of  Medicine.  He  was  an  alumnus  member  of  AOA 
Honor  Medical  Society'. 

Dr  Major  served  an  internship  and  residency  at  City  County’ 
Hospital  in  Fort  Worth.  During  World  War  11,  he  served  in  the 
US  Army  in  the  South  Pacific,  earning  the  Bronze  Star  and  at- 
taining the  rank  of  lieutenant  colonel.  In  1947  he  moved  to 
Nocona  to  establish  with  two  brothers  ( the  late  John  W.  Major, 
MD,  and  Robert  A.  Major,  MD ) the  Major  Clinic  and  Hospital. 
For  38  years.  Dr  Major  served  the  Nocona  community'  as  physi- 
cian and  involved  citizen. 

Dr  Major,  a charter  member  of  the  American  Academy  of 
Family  Physicians  and  a diplomate  of  the  American  Board  of 
Family  Physicians,  was  an  active  participant  in  the  Texas  Acad- 
emy of  Family  Physicians  Preceptorship  Program. 

He  is  survived  by  his  wife,  Mabel  Chandler  Major,  Nocona; 
daughters,  Kay  Telle,  Arlington;  Carol  Inouye,  Yakima,  Wash; 
and  Krys  Major,  Bry’an,  Tex;  sons,  D.  Michael  Major,  Dallas; 
James  C.  Major,  MD,  San  Antonio;  John  A.  Major,  Bowie; 
and  Brent  Major,  Snyder,  Tex;  brothers,  R.A.  Major,  MD,  San 
Francisco,  and  M.H.  Major,  Corpus  Christi,  Tex;  and  13 
grandchildren. 


C.C.  Stapp 

Celso  C.  Stapp,  MD,  a longtime  El  Paso  physician,  died  Sept  25, 
1985.  He  was  72. 

Born  in  Brazil,  Dr  Stapp  was  a 1938  graduate  of  Baylor  Col- 
lege of  Medicine.  He  moved  to  El  Paso  after  serving  in  the 
Army  Medical  Corps  during  World  War  II.  Dr  Stapp  assisted  in 
the  reorganization  and  establishment  of  several  hospitals  in  tht 
US,  Panama,  and  Europe  during  his  military  service.  He  retired 
as  a reserve  colonel. 

Dr  Stapp  was  chief  of  staff  when  Providence  Memorial  Hos- 
pital opened  in  El  Paso  in  1952  and  for  25  years  he  served  as 
chairman  of  the  hospital’s  medical  records  committee.  He  was 
a past  president  of  the  Southwest  Medical  Society. 

Dr  Stapp  is  survived  by  his  wife.  Day  (Frances)  Stapp,  El 
Paso;  son,  Carl  Stapp,  Kaufman,  Tex;  daughters,  Margaret  Stapp.j 
Abilene,  Tex;  and  Mary  Louise  Stapp,  Singapore;  brothers, 
Wilfred  Stapp,  San  Antonio;  and  John  Paul  Stapp,  Alamogordo, 
NM;  and  five  grandchildren. 

I 

HJ.  Swepston 

Happy  Jack  Swepston,  MD,  83,  Temple,  died  Sept  15,  1985.  i 
Dr  Swepston  had  lived  in  Rosebud,  Tex,  from  1938  to  1968.  1 

He  was  born  near  Canton  in  Van  Zandt  County,  Texas,  and 
was  a 1930  graduate  of  Baylor  College  of  Medicine  in  Dallas. 
He  practiced  medicine  in  Somerville,  Tex,  before  moving  to 
Rosebud.  Dr  Swepston  was  owner  of  the  Rosebud  Hospital  anc 
Clinic  until  his  retirement  in  1968,  when  he  moved  to  Temple 
Dr  Swepston  was  a 50-year  member  of  the  American  Medi- 
cal Association  and  was  a past  chairman  of  the  Falls  County 
Heart  Association. 

Surv  ivors  include  his  wife,  Cathryn  Swepston,  Temple; 
daughter,  Carola  Herrin,  Houston;  stepson.  Jay  G.  Sanders, 
Dallas;  stepdaughter,  Kathryn  Kerr,  Houston;  brother,  Olie 
Swepston,  DDS,  Dallas;  and  two  grandsons. 

R.R.  Swindell 

Raymon  Ray  Swindell,  MD,  a longtime  Amarillo  resident  and 
honorary  member  of  Texas  Medical  Association,  died  Sept  3, 
1985.  Dr  Swindell,  82,  maintained  a surgical  and  general  prac- 
tice in  Amarillo  for  54  years. 

He  was  born  in  Greenville,  Tex,  and  attended  Baylor  Univer- 
sity in  Waco.  In  1925  he  was  graduated  from  the  University 
of  Tennessee  Medical  School  in  Memphis.  He  remained  in 
Memphis  for  an  internship  at  Memphis  General  Hospital.  He 
moved  to  Amarillo  in  1926. 

Dr  Swindell  served  as  medical  director  for  Western  National 
Life  Insurance  Company  for  28  years  and  on  the  board  of  ^ 
managers  of  Northwest  Texas  Hospital.  He  was  a delegate  to  i 
the  Texas  Medical  Association.  | 

Surv  iving  family  members  include  his  daughter,  Suzanne  ! 
Kimbrough,  Amarillo;  and  son,  John  Swindell,  Lahaina,  Hawaii. 
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IN  MEMORIAM 

RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


C.A.  BEHRENS 
College  Station,  1912-1985 

G.C.  KREYMER 
Dallas.  1912-1985 

A.D.  MAJOR 
Nocona,  1916-1985 


C.C.  STAPP 
El  Paso,  1913-1985 

H.J.  SWEPSTON 
Temple,  1902-1985 

R.R.  SWINDELL 
Amarillo,  1902-1985 


The  Memorial  Library  of  the  Texas  Medical 
Association  stands  as  a permanent  memorial 
to  physicians  who  have  served  their  patients, 
their  profession,  and  the  people  of  Texas. 

The  Friends  of  the  TMA  Memorial  Library 
is  an  organization  dedicated  to  enhancing  the 
Library  collection  through  support  by  individ- 
uals. Funds  for  this  organization  are  raised 
through  membership  recruitment  and  memo- 


rial donations  and  are  added  to  the  Texas  Me- 
morial Medical  Library  Fund. 

Contributions  to  the  Texas  Memorial  Medi- 
cal Library  Fund  provide  a valuable  support 
function  to  the  Memorial  Library  which  offers 
a full  range  of  medical  reference  and  audio- 
visual services  to  TMA  members  through- 
out the  state. 


THE  FRIENDS  OF  THE  TMA  MEMORIAL  LIBRARY  FUND 
1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


\NNUAL  MEMBERSHIP  ENROLLMENT 


wish  to  become  enrolled  as  a Friend. 

H Student  $ 5.00  □ Patron 

1 Sustaining  $15.00  □ Life 

] Subscribing  $25.00 


lAME 


$ 100.00 
$1,000.00 


.DDRESS 

•ITY/STATE/ZIP 


HONOR  AND  MEMORIAL  GIFTS 

□ In  memory  of  □ In  honor  of 

NAME 

OCCASION 

PLEASE  NOTIFY: 
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fAedicine  m ^iteinture 


Medicine  in  Literature  is  a randomly  selected  sample  of 
medical  texts  recently  purchased  by  the  TMA  Memorial  Li- 
brary. In  1985  the  library  will  culd  more  than  600  book  titles 
to  its  56.000-volume  collection  of  books  and  bound  Journals, 
and  regularly  increases  its  holdings  of  motion  pictures, 
audiocassettes,  videocassettes,  and  slide  presentations.  In  ad- 
dition, the  library  subscribes  to  1,045  medical  and  health- 
related  journals.  For  additional  information,  ccdl  the  Memo- 
rial Library’  at  (512)477—6704. 


In  the  TMA  Library 

Abel  EL;  Psychoactive  Drugs  and  Sex.  New  York,  Plenum  Press, 
1985. 

Aronoff  GM  ( ed );  Evaluation  and  Treatment  of  Chronic  Pain. 
Baltimore,  Urban  & Schwarzenberg,  1985. 

Ashworth  B,  Saunders  M:  Management  of  Neurological  Dis- 
orders, ed  2.  Boston,  Buttei^'orths,  1985. 

Bailey  BJ,  Biller  HF:  Surgery  of  the  Larynx.  Philadelphia,  W.B. 
Saunders  Company,  1985. 

Blitzer  A,  Lawson  W,  Friedman  WH;  Surgery  of  the  Paranasal 
Sinuses.  Philadelphia,  W.B.  Saunders  Company,  1985. 

Brenner  BE  ( ed ):  Comprehensive  Management  of  Respiratory 
Emergencies.  Rockville,  Md,  Aspen  Systems  Corporation,  1985. 

Collins  SM,  Skorton  DJ  (eds):  Cardiac  Imaging  and  Image 
Processing.  New  York,  McGraw-Hill  Book  Company,  1986. 

Culp  DA,  Fallon  B,  Loening  SA.  Surgical  Urology,  ed  5.  Chi- 
cago, Year  Book  Medical  Publishers,  Inc,  1985. 

Dobson  RL,  Abele  DC:  The  Practice  of  Dermatology.  Phila- 
delphia, Harper  & Row,  Publishers,  1985. 

Easty  DL,  Smolin  G { eds ):  External  Eye  Disease.  Boston. 
Butterworths,  1985. 

Greenblatt  DJ,  Shader  RL  Pharmacokinetics  in  Clinical  Prac- 
tice. Philadelphia,  W.B.  Saunders  Company,  1985. 

Howland  WS,  Carlon  GC  ( eds ):  Critical  Care  of  the  Cancer 
Patient  Chicago,  Year  Book  Medical  Publishers,  1985. 

Hulka  JF:  Textbook  of  Laparoscopy.  Orlando,  Fla,  Grune  & 
Stratton,  Inc,  1985. 

Hurst  JW  ( ed ):  The  Heart:  Arteries  and  Veins,  ed  6.  New  York, 
McGraw-Hill  Book  Company,  1986. 

Kodner  IJ,  Fry  RD,  RoeJP.  Colon,  Rectal  and  Anal  Surgery. 
Current  Techniques  and  Controversies.  St  Louis,  The  C.V. 

Mosby  Company,  1985. 


MacLeod  SM,  Radde  IC:  Textbook  of  Pediatric  Clinical  Phar- 
macology. Littleton,  Mass,  PSG  Publishing  Company,  Inc,  1985. 

Moody  FG,  Carey  LC,  Jones  RS,  et  al:  Surgical  Treatment  of 
Digestive  Disease.  Chicago,  Year  Book  Medical  Publishers,  Inc, 
1986. 

O’Leary  JP,  Woltering  EA  (eds):  Techniques  for  Surgeons.  New 
York,  John  Wiley  & Sons,  1985. 

Roenigk  HH  Jr,  Maibach  HI  (eds):  Psoriasis.  New  York,  Marcel 
Dekker,  Inc,  1985. 

Spindola-Franco  H,  Fish  BG:  Radiology  of  the  Heart  Cardiac 
Lmaging  in  Infants,  Children,  and  Adults.  New  York,  Springer- 
Verlag,  1985. 

Tietz  NW  (ed):  Textbook  of  Clinical  Chemistry.  Philadelphia, 
W.B.  Saunders  Company,  1986. 

Trowell  H,  Burkitt  D,  Heaton  K (eds);  Dietary  Pibre,  Eibre- 
Depleted  Eoods  and  Disease.  Orlando,  Fla,  Academic  Press, 
1985. 

US  Department  of  Health  and  Human  Services:  Alzheimer’s 
Disease.  Report  of  the  Secretary  ’s  Task  Eorce  on  Alzheimer’s 
Disease.  Washington,  DC,  US  Government  Printing  Office,  1984. 

Wagner  LK,  Lester  RG,  Saldana  LR:  Exposure  of  the  Pregnant  \ 
Patient  to  Diagnostic  Radiations.  A Guide  to  Medical  Man-  j 
agement  Philadelphia,  J.B.  Lippincott  Company,  1985. 

Weiss  L:  Principles  of  Metastasis.  Orlando,  Fla,  Academic  j 
Press,  Inc,  1985. 

Worthington-Roberts  BS,  Vermeersch  J,  Williams  SR:  Nutrition  \ 
in  Pregnancy  and  Lactation.  St  Louis,  Times  Mirror/Mosby, 
1985.  ' : 

Zimberg  S,  Wallace  J,  Blume  SB  ( eds ):  Practical  Approaches  to  ' 
Alcoholism  Psychotherapy,  ed  2.  New  York,  Plenum  Press, 
1985.  : 
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EVERY  18  SECONDS 
AWOMAN  cm  BEATEN 
IN  THIS  COUNTRY. 


Your  local  United  Way  supports  a range 
of  family  service  agencies  that  work 
together  to  solve 
domestic  violence  and 
many  other  social 
problems. 

With  your  help 
we're  also  trying  to  do 
something  about 
teen-age  alcoholism, 
offer  support  services 


for  single  household  families,  provide 
rehabilitation  for  victims  of  crippling 

diseases.  And  more. 

But  we  can’t  do  it 
without  you.  Your  one 
gift  helps  more  people 
inyourcommunitythan 
a ny  other  way  of  givi ng. 

So  give  generously. 
Because  together  we 
can  do  anything. 


THE  WAYTO  STOP  rr 
IS  TO  BECOME  UNITED. 


United  VWby 

THE  ADVERTISING  COUNCIL  Thanks  to  you  it  works  for  all  of  us. 

Volume  82  January  1986 


©1985  UNITED  WAY 


Texas  Physicians’  Directory 


ALLERGY 


CARDIOLOGY 


CORPUS  CHRISTI  ALLERGY  CLINIC 

Saul  Crossman,  MD,  FACA,  FAACIA,  Allergy-Dermatology 
Wallace  A.  Crozier,  MD,  FACA,  Certified  American  Boards  Pediatrics 
and  Allergy,  Diplomate  American  Board  of  Allergy  and  Immunology 
James  A.  Caplin,  MD,  Allergy-Immunology 

2530  Morgan,  Corpus  Christi,  Texas;  882-3487 


DONALD  L.  LEVENE,  MD,  FACC 

Invasive  and  Nuclear  Cardiology 

Diplomate  American  Boards  of  Internal  Medicine,  Cardiology 
Medical  City  Dallas,  7777  Forest  Lane,  #B-241 
Dallas,  Texas  75230;  214  385-3257 


CHARLES  A.  RUSH,  JR,  MD 

Diplomate/American  Board  of  Allergy  & Immunology 
Fellow,  AAA,  ACA,  AACIA 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


JAMES  A.  AYERS,  MD,  FAACIA,  FAAA,  FACA 
Adult  and  Pediatric  Allergy 


3130  S.  Alameda,  Corpus  Christi,  Texas  78404 
512  884-2841;  exchange  512  884-0661 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


John  P.  McGovern,  MD 
DIRECTOR-CONSULTANT 


Theodore  J.  Haywood,  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng,  MD 
Lawrence  G.  Thorne,  MD 
Venugopal  K.  Menon,  MD 
Robert  E.  Smith,  MD 
Gerald  T.  Machinski,  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 
Lyna  Kit  Lee,  MD 
Harlan  W.  Sindell,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinbero  MD,  PhD 
Chinavudh  Wanissorn,  PhD 
Glenna  M.  Kyle,  PhD 


CONSULTANTS 
Evan  M.  Hersh,  MD 
IMMUNOLOGY 

James  A.  Knight,  MD 
PSYCHIATRY 

R.  John  Prevost,  MS 
AIR  POLLUTION 

Reuben  D.  Wende,  PhD 
ANTIGEN  AND  CLINICAL 
LABORATORIES 

John  A.  Thomas,  PhD 
BIOMETRICS 

Warren  E.  Schaller,  HSD 
Charles  F.  Kegley,  PhD 
ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland,  HSD 
HEALTH  EDUCATION 

George  R.  Kerr,  MD 
NUTRITION 


Certified  American  Board  of  Allergy  and  Immunology 
Diplomates  American  Boards  of  Pediatrics  and  Allergy 
6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


ANESTHESIOLOGY 
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EDWARD  A.  TALMAGE,  MD,  PA 
Pain  Management — Epidural  Steroid  Therapy 
Diagnostic  & Therapeutic  Nerve  Blocks 
Surgical  & Obstetrical  Anesthesiology 
Diplomate  American  Board  of  Anesthesiology 

7777  Southwest  Freeway,  Suite  1052,  Houston  77074;  713  988-7558 


CLINICS 


Two  complete  neurological  and  behavioral  medicine  facilities  dedicated 
to  DIAGNOSIS  AND  COMPREHENSIVE  CARE  OF  PATIENTS  WITH 
CHRONIC  RECURRENT  HEADACHES  with  emphasis  on  prophylactic 
treatment. 


HOUSTON  HEADACHE 
CLINIC 

Park  Plaza  Prof.  Bldg. 

1213  Hermann  Dr.  #855 
Houston,  Texas  77004 
713  528-1916 


DALLAS  HEADACHE 

CLINIC 

Douglas  Plaza 

8226  Douglas  Ave.  #325 

Dallas,  Texas  75225 

214  692-7011 


CAT  scan;  EEC;  EMC;  Evoked  Potentials;  Thermography;  Personality, 
Behavioral  and  Psychological  Evaluations.  Multimodality  approach  to 
management  of  headache  including  prophylactic  medications,  bio- 
feedback and  behavioral  therapy. 


NINAN  T.  MATHEW,  MD,  FRCP  (C) 

Neurologist-Director 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  303,  Dallas,  Texas  75230 
214  661-7770 


CARDIOLOGY 
J.  Edward  Rosenthal,  MD 
David  A.  Schwartz,  MD 

GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 
Charles  S.  White,  III,  MD 

ADMINISTRATOR 
Carl  E.  Ikard 


ALLERGY  AND  IMMUNOLOGY 

William  R.  Lumry,  MD 

RHEUMATOLOGY 

Carlos  M.  Kier,  MD 

INTERNAL  MEDICINE 

Joan  P.  Donley,  MD 

Larry  Dossey,  MD 

Tom  L.  Hampton,  MD 

Dayid  A.  Haymes,  MD 

C.  Thomas  Long,  III,  MD 

Jack  F.  Melton,  MD 

Joe  H.  Sample,  Jr.,  MD 

Peter  S.  Stack,  MD 

Rick  T.  Waldo,  MD 


Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


SOUTHWEST  DAY  HOSPITAL 

4801  Woodway,  Suite  195  West,  Houston,  Texas  77056;  713  871-0266 

Partial  Hospitalization  Services 

Day,  night,  weekend 

Full  range  of  Psychotherapy  and  Activity  Services 
Biofeedback  and  Psychological  Testing 

Programs 
General  Psychiatric 
Eating  Disorders 
Chemical  Dependency 

THOMAS  A.  BLOCHER,  MD 

Medical  Director 


TMA  Physician  Placement  Service  TMA  Postgraduate  Courses 


. . . Another  service  of  your  association 


. . . Another  service  of  your  association 


Texas  Medicn 


ROVIDENCE  HOSPITAL  LASER  CENTER 

pproved  for: 
jimonary  & Thoracic 
iiilip  Croyle,  MD— 817  752-9276 
jiilip  Sanger,  MD— 817  753-8827 

*'rology 

irbert  Corwin,  MD — 817  756-5448 
arc  Barrett,  MD— 817  752-1611 

- astroenterology 

it  Carpenter,  MD— 817  753-1020 

evidence  Hospital,  1700  Providence  Drive,  Waco,  Texas  76703; 
7 753-4551 


:OLON  & RECTAL  SURGERY 


t.  WORTH  PROCTOLOGIC  CLINIC,  PA 

olon  and  Rectal  Surgery  and  Colonoscopy 
— ommai  Sehapayak,  MD,  FACS,  FICS 

liplomate  American  Board  of  Colon  and  Rectal  Surgery 

J50  West  Rosedale,  Fort  Worth,  Texas  76104; 

‘17  338-4501  (24  hours) 


)AVID  S.  PITA,  MD 

olon  and  Rectal  Surgery 
[iolonoscopy 

.arnett  Tower,  Baylor  Medical  Plaza,  3600  Gaston  Avenue,  Suite  411,  Dallas, 
lexas  75246;  214  821-4300 

|22  W.  Colorado,  Dallas,  Texas  75208;  214  942-8734 


DERMATOLOGY 

“! 

)AVID  R.  WEAKLEY,  MD,  FACP 

dermatology — Dermatological  Surgery 
including  Dermabrasion,  Chemical  Peeling 
nd  Collagen  Injections 

hedical  City  Dallas,  Suite  214,  7777  Forest  Lane 
i>allas,  Texas  75230;  Phone  214  661-7460 


l/VILLIS  I.  COTTEL,  MD 

I'ractice  Limited  to  Skin  Cancer 

irtohs'  Chemosurgery 

laylor  Medical  Plaza,  3600  Gaston  Avenue 
I'Uite  1154,  Dallas,  Texas  75246;  214  827-5960 

J 

DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

james  Lewis  Pipkin,  MD  Mary  )o  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

|l08  Tendick,  San  Antonio,  Texas  78209;  512  222-8651,  222-2001 

[(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 blocks  to 

iFendick  on  left.  Office  in  middle  of  block.  Note  signs  and  arrows.) 

1 

DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S.  Alkek,  MD 

Hair  Transplantation,  Scalp  Reduction, 

'Dermabrasion,  Chemical  Peel  and  Collagen 

i.Medical  City  Dallas,  7777  Forest  Lane,  Building  B, 

Suite  309,  Dallas,  Texas  75230;  telephone  214  788-0088 

_ 

i 

MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 
p|  Forrest  C.  Brown,  MD 
I Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


ROBERT  P.  FULLER,  MD 

Mohs'  Skin  Cancer  Surgery  and  Cutaneous 
Cosmetic  Surgery 

909  Frostwood,  Suite  330,  Houston,  Texas  77024 
Telephone  713  464-9346 


DIAGNOSTIC  RADIOLOGY 


COMPUTED  TOMOGRAPHY 

Temple  Independent  Scanner 

Stephen  J.  Vancura,  MD 

High  Resolution  In/Out  Patient  CT  (Head  or  Body) 
Including  Tumor  Biopsy,  Interventional  Radiology 
2027  S.  61st  St.,  Suite  116,  Temple,  Texas  76501 
817  774-9994 

Note:  24  hr.  Emergency  Services  Available 


ENDOCRINOLOGY 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld,  MD,  FACP 
Richard  Sachson,  MD,  FACP 
Steven  Dorfman,  MD,  FACP 
Stephen  Aronoff,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

5480  LaSierra  Drive,  Dallas,  Texas  75231;  214  363-5535 


ERIC  A.  ORZECK,  MD,  FACP 

Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


GASTROENTEROLOGY 


CECIL  O.  PATTERSON,  MD,  FACP 

Gastroenterology,  Gastroscopy,  Esophagoscopy 

9000  Harry  Hines  Boulevard,  Dallas,  Texas  75235 
214  358-2545 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD 

F.  Clark  Douglas,  MD 

George  T.  DeVaney,  MD 


GENERAL  SURGERY 


DRS.  VANDERPOOL,  LANE,  WINTER  & BONE 

David  Vanderpool,  MD,  FACS  John  W.  Winter,  MD,  FACS 

B.  Ward  Lane,  MD,  FACS  G.  Edward  Bone,  MD,  FACS 

Diplomates  American  Board  of  Surgery 

General  & Peripheral  Vascular  Surgery 

1008  N.  Washington,  Dallas,  Texas  75204;  214  823-2650 
7777  Forest  Lane,  Suite  204,  Dallas,  Texas  75230;  214  661-7860 


TMA  Practice  Management  Workshops 

. . . Another  service  of  your  association 
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HAND  SURGERY 


L LEE  LANKFORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

DAVID  J.  ZEHR,  MD — Microsurgery 
ARNOLD  V.  DiBELLA,  MD 

Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 

ROBERT  E.  BUNATA,  MD,  PA 
B.  J.  WROTEN,MD 

Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane,  Suite  606,  Dallas,  Texas  75231;  214  368-3776 


DOCTORS  SMITH,  WHEELER  AND  PARKER,  PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 
Dayid  Allen  Cech,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 

DALLAS  NEUROSURGICAL  ASSOCIATION 
Neurological  Surgery  and  Microneurosurgery 

Charles  W.  Simpson,  MD  Richard  H.  Jackson,  MD 

Morris  Sanders,  MD  Casey  E.  Patterson,  MD  (Retired) 

W.  Robert  Hudgins,  MD 


5959  Harry  Hines  Blyd.,  St.  Paul  Professional  Bldg.,  Suite  620, 
Dallas,  Texas  75235;  214  637-0420 


8210  Walnut  Hill  Lane,  Presbyterian  Professional  Bldg.,  Suite  905; 
Dallas,  Texas  75231;  214  369-7596 


JACK  E.  McCALLUM,  MD,  PA 
PHILIP  C.  BECHTEL,  MD,  PA 
WARREN  D.  WILSON,  MD,  PA 


KENNETH  D.  GLASS,  MD,  FACS 
Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 

ADRIAN  E.  FLATT,  MD,  FRCS 

Chief,  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Caston  Avenue, 

Dallas,  Texas  75246;  Office  214  823-9440 


Diplomates  of  the  American  Board  of  Neurological  Surgery 
1522  Cooper,  Fort  Worth,  Texas  76104;  817  336-1300 

EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Computerized  Tomography 

John  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  MD,  Neurology  and  Electroencephalography 


ROBERT  A.  ERSEK,  MD 

Diplomate  of  American  Board  of  Plastic  Surgery 

Surgery  of  the  Hand 

30th  & Red  River,  Austin,  Texas  78704 
24  HR#  512  474-HAND 


Murchison  Medical  Bldg.,  Suite  307 
1810  Murchison  Drive,  El  Paso,  Texas  79902 
Telephone  915  532-8901 


NUCLEAR  MEDICINE 


WILLIAM  j.  VAN  WYK,  MD,  PA 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 


Surgery  of  the  Hand 

803  West  Terrell,  Fort  Worth,  Texas  76104 
Telephone  817  877-3113 
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ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Phillip  E.  Hansen,  MD 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3800  Caston  Ave.,  Suite  303,  Dallas,  Texas  75246; 
214  823-7090 

Medical  City  Dallas  II,  7777  Eorest  Lane,  Suite  B116,  Dallas,  Texas 
75230;  214  661-7010 


Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 


Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology.  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen,  Jr.,  MD,  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


NEUROLOGICAL  SURGERY 


DRS.  LONG,  SCOTT  & COON 
NEUROSURGERY  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 
R.  Cordon  Long,  MD,  EACS 
Bennie  B.  Scott,  MD,  EACS 
John  V.  Coon,  MD,  EACS 

Dinlomates  American  Board  of  Neurological  Surgery 

Baylor  Medical  Plaza,  605  Barnett  Tower,  3600  Gaston  Avenue, 

Dallas,  Texas  75246;  Telephone  214  826-7060 


HERBERT  C.  ALLEN,  MD,  FACNM 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 

TMA  Action  monthly  newsletter 

. . . Another  service  of  your  association 


Texas  Medicii 


ONCOLOGY 


HEMATOLOGY-ONCOLOGY  ASSOCIATES  OF 
HOUSTON,  PA 

,Cary  B.  Fleishman,  MD 
jloel  W.  Abramowitz,  MD,  PhD 

Diplomates  of  the  American  Boards  of  Internal  Medicine  & Medical  Oncology 
iDiplomate  of  the  American  Board  of  Hematology  ()WA) 

909  Frostwood,  Suite  120,  Houston,  TX  77024;  713  467-1630 
16565  DeMoss,  Suite  211,  Houston,  TX  77074;  713  270-1188 


OPHTHALMOLOGY 


ITEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Dwain  C.  Fuller,  MD 

William  B.  Snyder,  MD  Cary  Edd  Fish,  MD 

William  L.  Hutton,  MD  Rand  Spencer,  MD 

iDiseases  and  Surgery  of  the  Retina  and  Vitreous 

[5421  LaSierra,  Dallas,  Texas  75231;  214  692-6941 
13600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


EYE  ASSOCIATES 

piseases  and  Surgery  of  the  Eye 

iCharles  A.  Sargent,  MD 
,Alan  C.  Baum,  MD 
!R.  Edwin  Pitts,  MD 
William  Decker,  MD 

1^7777  Southwest  Freeway,  St.  916,  Houston,  Texas  77074;  713  777-7145 

I STUART  A.  TERRY,  MD 

Sub-Specialty  Glaucoma 

I 

iM&S  Tower,  Sutie  401,  730  N.  Main, 
jSan  Antonio,  Texas  78205;  512  226-5191 


SOUTHWEST  RETINA  CONSULTANTS,  PA 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 
Roy  A.  Levit,  MD 
Clifford  M.  Ratner,  MD 

Sierra  Towers,  Suite  3800,  1700  Curie, 

El  Paso,  Texas  79902;  915  532-3912 


BRIAN  B.  BERGER,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Park  St.  David  Professional  Building,  Suite  106, 

800  East  30th  Street,  Austin  78705;  512  479-8101  day  or  night 


JUDSON  P.  SMITH,  MD 

Diplomate/American  Board  of  Ophthalmology 

General  Ophthalmology  and  Ophthalmic  Surgery 
of  the  Anterior  Segment 

1350  South  Main,  Suite  3100,  Fort  Worth,  Texas  76104;  817  338-4081 


OPHTHALMOLOGY  ASSOCIATES 

JOE  L.  BUSSEY,  MD — Cataract  and  Lens  Implant  Surgery 
RUFUS  A.  ROBERTS,  MD — Diseases  and  Surgery  of  the  Retina 
Cataract  and  Lens  Implant  Surgery 

THOMAS  H.  SMITH,  MD — Ophthalmic  Plastic  and  Reconstructive  Surgery 
DAN  E.  BRUHL,  MD — Cataract  and  Lens  Implant  Surgery 
JOHN  W.  ZERDECKI,  MD — Cataract  and  Lens  Implant  Surgery 
Refractive  Surgery 

DORIS  E.  JENSEN,  MD — Medical  Ophthalmology 

DAVID  HENDRICKS,  MD — Medical  and  Surgical  Ophthalmology 

JAMES  A.  SAVAGE,  MD — Glaucoma  Consultation  and  Surgery 

308  S.  Henderson,  Fort  Worth,  Texas  76104 
817  355-5435,  appointments  817  335-6070 
se  habla  espanol 

JOHN  E.  BISHOP,  MD 

Sub-Specialty  Pediatric  Ophthalmology 
and  Adult  Strabismus 

3301  South  Alameda,  Suite  505 
Corpus  Christi,  Texas  78411;  512  857-6600 


, LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
'^Diseases  and  Surgery  of  the  Eye 
I22OI  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 

i 

EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

'1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 

RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 
Van  W.  Teeters,  MD 

limited  to  Retina  and  Vitreous 

6436  Fannin,  Houston,  Texas  77030;  713  797-1531 


HOUSTON  EYE  ASSOCIATES 

Charles  E.  Russo,  MD,  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins,  MD,  FACS 
Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 
Paul  C.  Salmonsen,  MD,  FACS 
Richard  L.  Kimbrough,  MD,  FACS 
Jeffrey  B.  Arnoult,  MD 
Louise  Cooley  Kaldis,  MD 
William  H.  Quayle,  MD 
Sylvan  Brandon,  MD,  FACS,  FICS 

Richard  S.  Ruiz,  MD,  FACS 
Charles  A.  Carcia,  MD,  FACS 
Jack  T.  Holladay,  MD,  FACS 
Rosa  A.  Tang,  MD 

Houston  Eye  Associates  Building,  2855  Cramercy,  Houston,  Texas 
77025;  713  668-6828 

South  Pennzoil  Tower,  711  Louisiana,  Houston,  Texas  77002; 

713  224-4433 

Fountain  View  Medical  Plaza,  1622  Fountain  View,  Houston,  Texas 
77057;  713  782-4406 

Hermann  Eye  Center,  1203  Ross  Sterling,  Houston,  Texas  77030; 
713  797-1777 


HAROLD  GRANEK,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

I 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 

I 

iVolunie  82  Jcmuary  1986 


TMA  Physicians  Benevolent  Fund 

. . . Another  service  of  your  association 


ORTHOPEDIC  SURGERY 


G.  S.  GILL,  MD,  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 


L.  Ray  Lawson,  MD  R.  Stephen  Curtis,  MD 

Robert  D.  Vandermeer,  MD  William  A.  Bruck,  MD 

Wynne  M.  Snoots,  MD  W.  Z.  Burkhead,  Jr.,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204;  214  521-2191 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817  335-4316 

Louis  1-  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Caines,  MD 
Steven  J.  Mackey,  MD,  PA 


3601  22nd  Place,  Lubbock,  Texas  79410 
Telephone  806  797-9119 


ORTHOPAEDIC  SURGERY  ASSOCIATES  OF 
SAN  ANTONIO,  PA 

Jesse  C.  DeLee,  MD  John  A.  Evans,  MD 

Diplomates  ABOS  Fellows  AAOS 

Athletic  Medicine,  Reconstructive  and  Traumatic 
Surgery  of  the  Foot,  Knee  and  Hip 

414  Navarro,  Suite  1128,  San  Antonio,  Texas  78205:  512  225-6045 
7711  Louis  Pasteur,  Suite  209,  San  Antonio,  Texas  78229;  512  697-9888 


OTOLARYNGOLOGY 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 
Mervyn  B.  Fouse,  MD 
John  H.  Judd,  Jr,  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

Diplomates  American  Board  of  Orthopedic  Surgery 
1701  Pine  Street,  Abilene,  Texas  79601 


HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz,  MD 
Lee  C.  Detenbeck,  MD 
Thomas  S.  Padgett,  MD 
John  J.  DeBender,  MD 

Twelve  Oaks  Tower,  4126  Southwest  Freeway,  Suite  200, 
Houston.  Texas  77027;  713  622-5100  and 
Parkway  Towers  Professional  Building,  Suite  202, 

150  West  Parker  Road,  Houston,  Texas  77076;  713  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C,  Scholz,  DDS,  MD,  PA 
John  Paul  Theo,  MD,  PA 
Robert  A.  Peinert,  Jr,  MD 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410:  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntiv  C.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E,  Hansen,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


HOUSTON  ORTHOPEDIC  CLINIC 


Joseph  Barnhart,  MD 
H.  Kendall  Hamilton,  MD 

5620  Creenbriar,  Houston,  Texas  77005 
Telephone  713  526-6262 


Drs.  Morton,  Blumenfeld  & Charbonneau,  PA 

ENT,  ENT  Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton,  Jr,  MD,  FACS 

Ronald  J.  Blumenfeld,  MD,  FACS 

Paul  A.  Charbonneau,  MD,  FACS 

Diplomates,  American  Board  of  Otolaryngology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 

9398  Viscount,  1-E,  El  Paso,  Texas  79925;  915  592-8666 


PATHOLOGY 


FORT  WORTH  MEDICAL  LABORATORIES 

Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


j.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES, 
INC. 

J.  S.  Wilkenfeld,  MD 

Diplomate  of  the  American  Board  of  Pathology 
Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008.  Houston,  Texas  77055:  713  468-0738 
Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


AUSTIN  PATHOLOGY  ASSOCIATES 
MEDICAL  PARKWAY  CLINICAL  LABORATORY 

Anatomic  and  Clinical  Pathology,  Electron  Microscopy, 
Cytology  and  Dermatopathology 

Computerized  Results  Reporting  With  Telecommunications  Available 

A.  Q.  Da  Silva,  MD  Paul  A.  LeBourgeois,  MD 

Donald  A.  Parsons,  MD  Phillip  C.  Collins,  MD 

William  J.  Reitmeyer,  MD  David  R.  Ralph,  MD 

RENAL  PATHOLOGY:  Gerald  A.  Beathard,  MD 
Main  Lab:  711  W.  38th  Street— Suite  C-11,  Austin,  Texas  78705 
Maiiin"  Address:  P.O.  Box  9806,  Austin,  Texas  78766-0806 
Telephone:  512  452-2529 

Specimens:  Mail  to  Main  Lab 
Office  Pickup  Service  in  Austin  Area 


ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES  Representing  TMA's  legislative  views 

Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231:  214  369-4361 

Donald  M.  Mauldin,  MD  a • , • . 

6161  Harry  Hines,  Suite  220,  Dallas  75235;  214  630-8646  • • • Another  Service  Of  yOUr  association 


TMA  HealthWise  Series 

. . . Another  service  of  your  association 


Texas  Medicii 


PHYSICAL  MEDICINE  & REHABILITATION 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
i GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

Dayid  E.  Cumper,  Administrator 
I larry  E.  Browne,  MD,  Medical  Director 


ROBERTO  G.  ROLFINI,  MD 

I Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
j San  Antonio,  Texas  78205;  Telephone  512  226-2424 


PLASTIC  SURGERY 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVACE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler,  Texas  75705;  214  593-8296 


JAMES  L MOORE,  MD,  FACS,  PA 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1200  Binz,  Suite  730 

Houston,  Texas  77004;  713  526-6161 


• Thomas  D.  Cronin,  MD,  FACS  Laurence  E.  Wolf,  MD,  FACS 

} Raymond  O.  Brauer,  MD.  FACS  Beniamin  E.  Cohen,  MD,  FACS 

1 Thomas  M.  Biggs,  MD,  FACS  Ernest  D.  Cronin.  MD,  FACS 

I'l  Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

1 7000  Fannin  St.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 

■1 

HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS 
Jonathan  J.  Dora,  MD,  FACS 
1 David  I.  Katrana,  DDS,  MD,  FACS 
I James  B.  Stafford,  IV,  MD 
I David  A.  Lee,  MD 

'Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

j6560  Fannin,  Suite  750,  Houston,  Texas  77030;  713  795-5575 

TORT  WORTH  PLASTIC  SURGERY  CLINIC 

'David  A.  Grant,  MD,  FACS 

I Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

iAesthetic  and  Reconstructive  Plastic  Surgery 

..Raymond  A.  Faires,  MD 

I Diplomate  American  Board  of  Surgery 

Plastic  and  Reconstructive  Surgery 
Hand  and  Micro  Surgery 

,606  Medical  Plaza  Building 
1 800  Eighth  Avenue,  Fort  Worth,  Texas  76104 
|817  335-4752  817  332-9441 

VALENTIN  GRACIA,  MD,  FACS,  FICS 

'Diplomate  American  Board  of  Plastic  Surgery 

[Aesthetic  Surgery — Burns 

'1001  W.  Rosedale,  P.O.  Box  2476,  Fort  Worth,  Texas  76113;  817  336-0446 


PLASTIC  SURGERY  CLINIC  OF  AUSTIN 

Robert  A.  Ersek,  MD 

Diplomate  of  American  Board  of  Plastic  Surgery 

Aesthetics,  Plastic,  Reconstructive, 

Suction  Lipectomy,  and  Hand  Surgery 

30th  & Red  River,  Austin,  Texas  78705 
24  HR#  512  479-6805  & 512  474-HAND 


The  Burn  Care  Associates  has  been  organized  to  provide  care  for  burned 
patients.  Care  for  every  phase  of  burn  trauma  will  be  provided  from 
resuscitation  to  late  rehabilitation. 

john  E.  Carter,  MD  David  Mclnnis,  MD 

Lebaron  W.  Dennis,  MD  Donald  Novick,  MD 

Michael  M.  Duffy,  MD  Millie  Smith,  Coordinator 

Joe  Ford,  MD 

BURN  CARE  ASSOCIATES 

302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 


ROBERT  M.  WRIGHT,  JR,  MD 
VALERIE  WRIGHT,  MD 

Plastic,  Reconstructive,  Hand 
and  Microvascular  Surgery 

1700  Providence  Drive,  Waco,  Texas  76707 
Telephone  817  756-0111 


ROGER  D.  HARMAN,  MD 

Aesthetic,  Plastic  and  Reconstructive  Surgery 
Hand  and  Microsurgery 

747  Eighth  Avenue,  Fort  Worth,  Texas  76104 
817  335-4044 


NEAL  R.  REISMAN,  MD,  PA,  FACS 

Diolomate  American  Board  of  Plastic  Surgery 
Diplomate  American  Board  of  Surgery 

Greenpark  I,  7515  S.  Main,  Suite  500,  Houston,  Texas  77030;  713  795-5353 
West  Houston  Doctors'  Center,  12121  Richmond,  Suite  211,  Houston, 

Texas  77082;  713  558-5353 

Member  American  Society  of  Plastic  Surgeons 
Member  American  Society  Surgery  of  the  Hand 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 
'Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  512  454-7659 

I' 


TMA  Physician  Health  and  Rehabilitation 
Hotline— 512  477-5575 


'JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

I Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229 
, Telephone:  Office  512  696-2390;  Medical  Exchange  512  227-6331 


. . . Another  service  of  your  association 


\Volume  82  January  1986 


PSYCHIATRY 


DALLAS  PSYCHIATRIC  ASSOCIATES 
A PARTNERSHIP 


ROBERT  E.  HAZLEWOOD,  MD 

Psychiatry,  Somatic  Therapies,  Alcoholism  and 
Drug  Abuse,  Individual  & Group  Psychotherapy, 

(Adult  & Adolescent — Hospitalization  & Outpatient) 

Medical  Science  Psychiatric  Center 

711  W.  38th,  Suite  C-4,  Austin,  Texas  78705;  512  458-9286 


CONZALO  A.  AILLON,  MD 

Psychiatry-Bilingual 

3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75211;  214  296-6241 


RICHARD  G.  JAECKLE,  MD 

Psychiatry 

Diplomate,  American  Board  Psychiatry  & Neurology,  Child  Psychiatry 
Diplomate,  American  Board  Psychiatry  & Neurology,  Psychiatry 

Presbyterian  Professional  Building  li,  Suite  404, 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  696-0964 


Inpatient  and  Outpatient  Services  for 
Adolescent  Psychiatry,  Adult  Psychiatry, 

Treatment  of  Alcoholism 

Larrie  W.  Arnold,  MD 
Gary  L.  Etter,  MD 
Bradford  M.  Goff,  MD 
Fred  L.  Griffin,  MD 
R.  Sanford  Kiser,  MD 
Grover  Lawlis,  MD 

Brookhaven  Professional  Plaza,  LBJ  at  Webbs  Chapel 

10  Medical  Parkway,  Suite  304,  Dallas,  Texas  75234 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  2411,  Dallas,  Texas  75230 

Telephone  214  247-1150 


CONSIDINE/BLOCHER,  PA 

Psychiatry,  Chemical  Dependency, 

Individual  Psychotherapy 

(Adults/Adolescents,  Hospitalization,  Day  Hospital  or  Outpatient) 

James  F.  Considine,  MD 
Thomas  A.  Blocher,  MD 

5005  Woodway,  Suite  220,  Houston,  Texas  77056;  713  871-0855 


PULMONARY  DISEASES 


Claude  R.  Nichols,  MD 
William  M.  Pederson,  MD 
Leslie  H.  Secrest,  MD 
Angela  M.  Wood,  MD 
John  M.  Zimburean,  MD 


C.  MARSHALL  BRADSHAW,  MD,  PA 

Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Seryices  for  Child, 

Adolescent  and  Adult  Psychiatry 


Jerry  M.  Lewis,  MD 
Doyle  I.  Carson,  MD 
Keith  H.  Johansen,  MD 
James  K.  Peden,  MD 
Charles  C.  Markward,  MD 
Byron  L.  Howard,  MD 
Roy  H.  Fanoni,  MD 
Mark  P.  Unterberg,  MD 
John  C.  Looney,  MD 
Kathleen  B.  Erdman,  MD 
Don  C.  Payne,  MD 
Mark  J.  Blotcky,  MD 
L.  Dwight  Holden,  MD 


Paul  M.  Hamilton,  MD 
Jerry  M.  Lewis,  III,  MD 
Tom  G.  Campbell,  MD 
Jeffrey  Glass,  MD 
Grover  M.  Lawlis,  MD 
Conway  McDanald,  MD 
Cary  L.  Malone,  MD 
Edgar  P.  Nace,  MD 
Ernest  N.  Brownlee,  MD 
Michael  Madigan,  MD 
Perry  Talkington,  MD 
Joseph  D.  Caspar!,  MD 


4600  Samuell  Blvd.,  Dallas,  Texas  75228 
214  381-7181 


TITUS  HARRIS  CLINIC 


Inpatient  & Outpatient  Services 
(Open  and  Closed  Units) 

Practice  limited  to  Psychiatry 

E.  C.  McDanald,  Jr,  MD — Individual  and  Group  Psychotherapy 
Grace  K.  Jameson,  MD — Child,  Adolescent  and  Family  Psychiatry 
E.  Ahmed  Zein-Eldin,  MD — General  Psychiatry,  Somatic  Therapies 
William  W Bondurant,  III,  MD— General  Psychiatry,  Somatic  Therapies 
A.  O.  Singleton,  III,  MD — General  and  Adolescent  Psychiatry 
J.  B.  Rust,  MD — Substance  Abuse  Program,  Child  Psychiatry 
Constance  Stout,  ACSW — Individual  and  Family  Psychotherapy 
Pam  Peirsol,  ACSW — Individual  and  Family  Psychotherapy 
Ann  Brestrup,  ACSW — Individual  and  Family  Psychotherapy 
Mark  Middlebrooks,  MSW — Individual  and  Family  Psychotherapy 

200  University  Boulevard,  Suite  620,  Galveston,  Texas  77550 
Telephone  409  765-6321 


John  R.  Burk,  MD,  FACP  David  R.  Stoop,  MD,  FACP,  FCCP 

Mitchell  C.  Kuppinger,  MD,  FCCP  W.  Steven  Trombold,  MD,  FCCP 
David  M.  Webb,  MD,  FCCP  David  H.  Plump,  MD,  FCCP 

R.  L.  "Lin"  Cash,  Jr,  MD 

Diplomates  of  American  Board  of  Internal  Medicine 

PULMONARY  CONSULTANTS  OF  TEXAS,  PA 

Physiology,  Diagnosis  Therapy,  Bronchoscopy, 

Pulmonary  Function,  Intensive  Care,  Pulmonary 
Angiography,  Pulmonary  Rehabilitation, 

Sleep  Apnea 
Reactive  Airway  Disease 

1413  Eighth  Avenue,  Suite  A,  Fort  Worth,  Texas  76104;  817  926-0242 

801  Road  to  Six  Flags  West,  Suite  137,  Arlington,  Texas  76012; 

817  461-0201  (Metro) 


RADIOLOGY 


THERAPEUTIC  RADIOLOGY  AT 
MEMORIAL  HOSPITAL 

Radiotherapy  Department 
7600  Beechnut 
Houston,  Texas  77074 

713  776-5622  Day  Phone 

713  776-5170  Night  and  Weekends 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 
External  or  Internal  Irradiation 
Inpatient  and  Outpatient  Services 


RHEUMATOLOGY 


DON  E.  CHEATUM,  MD,  FACP,  FCCP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


TMA  Memorial  Library 

. . . Another  service  of  your  association 


Representing  the  Profession 

. . . Another  service  of  your  association 


Texas  Medici, 


THORACIC  SURGERY 


ALLAN  L.  GRAHAM,  MD,  FACS* 

KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD 

Diplomales  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 
•Also  certificate  of  special  qualification  in  general  vascular  surgery, 
American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

SIS  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
FHOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Ayenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  By  Appointment 


BERNARD  R.  JACK,  MD,  PA,  FACS 

DIplomate  American  Board  of  Surgery  and 
^merican  Board  of  Thoracic  Surgery 

Cardiac,  Vascular  & Thoracic  Surgery 

300  Eighth  Avenue,  Suite  432,  Fort  Worth,  Texas  76104 
317  336-1700 


IIM  S.  GARZA,  MD 

Cardiovascular  and  Thoracic  Surgery 

American  Board  of  General  Surgery 
American  Board  of  Thoracic  Surgery 

Practice  in  The  Methodist  Hospital 

Fexas  Medical  Center,  7707  Fannin,  Suite  280, 

Houston  77054;  713  795-5527 


UROLOGY 


ELGIN  W.  WARE,  JR,  MD 
GEORGE  E.  HURT,  JR,  MD 
L MICHAEL  GOLDSTEIN,  MD 
STEVE  M.  FROST,  MD 
Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


FHE  UROLOGY  CLINIC 

9olphus  E.  Compere,  MD  Ira  N.  Hollander,  MD 

jrant  F.  Begley,  MD  J.  Daniel  Johnson,  MD 

Hugh  Lamensdorf,  MD  A.  E.  Thurman,  MD 

TIplomates  of  American  Board  of  Urology 

3ox  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
117  336-5711 


EUGENE  R.  TODD,  MD,  PA 

piplomate  of  the  American  Board  of  Urology 
jellow  of  the  American  College  of  Surgeons 
■ellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 
1600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Atadlev  Tower,  Suite  755,  Dallas,  Texas  75246 
!14  826-3500 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD,  PA 
Donald  |.  Logan,  MD,  PA 
Donald  L.  McKay,  MD,  PA 
Dhrlstopher  D.  Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

^edical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
'^elephone;  214  233-7765  Answered  24  Hours 


KIRBY  B.  TARRY,  MD,  FACS 

DIplomate,  American  Board  of  Urology 

^dult  and  Pediatric  Urology 

Impotence  with  Prosthesis-Vasovasostomy 

1405  West  Illinois,  Midland,  Texas  79701 
315  687-4553 
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SOUTHWEST  UROLOGY  ASSOCIATES 

Adult  and  Pediatric  Urology 

Ted  Boone,  MD  Wm.  A.  Freeborn,  MD 

Warren  M.  Greene,  MD  H.  Pat  Hezmall,  MD 

lames  T.  Coggins,  MD  Kenneth  I.  Licker,  MD 

Diplomates  of  American  Board  of  Urology 
221  W.  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 
3450  W.  Wheatland  Road,  #60,  Dallas,  Texas  75211 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $32.00  per  column  inch  per  month  and  listings  must 
run  for  a minimum  of  six  months.  A discount  of  5%  is  allowed 
for  six  months'  advance  payment.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Eamar  Blvd.,  Austin,  Texas  78701. 
Deadline  is  the  5th  of  the  month  preceding  publication  month. 


Glaucoma 
You  don’t 
feel 
a thing. 


After  a 
while,  you 
can’t  see 
a thing. 


Right  now  there  are  some  1 million 
unsuspecting  victims.  That's  be- 
cause you  can  be  losing  your  sight 
to  glaucoma  and  not  realize  it. 
Especially  if  you  are  35  years  plus. 
So  be  smart.  Get  your  eyes  tested  at 
least  every  two  years.  For  more  in- 
formation about  this  leading  cause 
of  blindness,  write  the  National 
Society  for  the  Prevention  of 
Blindness,  79  Madison  Avenue. 

New  York,  NY  10016. 

^11^ 

PREVENT  BLINDNESS 


Classified  Advertising 


OPPORTUNITIES  AVAILABLE 


Academic/ Govern  merit 

(0161)  (Exempt)  Public  Health  Physician — $40,620- 
$54,429  annually.  Nature  of  work — This  is  profes- 
sional work  responsible  for  directing  all  activities 
performed  in  the  communicable  control  division  of 
the  Metropolitan  l-Health  Department.  Supervision  is 
exercised  over  the  following  areas;  Tuberculosis 
Nursing  Services,  Tuberculosis  Chest  Clinic,  Venereal 
Disease  Clinic,  Immunization  section  and  general 
administrative  and  logistical  control  of  the  division 
and  supporting  sections  to  include  budgeting,  staff- 
ing and  requisition  of  supplies.  Maintains  opera- 
tional control  of  the  division  and  subordinate 
sections  and  coordinates  immunization  and  epi- 
demiologic problems  with  environmental  health 
and  nursing  divisions.  Acts  as  liaison  between  other 
departments  and  with  the  public  and  private  sector. 
Oversees  and  maintains  anti-rabies  control  measures 
by  working  closely  with  animal  control  facility  and 
Bexar  County  Hospital  services.  Monitors  com- 
municable diseases  in  Bexar  County  and  the  pro- 
curement of  necessary  vaccines  and  biologic 
products  necessary  to  prevent  or  control  such  out- 
breaks. Researches,  develops  and  promulgates 
criteria  for  communicable  disease  control  in  co- 
ordination with  local,  state  and  federal  guidelines. 
Performs  other  tasks  assigned  by  the  director. 
Minimum  qualifications — graduate  with  an  MD  de- 
gree from  a medical  school  of  Grade  A standing 
with  the  American  Medical  Association,  plus  one 
year  of  internship  in  an  approved  hospital  and  one 
year  of  full-time  paid  experience  in  public  health 
preferably  in  a recognized  public  health  agency. 
A license  to  practice  medicine  in  Texas  must  be 
obtained  prior  to  appointment.  To  apply — City  of 
San  Antonio  Personnel  Department,  111  Plaza  De 
Armas,  San  Antonio,  Texas  78205.  An  equal  oppor- 
tunity employer. 

(1079)  (Exempl)  Assistant  Director  of  Health — 

$45,211-$66.784  yearly.  Nature  of  work — Acts  as 
first  assistant  to  the  Health  Department  Director 
acfministering  a county-wide  public  health  program. 
Acts  on  behalf  of  the  director  in  all  phases  of 
activities  involved  in  general  health  maintenance. 
Overall  goal  is  to  maintain  an  effective  community 
health  system.  Duties — The  following  describes 
some  of  the  major  duties  and  responsibilities,  but 
does  not  depict  all  of  the  other  duties  that  may  be 
assigned.  Assists  the  director  in  making  employee 
appointments,  dismissals,  and  any  other  personnel 
changes;  supervises  the  preparation  of  the  budget 
and  monitors  financial  transactions  and  accounting 
activities  of  the  department  for  review  by  the 
director;  supervises  preventive  measures  for  con- 
tagious diseases  of  public  health  concern;  maintains 
understanding  and  cooperation  with  local  organiza- 
tions through  meetings  and  attendance  at  public 
health  related  functions;  gives  medical  and  admin- 
istrative direction  on  special  surveys  regarding 
pertinent  local  health  problems;  plans  and  conducts 
inservice  training  programs  for  personnel.  Preferred 
qualifications — Licensed  to  practice  medicine  in 
Texas  by  the  State  Board  of  Medical  Examiners. 
Tfiree  years  administrative  experience  in  public 
health.  Considerable  knowledge  of  modern  princi- 
ples and  methods  of  business  administration  in 
municipal  government.  To  apply — City  of  San  An- 
tonio Personnel  Department,  lit  Plaza  De  Armas, 
San  Antonio,  Texas  78205.  An  equal  opportunity 
employer. 

Looking  for  a creative  challenge  in  clinical  psy- 
chiatry? Tired  of  urban  crush?  DRG  blues?  Why 
not  a correctional  career?  Texas  Department  of 
Corrections  needs  full-time,  dynamic,  board 
eligible/board  certified  psychiatrists  for  our  renovat- 
ing delivery  system.  Starting  annual  salary  is 
$56,856  with  excellent  benefit  package,  including 
$6,000  annual  housing  allowance  if  not  living  in 
state  housing;  an  additional  $5,000  per  annum  may 
be  added  to  salary  at  the  discretion  of  the  Deputy 
Director  of  Health  Services.  For  information  con- 
tact Health  Services  Division  Personnel,  Texas  De- 
partment of  Corrections,  P.O.  Box  99,  Huntsville, 
Texas  77340;  409  294-2755.  We  know  you'll  like 
the  difference!  Equal  opportunity  employer. 

Psychiatrist  III — Psychiatrist  to  serve  diverse  case- 
load in  several  outpatient  offices.  Prefer  applicant 
with  experience  in  community  mental  health  sys- 
tems and  treatment  of  severely/chronically  mentally 
ill  patients.  Some  child  and  adolescent  experience 
desirable.  Must  have  completed  an  approved  psy- 
chiatric residency,  board  certified  preferred,  may  be 
board  eligible.  Licensed  or  licensable  in  the  state 
of  Texas.  Salary  range  $62,304-$67,304  with  ex- 
cellent fringe  benefits.  For  more  information  contact 
Personnel,  Central  Counties  Center  for  MHMR 
Services,  P.O.  Box  518,  Temple,  Texas  76503;  817 
778-4841.  An  equal  opportunity  employer. 


The  University  of  Texas  Health  Science  Center  at 

San  Antonio,  Department  of  Surgery,  Division  of 
Otorhinolaryngology,  seeks  a full-time  academic 
otolaryngologist  at  the  rank  of  Assistant  Professor. 
Responsibility  includes  both  teaching  and  research 
activities  to  students  and  residents.  Applicants  must 
have  an  MD  degree  with  five  years  postdoctoral 
specialty  training  in  otorhinolaryngology  and  one 
year  experience  in  practice  of  otorhinolaryngology. 
In  addition  to  thorough  knowledge  of  general 
otolaryngology,  applicants  must  have  extensive  train- 
ing in  head  and  neck  surgery  along  with  research 
publications  in  specialty  field.  Beginning  salary  rate 
of  $80,000.  Send  curriculum  vitae  and  three  ref- 
erences to  George  A.  Gates,  MD,  Division  of 
Otorhinolarygology,  The  University  of  Texas  Health 
Science  Center,  7703  Floyd  Curl  Drive.  San  An- 
tonio, Texas  78284.  An  equal  opportunity/affirma- 
tive action  employer. 

The  Texas  Department  of  Health  is  recruiting  a 
Regional  Director  for  Public  Health  Region  2, 
Lubbock.  Must  be  licensed  to  practice  medicine  in 
Texas  by  the  Texas  State  Board  of  Medical  Exami- 
ners. In  addition,  must  have  two  years’  public 
health  experience  and  be  certified  by  appropriate 
American  specialty  board  or  be  board  eligible,  or 
two  years'  public  health  experience  and  a Master's 
in  Public  Health  degree,  or  four  years  of  executive 
experience  in  the  administration  of  a hospital, 
health  facility  or  agency  concerned  with  providing 
health  services  to  the  public.  Compensation  pack- 
age includes  $60,564  per  year,  recruitment  and 
retention  compensation,  and  all  other  state  bene- 
fits. Apply  to  C.  C.  Eaves,  MD,  Associate  Commis- 
sioner, Community  and  Rural  Health,  Texas  Depart- 
ment of  Health,  1100  West  49th,  Austin,  Texas 
78756;  telephone  512  458-7770.  Applications  ac- 
cepted until  5 pm,  February  28,  1986. 

Health  Authority — Serve  as  chief  medical  officer  for 
the  City  of  Beaumont  and  the  Beaumont  City 
Health  Department  and  is  the  physician  who  ad- 
ministers state  and  local  laws  relating  to  public 
health.  Directs  the  medical  and  nursing  clinic 
operation  of  the  city's  health  department,  the  med- 
ical services,  public  health  programs,  and  employee 
health  services  program.  Require  license  to  practice 
medicine  in  Texas  by  the  Texas  State  Board  of 
Medical  Examiners,  certification  by  the  American 
Board  of  Preventive  Medicine,  and  special  training 
in  occupational  medicine  with  previous  experience 
in  public  health  Completion  of  the  Master  of 
Public  Health  degree  and  special  training  in  family 
practice  preferred.  Mail  resume  to  Kelvin  Moulton, 
Director  of  Personnel,  P.O.  Box  3827,  Beaumont, 
Texas  77704.  Equal  opportunity/affirmative  action 
employer. 

General  Physician  It,  Travis  Slate  School.  Thorough 
knowledge  of  the  general  practice  of  medicine. 
Ability  to  work  with  the  mentally  retarded.  Grad- 
uate from  an  accredited  school  of  medicine  and 
licensed  to  practice  as  a physician  in  the  State  of 
Texas.  Excellent  benefit  package.  Salary-  $4,532  per 
month.  Contact  Personnel  Office  at  512  926-2410, 
ext.  331  or  332. 


Emergency  Medicine 

Needed:  Emergency  physicians.  North  Central  Texas 
area,  full  and  part-time.  For  an  application  call 
817  336-8600  or  write  Emergency  Medicine  Con- 
sultants, PA,  1533  Merrimac  Circle,  Suite  202,  Fort 
Worth,  Texas  76107. 

Texas  Emergency  Medicine — Full  and  part-time  posi- 
tions available  in  the  Central  and  South  Texas 
areas.  Excellent  pay.  Primary  considerations  given 
to  applicants  with  two  years'  experience  in  emer- 
gency medicine  or  board  certified  or  board  eligible 
in  emergency  medicine,  family  practice,  internal 
medicine  or  surgery.  Contact  Arthur  Allison,  MD, 
or  Susan  Dill,  Emergency  Physicians  Associates,  604 
Richmond  Avenue,  San  Antonio,  Texas  78215;  512 
222-0746. 

Emergency  medicine  and/or  family  practice  physi- 
cian needed  for  family  practice  and  acute  care 
facility  located  in  attractive,  progressive  city  with 
numerous  cultural,  educational  and  recreational  op- 
portunities. Salary  in  six  figures.  Contact  Midland 
Minor  Emergency  Center,  2310  W.  Ohio,  Midland, 
Texas  79701;  phone  915  686-9708. 

Emergency  Physician — Local  Houston  ER  group 
needs  experienced  ER  physician.  Fee-for-service 
with  guarantee.  Contact  Greater  Houston  Emergency 
Physicians  Associates,  P.O.  Box  7445,  Houston, 
Texas  77248;  713  861-7942. 

Emergency/family  physician  sought  for  ED  with 
adjacent,  actively  growing,  walk-in  clinic.  Young, 
progressive  colleagues;  abundant  local  hunting, 
fishing,  and  water  sports.  Must  be  interested  in 
quality  doctor-patient  relationships.  FFS  with  mini- 


mum guarantee  $100K/vr.,  eventual  full  partnership  i 
Contact  David  Herbert,  MD,  915  949-5111,  Sai 
Angelo. 

Texas:  Full  time  ED  position  available  at  244-bet  < 
hospital.  Recreational  area  north  of  Dallas.  Excellen  i 
compensation  including  malpractice  insurance.  Con 
tact:  Emergency  Consultants,  Inc.,  2240  South  Air- 
port Road,  Room  29,  Traverse  City,  Ml  49684 
1-800-253-1795  or  in  Michigan  1-800-632-3496, 

Texas — North  of  Dallas — Immediate  full-time  am 
part-time  positions  in  hospital  affiliated  famil  i 
practice  clinic.  Hospital  offering  attractive  incentiv  ' 
for  purchase  of  clinic  as  practice.  Beautiful  resor 
area  has  stable  patient  population  with  grea 
growth  potential.  Contact:  Emergency  Consultant! 
Inc.,  2240  South  Airport  Road,  Room  29,  Travers 
City,  Ml  49684;  or  call  1-800-253-1795  or  i 
Michigan  1-800-632-3496. 

Texas:  Dallas-Fort  Worth  & East  Texas.  Full-tim 
positions  available  at  several  hospitals  in  the  Dallas 
Fort  Worth  and  East  Texas  areas,  with  extreme! 
attractive  fee-for-service  compensation  and  hourl 
guarantees.  Compensation  ranges  from  $65,000  t 
$105,000  annually.  Very  desirable  geographic  loca 
tions  include  Tyler,  Longview,  Greenville  an- 
Marshall,  Texas.  Association  with  a strong  physician 
oriented  group  provides  attractive  professional  op 
portunities  for  emergency  physicians.  Positions  ar 
also  available  for  primary  care  physicians  in  clini 
settings.  Contact  Brenda  Lancaster,  Vice  President 
Professional  Services,  EmCare,  Inc.,  3310  Live  Oak 
Suite  400,  Dallas,  Texas  75204,  or  call  toll  fre 
1-800-527-2145. 

Emergency  Medicine  Opportunities — Part-time  an 
full-time  positions  available  in  more  than  40  facili 
ties  throughout  Texas.  Competitive  hourly  income 
flexible  scheduling  without  on-call,  and  occurrenc 
malpractice  coverage.  For  details  respond  in  con 
fidence  to  Spectrum  Emergency  Care,  Inc.,  P.C 
Box  27352,  St.  Louis,  MO  63141;  1-800-325-3982 
314  878-2280. 

Positions  for  Texas  licensed  physicians  in  emergenc 
department  of  Dallas  based  hospital  system.  E> 
perience  in  emergency  medicine  and  trauma  pre 
ferred.  Competitive  compensations  and  paid  mal 
practice.  For  additional  information  call  or  writ 
Nina  Powell,  Physicians  Emergency  Care  Associate: 
1315  Slemmons  Avenue,  Dallas,  Texas  75208;  21 
942-5733. 


Family/General  Practice 

Wanted:  General  Practitioner/Industrial  Medicint 

Position  available  with  12-doctor  multispeciall 
group.  All  benefits  paid  by  the  group,  afternoo 
off,  rotating  call  schedule.  Send  curriculum  vitae  t 
Charles  E.  Allbritton,  Administrator,  Suite  24( 
7777  Forest  Lane,  Dallas,  Texas  75230;  phone  21 
661-7700. 

Wanted:  Family/general  practitioner  to  locate  Ij 
northeast  Texas  area.  Group  setting.  Contact  Paul  F 
Bennett,  300  West  Upshur,  Gladewater,  Texa 
75647;  phone  214  845-2281. 

Solo  practice  for  ambitious  physician  interested  i 
establishing  active  community  based  general  prat 
tice.  Obstetric,  surgical  and  ER  duties  shared  wit 
others  in  community.  Assistance  in  relocating  an 
establishing  practice  available  if  required.  Contar 
Richard  D.  Arnold,  Administrator,  Hemphill  Count 
Hospital,  1020  South  4th,  Canadian,  Texas  7901^ 
806  323-6422  or  323-8873. 

General  surgeon  seeks  associate  in  family  practic 
who  practices  obstetrics.  Requests  bilingual  phys 
clan.  Office  located  in  Grand  Prairie  in  Dallas/Fo 
Worth  metroplex.  Guarantee  available.  Call  Abrr 
ham  Syrquin,  MD  at  214  264-1645,  D/FW  Medici 
Center. 

Wanted:  General  practitioner/industrial  medicini 

Position  available  with  eight-doctor  multispeciall! 
group.  Houston  metropolitan  area.  Salary  first  ye; 
leading  to  percentage  and  then  partnership.  Pleasj 
provide  curriculum  vitae  with  initial  inquiry.  Pleas 
reply  to  Ad-584,  TEXAS  MEDICINE,  1801  Nortj 
Lamar  Blvd.,  Austin,  Texas  78701.  I 

Family  or  General  Practitioner — Unique  opportunif 
Beautiful  new  family  clinic  well  equipped  an 
across  the  street  from  excellent  hospital.  Will  cor 
sider  association  or  leasing  space.  Call  Robert  h 
Silva,  MD  at  214  391-1158,  Dallas,  Texas. 

Family  Practice — Two  areas  of  West  Texas  seekin 
board  certified  familv  practitioners.  Major  metre! 
politan  city  of  more  than  225,000  and  nearby  corr 
munity  of  20,000,  Community  supported  hospita  t 
will  provide  free  office  space,  income  guaranter 
practice-building  support  and  other  benefits.  Yo 

Texas  Median  | 


we  your  own  practice  while  we  lake  the  head- 
} ties  out  ot  slartinR  up.  Contact  Cheryl  Nevirnan, 
irector  ol  Physician  Kecruilment,  Summit  Health 
d.,  1800  Ayenue  of  the  Stars,  Los  Angeles,  Cali- 
(rnia  90067-4214;  213  201-4000. 

I 

1 

)bstetrics/ Gynecology 

Kgressive  OBG  to  practice  medicine  with  four 
Ds  in  clinic  located  in  community  of  approxi- 
H dtelv  4500  about  45  miles  northwest  ot  fort 
^^^'orth.  Office  space  is  available.  Salary:  tirst  year, 
15, 000-550,000  guaranteed;  second  year,  a per- 
•ntage  of  what  you  make.  Clinic  is  serviced  by 
p )Ctor-owned,  44-bed  hospital  which  is  equipped 
ith  CRNA  on  staff,  physical  therapy,  radiology, 
-J,'’  boratorv,  blood  bank,  and  fully  equipped  up-to- 
ite  surgery.  Please  reply  to  Ad-523,  TLXAS  MEDI- 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

ne/two  6E/BC,  OBGs  to  buy  out/lake  over  estab- 
‘shed  young,  expanding  OBG  practice.  (Cross 
'100, 000-$300, 000).  Central  Texas.  Ideally  would 
'I'^liit  two  friends  finishing  their  residency  and  wish- 
to  set  up  practice  together.  Basically,  this  is 
offer  of  a Ifetime.  Contact  early — "time  is  of 
"^l^iie  essence."  Reply  to  Ad-530,  TEXAS  MEDICINE, 
'301  North  Lamar  Blvd.,  Austin,  Texas  78701. 

jistantly  Needed  in  Texas,  OBG — Private  practice, 
)lo  or  associate.  Instantly  needed  in  Panhandle  of 
If' lexas.  Town  population  25,000  draws  50,000,  has 
lltiine  OBG  only.  Plenty  of  Cyn  surgery  and  growing 
umber  of  obstetrical  deliveries.  Adjacent  office  to 
uft  brand  new  hospital.  Write,  call  or  visit  Women's 
'Clinic,  Suite  103,  Colorado  Medical  Building, 
W impa,  Texas  79065;  806  669-6229. 
aft 

IJH 

!’ediatrics 

in' 

ediatrician  or  Pediatric  Subspecialist — Excellent 
pportunity  to  join  well  established  active  practice. 
f'Cpacious  new  office,  laboratory,  x-ray.  Popular  va- 
ation  area,  warm  climate,  lakes,  ocean  beaches, 
iniversity,  good  recreational  facilities.  Population 
if  iso, 000.  Salary  progressing  to  ownership.  Contact 
; idele  Bromiley,  MD,  Brownsville  Pediatric  Associa- 
on,  2335  Central  Blvd.,  Brownsville,  Texas  78520; 
ni2  546-3126  (office),  542-0856  (home). 

Of  I 

C;ediatrician  Wanted — JCAH  accredited  hospital  in 
The  northeast  Texas  area.  Contact  Paul  R.  Bennett, 
00  West  Upshur  Avenue,  Cladewater,  Texas  75647; 
ihone  214  845-2281. 

r 

^ ediatrician-neonatologist  needed  to  work  for  an- 
^■Ither  physician  in  Cladewater,  Texas  to  plan  and 
ni  iarry  out  medical  care  program  for  children  from 
lirth  through  adolescence  to  aid  in  mental  and 
'Physical  growth  and  development.  Examine  patients 
b determine  presence  of  disease  and  to  establish 
'reventative  health  practices.  Ascertain  nature  and 
xtent  of  disease  or  injury,  prescribe  and  admin- 
j.ter  medications  and  immunizations,  and  perform 
ariety  of  medical  duties.  Treat  newborns  with 
eonatology  problems  in  Level  I nursery.  Must  have 
exas  medical  license,  be  board  certified  in  pedi- 
iD  jtrics,  furnish  CV  with  references  and  have  three 
j;  ears'  experience  in  pediatrics.  Salary  $52,000  per 
ear;  40  hours  per  week.  Apply  at  the  Texas  Em- 
, iloyment  Commission,  Longview.  Texas  or  send 
jesume  to  Texas  Employment  Commission,  TEC 
y uilding,  Austin,  Texas  78778,  J.O.  #4274615.  Ad 
liaid  by  an  equal  employment  opportunity  em- 
loyer. 


Dther  Opportunities 

f'ractice  Situations  Available  in  The  Methodist  Hos- 
pital Health  Care  System,  Inc.  affiliated  hospitals 
lor  board  certified/board  eligible  physicians  in 
linesthesiology,  cardiology,  emergency  medicine. 
Infectious  disease,  internal  medicine,  neurosurgery, 
neonatology,  nephrology,  Ob-Cyn,  orthopedic  sur- 
gery, pediatrics,  pediatric  surgery,  psychiatry,  and 
,urgery.  Send  CV  to  6560  Fannin,  #1824,  Houston, 
exas  77030;  713  790-6372. 

I 

(Position  Available  Immediately — Seeking  BC/BE, 
OBG,  HEM/ON,  PS,  general  internist,  endochrinolo- 
feist  to  join  a rapidly  expanding  multispecialty 
hlinic  in  the  sunbelt.  Contact  Leroy  W.  Kilch,  Ad- 
■ninistrator,  Skinner  Clinic,  124  Dallas  Street,  San 
Antonio,  Texas  78205. 

immediate  Opening:  Excellent  opportunity  for  a 
jpecialist  in  FP,  OBG,  IM,  general  surgery  or  in- 
(Justrial  medicine  to  ioin  well  established  and 
lapidly  expanding  family  practice  group  in  San 
Vntonio.  Our  facility  is  fully  equipped  as  a total 
lealth  care  center  with  laboratory,  x-ray,  stress 
esting,  holter  monitoring,  and  pulmonary  function 
esting  already  established.  Plans  are  underway  to 
Imove  to  larger  facility  and  offer  increased  services. 
vVe  offer  competitive  guaranteed  salary,  corporate 
benefits  with  paid  professional  liability,  administra- 
tive and  support  staff,  affiliation  with  large  com- 
munity hospitals,  and  call  sharing  opportunities. 
Requires  well-rounded  abilities  in  both  an  out- 
patient and  hospital  practice.  Board  certificat  on 
or  eligibility  required.  Dedicaton  to  high  quality, 
excellent  patient  empathy  and  communicative  skills 
mandatory.  Leadership  skills  and  entrepreneural 
interest  in  practice  desirable.  Tremendous  growth 
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potential.  Immediate  opening  due  to  building  ex- 
pansion and  broadening  patient  base.  Send  CV, 
references  to  William  Conzaba,  MD,  PA,  The 
Doctor's  Office,  2101  Lockhill-Selma,  Suite  208, 
San  Antonio,  Texas  78213. 

Immediate  opportunities  in  orthopedic  surgery, 

OBG,  and  non-Invasive  cardiology.  Enjoy  practicing 
medicine  in  20-physician  multispecialiy  group. 
Above  average  tirst  year  guarantee  and  relocation 
expenses.  Excellent  benefits.  Send  CV  to  Tammy 
Stripling,  Malone  and  Hogan  Clinic,  1501  W.  Ilth 
Place,  Big  Spring,  Texas  79720. 

Dallas/Fort  Worth  Area.  Denton  County  is  the 
fourth  fastest  growing  county  in  the  US.  Due  to 
this  growth,  we  are  recruiting  physicians  in  all 
specialties  to  meet  the  needs  of  our  growing  prac- 
tice. First  Texas  Medical,  Inc.  is  a growing,  multi- 
specialty  group  practice  operating  hospitals  and 
offices  in  the  Dallas/Fort  Worth  area.  Physicians 
receive  a salary  and  bonus  consideration  with 
liberal  benefits  and  the  opportunity  to  become  an 
associate  of  the  group.  We  have  no  jr/sr  partners 
and  strive  to  provide  an  atmosphere  that  ensures 
the  practice  of  good  medicine.  If  interested  in  the 
opportunities  offered  to  practice  with  this  dynamic 
group  call  214  221-2322  or  send  a CV  to  Margaret 
Bacon,  FTM,  Inc.,  560  W.  Mam  St.,  Suite  201, 
Lewisville,  Texas  75067. 

San  Jacinto  Methodist  Hospital,  Baytown,  Texas. 

General  practitioner,  family  practitioner,  OBG, 
psychiatrist.  Solo  or  group  practice.  Home  of  Exxon, 
U.S.  Steel,  Gulf.  High  income.  Bay  area  near 
Houston.  Outstanding  schools,  colleges.  Contact 
Administrator,  1101  Decker  Drive,  Baytown,  Texas 
77520;  713  422-3405. 

Physicians  Wanted — Progressive  hospital  in  East 
Texas.  Contact  Paul  Bennett,  Administrator,  Clade- 
water Municipal  Hospital,  300  West  Upshur,  Clade- 
water, Texas  75647;  telephone  214  845-2281. 

Expanding  20-physician  multispecialty  group  has 
immediate  opportunities  in  ophthalmology,  allergy 
and  dermatology.  Above  average  first  year  guaran- 
tee and  relocation  expenses.  Excellent  benefits.  Send 
CV  to  Tammy  Stripling,  Malone  and  Hogan  Clinic, 
1501  W.  11th  Place,  Big  Spring,  Texas  79720. 

Good  Move.  We  place  permanent  and  part-time 
physicians  in  appropriate  positions  all  over  Texas. 
Please  send  your  resume  or  CV  to  P.O.  Box  4062, 
Bryan,  Texas  77802. 

Texas  Private  Practices.  DFW,  Houston,  San  Antonio 
and  other  areas  in  many  fields.  Solo,  associate,  and 
group.  Please  send  CV  with  area  preference  to 
W.  Sanford  Smith,  Professional  Practice  Manage- 
ment, Inc.,  900  Rockmead,  Kingwood,  Texas  77339. 

Wanted:  Orthopedic  Surgeon.  Position  available 
with  12-doctor  multispecialty  group  located  in  the 
Medical  City  Dallas  complex  in  North  Dallas.  All 
benefits  paid  for  by  the  group,  afternoon  off, 
rotating  call  schedule.  Send  curriculum  vitae  to 
Charles  E.  Allbritton,  Administrator,  7777  Forest 
Lane,  Suite  240,  Dallas,  Texas  75230;  phone  214 
661-7700. 

Internist — to  associate  with  solo  practitioner  in 

Central  Texas.  200  bed  hospital.  Terms  negotiable. 
Great  environment  for  busy  practice  and  recreation. 
Contact  C.  G.  Stephens,  MD,  915  643-1364. 

Medical  Director  Physical  Medicine — A 600-bed 
acute  care  teaching  hospital  seeks  a full-time 
medical  director  for  its  Physical  Medicine  Depart- 
ment. Good  leadership  skills  and  a team  oriented 
approach  will  be  needed  to  direct  this  department 
which  includes  PT,  OT  and  speech  pathology.  The 
department  has  more  than  3000  physical  therapy 
visits  per  month  between  the  inpatient  facility  and 
the  outpatient  facility  housed  in  an  adjacent  pro- 
fessional building.  Located  in  a large  Texas  metro- 
politan area,  this  opportunity  offers  an  outstanding 
lifestyle  along  with  a comprehensive  salary  and 
benefit  package.  Please  send  resume  to  Ad-579, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701.  Applications  will  be  kept  in  confi- 
dence. 

Physicians — We  have  positions  available  in  family 
practice,  emergency  medicine,  pediatrics,  OBG,  in- 
ternal medicine,  gastroenterology  and  orthopedic 
surgery.  Call  Marilyn  Blaker,  713  789-1550,  MEDEX, 
2401  Fountain  View,  Suite  510,  Houston,  Texas 
77057.  From  outside  Texas  call  1-800-231-7578. 

Are  you  looking  for  a paved  highway  toward 
financial  success — where  you  will  receive  referrals 
from  other  doctors  because  they  are  too  busy  or 
retiring — where  there  is  no  animosity  towards  new 
physicians?  Immediate  openings  for  family  physi- 
cians, OBG,  internists,  pedis,  orthopods,  and 
surgeons  in  smaller  towns  in  Texas.  Contact  Texas 
Doctors  Croup,  702  Colorado,  Suite  102,  Austin, 
Texas  78701;  512  476-7129.  Toll  free  in  Texas 
1-800-331-8472. 

Arizona-based  physician  recruitment  firm  has  posi- 
tions in  Dallas/Ft.  Worth  area,  as  well  as  Central 
and  West  Texas.  Professionals  working  with  profes- 
sionals. Over  13  years  experience.  Call  602  795- 
7474,  or  send  CV  to  Mitchell  & Associates,  Inc., 
2761  N.  Country  Club  Road,  Suite  202,  Tucson,  AZ 
85716. 

Psychiatrist  needed  to  work  for  another  physician 
in  McAllen,  Texas  to  provide  general  psychiatric 


care  to  patients  in  clinic  treating  mental,  emotional 
and  behavioral  disorders.  Examine  patients  to  de- 
termine general  physical  condition  following 
standard  medical  procedures.  Order  laboratory  and 
other  special  diagnostic  tests  and  evaluate  data. 
Determine  nature  and  extent  of  mental  disorders 
and  formulate  treatment  program  for  patients  with 
acute  and  long  term  psychotic  problems  and  sub- 
stance abuse  disorders.  Must  have  Texas  medical 
license  and  furnish  CV  with  references;  must  have 
two  years'  training  in  psychiatry,  and  two  years' 
experience  in  psychiatry  or  two  years'  experience  in 
general  practice.  Salary  $48,000  per  year;  40  hours 
per  week.  Apply  at  the  Texas  Employment  Commis- 
sion, McAllen,  Texas  78778;  j.O.  #4274614.  Ad 
paid  for  by  an  equal  employment  opportunity 
employer. 

Thriving  practice  in  Northeast  Texas  is  seeking 
general  practice/pediatrician  to  lOin  team.  Excellent 
package  with  great  potential.  Please  call  214  935- 
5152  for  more  information,  or  send  CV  to  Ad-585, 
TEXAS  MEDICINE,  1801  North  lamar  Blvd.,  Austin, 
Texas  78701. 

Expanding  Texas  Multispecialty  Group — Dallas/Fort 
Worth  area  requires  BE/BC  physicians  in  urology, 
genera!  surgery,  OBG,  and  orthopedic  surgery. 
Competitive  salary.  Extensive  benefits.  Direct  in- 
quiry and  CV  to  Medical  Director,  Permanente 
Medical  Association  of  Texas,  12720  Hillcrest,  #600, 
Dallas,  Texas  75230. 

Physician  wanted  for  clinic  located  in  northeast 
Houston  suburb.  Minor  emergency/family  practice 
setting.  Salary  negotiable.  Send  resume  to  Doctors 
Administrative  Services,  9810  FM  1960  Bypass,  Suite 
265,  Humble,  Texas  77338,  Attention:  Personnel. 

ENT — Location  currently  available  in  West  Texas. 
Summit  Health  Ltd.  owns  and  operates  acute-care 
hospitals  in  numerous  locations.  We  are  looking  for 
board  certified  otolaryngologists  to  associate  with 
one  of  our  hospitals.  Contact  Cheryl  Newman, 
Director  of  Physician  Recruitment,  Summit  Health 
Ltd.,  1800  Avenue  of  the  Stars,  Los  Angeles,  Cali- 
fornia 90067-4214;  213  201-4000. 

Plastic  Surgery — Develop  and  head  your  own  de- 
partment! Newly  renovated  99-bed  hospital  is 
expanding  services  for  a major  metropolitan  area 
in  West  Texas.  We  will  assist  you  in  establishing 
your  own  private  practice  in  association  with  the 
hospital.  Hospital  will  provid  free  office  space, 
income  guarantee,  practice-building  support  and 
other  benefits.  Contact  Cheryl  Newman,  Director  of 
Physician  Recruitment,  Summit  Health  Ltd.,  1800 
Avenue  of  the  Stars,  Los  Angeles,  California  90067- 
4214;  213  201-4000. 

Urologist — Board  certified  urologist  seeks  same  to 
join  him  In  his  busy  practice.  Newly  renovated, 
99-bed,  acute-care  hospital  in  major  metropolitan 
city  in  West  Texas  will  provide  income  guarantee, 
practice-building  support  and  other  benefits.  Warm 
climate,  low  real  estate  costs  and  no  state  income 
tax.  Contact  Cheryl  Newman,  Director  of  Physician 
Recruitment,  Summit  Health  Ltd.,  1800  Avenue  of 
the  Stars,  Los  Angeles,  California  90067;  213  201- 
4000. 

Internal  Medicine — Board  certified  internist  needed 
to  associate  with  newly  renovated,  99-bed,  acute- 
care  hospital  in  maior  metropolitan  city  in  West 
Texas.  Hospital  provides  free  office  space,  income 
guarantee,  practice-building  support  and  other  bene- 
fits. Warm  climate,  low  real  estate  costs  and  no 
state  income  tax.  Contact  Cheryl  Newsman,  Director 
of  Physician  Recruitment,  Summit  Health  Ltd.,  1800 
Avenue  of  the  Stars,  Los  Angeles,  California  90067; 
213  201-4000. 

MDs  full-time  or  part-time  in  beautiful  East  Texas 
Piney  Woods  for  new  ambulatory  care  center. 
Excellent  salary.  Please  contact  Barbara  at  409  637- 
1800  or  send  CV  to  Lufkin  Immediate  Care  Center, 
P.O.  Box  2325,  Lufkin,  Texas  75901. 


OPPORTUNITIES  SOUGHT 


We  have  physicians  who  are  looking  to  join  solo, 
partnerships,  or  multispecialty  groups  in  the  Texas 
area.  For  more  information  call  Medical  Advisory 
Croup,  Inc.,  214  758-9939. 

Neonalologist:  University  trained  neonatologist  seek- 
ing position.  No  area  preference.  Call  512  630-5387 
and  leave  message. 

Retiring?  Board  certified  FP  with  Texas  license 
wants  nractice — solo/small  group.  Cross  $200K  or 
over.  Congenial,  hardworking.  Can  wait.  Please 
reply  to  Ad-578,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

Opportunity  Wanted — University  trained  allergist, 
ABP/ABAI  eligible,  with  strong  clinical  background, 
wishes  to  relocate  in  Texas.  Available  luly  1986. 
Please  reply  to  Todd  R.  Holman,  MD,  30()  South 
Hawthorne,  Box  191,  Winston-Salem,  NC  27103. 

Anesthesiologist — University  trained,  board  eligible 
anesthesiologist.  Two  years'  practice  experience  in 
Texas.  Available  with  short  notice.  Please  reply  to 
Ad-586.  TEXAS  MEDICINE.  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


General  surgeon  wanting  to  relocate.  Texas  license, 
ABS.  Willing  lo  do  some  general  practice.  Will  con- 
sider HMO,  free-standing  clinic,  or  suitable  ER. 
Available  immediately.  Please  reply  to  Ad-582, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

Locum  Tenens — Available  for  Houston  area  locum 
tenens.  just  out  of  USAF.  Board  certified  American 
Academy  of  Family  Physicians.  Member  Harris 
County  Medical  Society.  Texas  license.  33  years 
old.  CV  available.  Please  reply  to  Ad-580,  TEXAS 
MEDICINE,  1801  North  Lamar  Blyd.,  Austin,  Texas 
78701. 

General  Internist/Family  Practitioner — 38  years  old, 
American  graduate.  Seeking  assumption  or  associa- 
tion with  active,  viable  primary  care  practice. 
Extensive  experience.  Available  February  1986. 
Please  reply  to  Ad-577,  TEXAS  MEDICINE,  1801 
North  Lamar  Blyd.,  Austin,  Texas  78701. 


FOR  SALE  OR  LEASE 


Medical  Equipment 

50%  off  previously  owned  medical  laboratory, 

office,  x-ray,  ultra-sound  equipment  in  excellent 
condition.  We  buy,  sell,  broker  and  repair.  Ap- 
praisals by  Certified  Surgical  Consultants,  Medical 
Equipment  Resale,  Inc.,  24026  Haggerty  Road, 
Farmington,  Michigan  48018;  313  569-4407  anytime. 

Medical  Equipment  For  Sale — X-ray  250  mA/150kV, 
floating  table  top,  bucky.  Excellent  for  chests, 
extremities,  spines,  EKC  Burdick  EK-5A,  Marquette 
3-channel.  Treadmill,  Burdick,  Memory  monitor, 
3-channel.  EKC.  Midmark  power  table,  two  regular 
exam  tables,  Visi-record  patient  record  cabinet. 
Tympanometer,  audiometer.  Lab:  Fibrometer  (pro- 
time), flame  photometer  (lytes),  spectrophotometer 
(new).  Incubator  and  other  items.  612  237-2262 
eyenings. 

For  Sale — Stryker  OR  stretcher,  Ritter/Sybron  Boyie 
with  components.  United  Metal  Fabricators  OR 
table,  18"x48",  Cavitron  OR  ceiling  lights,  Clifton 
OR  stool,  Burdick  EKC  monitor  with  battery  com- 
ponents for  continuous  EKC  monitoring  during 
transportation.  All  of  the  above  items  must  be  seen 
to  be  appreciated.  Prices  are  reasonable  consider- 
ing the  excellent  condition  of  the  equipment.  Call 
512  227-7261  or  write  to  William  H.  Schlattner,  MD, 
John  S.  Knox,  MD,  Oscar  j.  Dominguez,  MD,  1303 
McCullough,  Suite  237,  San  Antonio,  Texas  78212. 

For  Sales — A O flexible  fiber  optic  signoidoscope, 
light  source,  and  colon  model;  Ritter  hydraulic 
examining  table;  fiber  optic  cystoscope.  Half  price, 
joe  A.  Shepperd,  MD,  P.O.  Box  130,  Burnet,  Texas 
78611. 


Office  Space/Property 

ski  Colorado!  Vail  Racquet  Club,  3 BR,  3 BA,  lux 
townhome.  Sleeps  6-8.  Indoor  tennis,  iacuzzi, 
racquetball,  squash.  Well  below  market  rates.  Lee 
or  Patty  Grant,  303  482-6485;  1612  Linden  Lake 
Road,  Ft.  Collins,  CO  80524. 

Medical  Facility  Available — SE  Houston.  Approxi- 
mately 5000  sq.  ft.  with  rent  roll  to  support 
mortgage.  Room  for  one  more  doctor.  Single  story, 
low  maintenance.  Could  be  investment.  Contact 
Business  & Professional  Associates  at  713  771-5011. 
(TMH422) 

Austin- — New  medical  center  on  Capitol  of  Texas 
Highway  (Loop  360)  in  Austin's  rapidly  growing 
northwest  area.  Space  available  for  family  prac- 
titioner and/or  specialist.  Beautiful  new  facility 
offers  unique  features  for  an  enjoyable  practice. 
Located  at  the  hub  of  Austin's  northwest  economic 
growth  corridor,  two  miles  from  Lake  Austin,  and 
just  mjnutes  from  Westlake  Hills,  Northwest  Hills, 
multiple  new  neighborhoods,  and  Lake  Travis, 
512  454-2596,  8010  Shoal  Creek,  Austin,  Texas 
78758. 

Internist/nephrologist  desires  to  share  1800  square 
feet  of  office  space  and  staff  adjoining  local  hos- 
pital. Suburban  Houston  area — x-ray  and  lab 
facilities  in  office.  Terms  negotiable.  Call  713  332- 
7551  for  information. 

Lubbock,  Texas— offices  for  lease.  Prime  medical 
office  space  located  in  Lubbock's  established  medi- 
cal community,  conveniently  located  next  to 
Methodist  Hospital.  These  offices  are  within  a two 
mile  radius  of  St.  Mary's  Hospital  and  Lubbock 
General  Hospital.  Large  and  small  offices  available. 
Call  806  792-1718  for  information. 

For  Lease  Immediately — Medical  Center  South  Con- 
dominium, Suite  302,  4207  James  Casey,  Austin, 
Texas  78745.  Approximately  1234  square  feet, 
finished  out,  ready  to  move  in.  Contact  by  mail 
at  P.O.  Box  1317,  Hope,  Arkansas  71801-1317,  or 
call  collect  501  777-1433,  or  501  777-8337.  Rent  is 
negotiable. 


San  Antonio — General  internist  desires  to  sublease 
ready-to-eo  office  space  with  five  exam  rooms. 
Rap.dly  growing  North  Central  location.  Ideal  for 
allergist,  dermatologist,  or  other  primary  care 
physician.  For  information  call  512  377-3224. 


Practices 

For  Sale — Quality  internal  medicine  practice  for 
sale  in  elite  North  Dallas.  Cross  $300,000  plus. 
Available  immediately.  Asking  $175,000.  P.O.  Box 
670913,  Dallas,  Texas  75367-0913. 

One/two  BE/BC,  OBCs  to  buy  out/take  over 
established  young,  expanding  OBG  practice.  (Cross 
$200,000-5300, 000).  Central  Texas.  Ideally  would 
suit  two  friends  finishing  their  residency  and  wish- 
ing to  set  up  practice  together.  Basically,  this  is 
an  offer  of  a lifetime!  Contact  early — "time  is  of 
the  essence."  Reply  to  Ad-530,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701, 

For  Sale — Solo  Family  Practice — 5%  of  first  year 
income  only,  excellent  opportunity,  no  other  invest- 
ment required.  18  month  renewable  lease,  fully 
furnishd  and  staffed  private  office-by-the-hour.  Con- 
tact D.  Slock,  817  763-0303,  Crosslands  Medical 
Complex,  6420  Southwest  Blvd.,  Fort  Worth,  Texas 
76109. 

General  medical  practice  50  miles  south  of  Dallas. 
Crowing  area.  Doctor  retiring.  No  OB,  little  surgery. 
Opportunity  to  purchase  one  third  of  medical 
building.  Excellent  potential.  Contact  Business  & 
Professional  Associates  at  713  771-5011.  (TMH419) 

General  Internal  Medicine — No  surgery.  North  of 
Dallas.  Doctor  retiring.  Excellent  location  next  to 
hospital.  Shared  expenses  with  other  physicians. 
Contact  Business  & Professional  Associates  at  713 
771-5011.  (TMH418) 

General  practice  for  sale.  Good  location  near  River 
Oaks  in  Houston.  Financing  available.  Call  713 
524-1162. 

Practice  For  Sale — Central  rural  Texas  near  Austin. 
Years  established,  7;  number  of  charts,  2500; 
average  gross,  $205,000;  average  net,  $93,800. 
Terms  negotiable.  Please  reply  to  Ad-581,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

Practice  For  Sale — OBC  practice  in  North  Dallas  at 
teaching  hosoital.  Husband  relocating.  1600  square 
feet.  Newly  decorated  and  equipped  office.  Friendly 
staff.  Crossing  $200,000  per  year  on  V/i.  working 
days.  Terms  available.  Call  214  630-9851. 


BUSINESS  AND  FINANCIAL 
SERVICES 


Physician's  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt, 
courteous  service.  Competitive  fixed  rate,  with  no 
points,  fees  or  charges  of  any  kind.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free 
1-800-241-6905.  Serving  MDs  for  over  ten  years. 


CONTINUING  EDUCATION 


Weekly  Seminars — Most  major  ski  areas.  Club  Med, 
Disney  World,  cruising  aboard  sailboats  in  the 
Virgin  Islands  or  a Mississippi  paddlewheeler. 
Topic:  Medical-Legal  Issues.  Accredited.  Current 
Concept  Seminars,  Inc.  (since  1980),  3301  Johnson 
St.,  Hollywood,  Florida  33021;  1-800-428-6069. 

$175. 

Post  Graduate  Course — "Dermatology  for  Non- 
Dermatologist"  February  1-5,  1986,  at  the  Exelaris 
Hyatt  Regency  Acapulco  Hotel,  Acapulco,  Mexico. 
Contact  Division  of  Dermatology,  P.O.  Box  3135, 
Duke  University  Medical  Center,  Durham,  North 
Carolina  27710;  919  684-2504. 


MISCELLANEOUS 


Abortion  Alternatives!  Licensed  maternity  service 
offers  residential  and  non-residential  program  with 
counseling  and  medical  plan  for  the  expectant 
mother  who  is  planning  adoption  for  her  baby. 
Costs  adjusted  to  ability  to  pay.  MARYWOOD,  510 
West  26th  Street.  Austin,  Texas  78705;  phone  512 
472-9251.  (Formerly  Home  of  the  Holy  Infancy) 

Doctor,  you  can't  beat  the  quality  or  the  price! 
Holter  Monitor  Scanning  Service.  Physician  owned, 
trained  ,and  supervised.  Now  using  UP  Service  for 
faster  turnaround  time.  No  contracts  to  sign.  We 
can  arrange  for  lease/purchase  of  Holter  equip- 
ment. New  Holter  recorders  $1,550.  DCC  Interpre- 
tation, 313  879-8860. 


Practice  Wanted — Wanted  to  buy  general  practice  i 
or  general  practice  with  general  surgery.  Prefer 
small  or  medium  size  community.  Licensed  in 
Texas.  Could  take  over  the  practice  immediately.  I 
Please  reply  to  Ad-583,  TEXAS  MEDICINE,  1801' 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

Classified  Ad  Rates  & Data:  Classified  ad-i 
vertising  sells  for  $30  (US  currency)  per; 
issue  for  50  words  or  less,  payable  in 
advance.  Ad  numbers  can  be  substituted! 
for  formal  addresses  upon  request  at  no 
extra  cost.  Name  and  address  of  ad  num- 
ber listings  cannot  be  given  out  unless' 
specific  permission  to  do  so  has  beenj 
given.  The  advertising  office  will  not  con-i 
tact  ad  number  holders  except  by  mail.i 
Federal  laws  prohibit  references  to  race, i 
color,  religion,  sex,  national  origin,  or  agei 
unless  bona  fide  occupational  qualifica-i 
tions.  Copy  deadline  is  the  5th  of  the: 
month  preceding  publication.  Send  copy, 
to  Advertising  Manager,  TEXAS  MEDICINE,! 
1801  North  Lamar  Blvd.,  Austin,  Texas; 
78701. 


Texas  Medicine'^ 


I 


Family  Practitioners 

Affiliated  Hospital  Systems  (AHS),  a net- 
work of  community-owned  hospitals,  would 
like  to  identify  family  practitioners  wishing  to 
establish  a practice  in  a comfortable,  rural- 
community  setting.  Opportunities  are  available 
in  over  30  hospitals,  ranging  in  size  from  24-150 
beds,  and  in  locations  from  the  Gulf  Coast  to 
the  Texas  Panhandle. 

AHS  is  an  operating  unit  of  the  Hermann 
Hospital  Estate.  AHS  and  Hermann  Hospital  are 
located  in  the  Texas  Medical  Center.  Hermann 
Hospital  serves  as  the  primary  teaching  hospital 
for  the  University  of  Texas  Medical  School  at 
Houston.  These  institutions  are  valuable  techni- 
cal and  clinical  resources  for  all  AHS  member 
hospitals. 

Move  your  career  to  the  location  of  your 
choice  in  a progressive  medical  network.  Direct 
inquiries  to  the  Medical  Staff  Coordinator, 
Affiliated  Hospital  Systems,  1203  Ross  Sterling 
Avenue,  Houston,  Texas  77030.  Or  call  (713) 
797-2010  collect. 


AFFILIATED  HOSPITAL 
SYSTEMS 

1203  Ross  Sterling  Avenue 
Houston,  Texas  77030 


We  are  an  equal  opportunity  employer,  m/f/h. 


PHYSICIANS, 

WE’RE  FLEXIBLE 
ABOUT  EVERYTHING 
EXCEPT 
YOUR  SKILL. 

In  the  Army  Reserve,  we  welcome  just  about 
every  medical  discipline  and  specialty.  Most  im- 
portant, we’re  flexible  about  your  time.  We  have 
several  ways  for  you  to  serve  that  take  in  ac- 
count your  needs  and  schedules. 

There  is  another  flexibility  you  will  especially 
like.  We  offer  the  opportunity  to  explore  other 
phases  of  medicine  and  to  add  some  different 
> knowledge  to  your  practice.  We  think  you’ll 
find  the  experience  rewarding  and  exciting. 

To  see  how  flexible  we  can  be,  call  our  officer 
counselor. 

DALIAS — Captain  Murphy,  AC  214  559-9285 
HOUSTON — Major  Franklin,  AC  713  229-2744 
SAN  ANTONIO — Major  Slcpski,  AC  512  221-5829 

ARMY  RESERVE. 

BE  ALL  YOU  CAN  BE. 


olivne  82  January  1986 
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American  Physicians  Insurance  71 

Ayerst  Laboratories  35-38 

Baylor  College  of  Medicine  8 

Charter  Lane  Hospital  13 

Christian  Financial  Management  24 

Curtis  1000  Information  Systems  4 

Dallas  Medical  & Surgical  Clinic  & Hospital  2nd  Cover 
Diagnostic  Clinic  of  Houston  28 

Hermann  Hospital  87 

Houston  Marriott  Medical  Center  6 

Humana  Hospital — San  Antonio  24 

I.C.  Systems,  Inc.  55 

Kelsey-Seybold  Clinic  3rd  Cover 

Leasing  Resources,  Inc.  94 

Eli  Lilly  & Company  18 

The  Medical  Protective  Company  27 

R-B  Medical  Instruments  Company  7 

Roche  Laboratories  1,  2 

Scott  and  White  Clinic  Back  Cover 

Staff  Leasing  70 

Starlite  Village  Hospital  20 

Texas  Medical  Association 

Annual  Session,  Dallas  1986  29-34 

Memorial  Library  73 

Winter  Conference,  February  1986  21  — 23 

Texas  Medical  Association  Insurance  Program  15 

Texas  Medical  Liability  Trust  20,  25 

Texas  Retina  Associates  8 

Texas  Society  of  Medical  Assistants  39 

Timberlawn  Psychiatric  Hospital  Back  Cover 

Torbett-Hutchings-Smith  Memorial  Hospital  2nd  Cover 
Trans-Texas  Leasing  67 
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The  University  of  Texas  at  Tyler  8 

The  University  of  Texas  Health  Center  at  Tyler  20 

Upjohn  17 
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Publication  of  an  advertisement  in  I'HXAS  MEDICINE  is  not  to 
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TMA 

Texas  Medical  Association 

Heailthwise  Series 


A collection  of  educational  brochures  for  your  patients 


• Your  Health  is  in  Your  Hands 

• Drunken  Driving 

• Love  Sick 

• You  and  Your  Doctor 

• Accidents 

• Health  Fraud 

• Immunizations 

• Aging  in  Good  Health 

• Putting  Together  the  Health  Care  Puzzle 

• Feeling  Good  Means  Being  HealthWise 

• Click — The  Sound  of  Saving  a Life 

• Good  Health — Does  it  Have  to  Cost  A Lot? 


88  Call  or  write  for  free  samples  and  an  order  form: 


Texas  Medical  Association 
Communication  Department 

1801  North  Lannar  Blv'd. 
Austin,  Texas  78701 
512/477-6704  ext.  212 


Texas  Medicine 
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COURSES 


FEBRUARY 
i Aerospace  Medicine 
Feb  10-13,  1986 

INTERNATIONAL  MAN  IN  SPACE  SYMPOSIliM— SPACE 
ADAPTATION:  PHY  SIOLOGIC  ADAPTATIONS  OP  MAN  IN 
SPACE.  Marriott  Hotel  Astrodome,  Houston.  Fee  S50.  Contact 
Carol  Soroka,  Office  of  Continuing  Education,  Ba\  lor  College 
of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713^99-6020 

siAnesthesiology 

ipeb  21-23,  1986 

|!tACO  II:  2ND  TEXAS  ANESTHESLA  CONFERENCE  FOR  OB- 
ijsTETRICS.  Lincoln  Hotel  Post  Oak,  Houston.  Fee  S250;  S150- 
/ jCRNAs.  Categorc’  1,  AMA  Physician's  Recognition  Award,  1"’ 
[hours;  1^  AANA  continuing  education  credits.  Contact  Lila 
Lerner  or  Carol  Soroka,  Office  of  Continuing  Education,  Baylor 
College  of  Medicine,  One  Bavlor  Plaza,  Houston,  TX  ■^"’030 
(713r99-6020 

Feb  28-March  1.  1986 

; REFRESHER  COURSE  IN  ANESTHESIOLOGY'.  Lubbock  Memo- 
rial Civic  Center,  Lubbock,  Tex.  Fee  TBA.  Categor)’  1,  AMA 
(Physician’s  Recognition  Award:  hours  TBA.  Contact  Vicki 
Hollander,  Office  of  Continuing  Medical  Education,  Texas 
Tech  University  Health  Sciences  Center,  Lubbock,  'TX  ■'9-4  30 
(806)743-2929 

Dermatology 

Feb  1-5,  1986 

[DERMATOLOGY'  FOR  NON-DERMA'FOLOGISTS— POST- 
(GILADL'ATE  COURSE.  Exelaris  Hyatt  Regency  Hotel,  Acapulco, 
[Mexico.  Fee  TBA.  Credit  TBA.  Contact  Division  of  Derma- 
ttolog\,  Duke  University’  Medical  Center,  PO  Box  3135,  Dur- 
!ham,  ’NC  27'’10  (919)684-2504 
i 

iFeb  21-22,  1986 

5TH  ANNUAL  SOUTH  CENTRAL  TEXAS  DERMATOPATHOL 
OGY  COURSE  AND  ROBERT  FREEMAN  HONORARY  DER- 
YUTOPATHOLOGY  LEC'TLIRE  SERIES.  The  Universin  of  Texas 
Health  Science  Center.  San  Antonio.  Tex.  Fee  S 1 50.  Category  1 , 
AMA  Physician’s  Recognition  Award;  1 2 hours.  Contact  Con- 
tinuing Education  Services,  UTHSC,  "'703  Floyd  Curl  Dr,  San 
Antonio,  'TX  ^8284  ( 5 1 2 )69 1 -6295 

( 

i General  Medicine 

i 

[Feb  12-14.  1986 

lO'I  H ANNUAL  ALCOIlCYLISM  CONFERENCE— UPDATE  ON 
I TRE.YTMENT  ISSUES.  Holiday  Inn  Downtown.  El  Paso,  Tex.  Fee 
TBA.  Category  1,  AMA  Physician’s  Recognition  Award;  hours 
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TBA.  Contact  Vicki  Hollander,  Office  of  Continuing  Medical 
Education,  Texas  Tech  University  Health  Sciences  Center,  Lub- 
bock, TX  79430  (806)743-2929 

Obstetrics  and  Gynecology  ' 

Feb  27-March  1,  1986 

I'PDATE  IN  OFFICE  OBSTETRICS  AND  GY'NECOLOGY'.  Four 
Seasons  Hotel,  San  Antonio,  Tex.  Fee  $385  non-fellows.  Cate- 
gory’ 1,  AMA  Physician’s  Recognition  Award;  16  hours.  Contact 
Robin  Murray,  American  College  of  Obstetricians  and  Gyne- 
cologists, 600  Marland  Ave  SW,  Washington,  DC  20024-2588 
(202)638-5577 

Ophthalmology 

Feb  14-15,  1986 

SYTVIPOSIUM  ON  CATARACT.  Sheraton  New’  Orleans  Hotel, 
New  Orleans.  Fee  $200-practicing  physicians,  no  fee  for  resi- 
dents and  fellows.  Category’  1,  AMA  Physician’s  Recognition 
Award;  14  hours.  Contact  Kenneth  Haik,  MD,  The  Eye  Founda- 
tion of  America,  823  Madison  Blanche  Bldg,  New’  Orleans,  LA 
(504)581-3714 

Feb  28-March  1,  1986 

CLINICAL  ADVANCES  IN  OPHTHALMOLOGY’  FOR  THE  PRAC- 
TICING OPHTHALMOLOGIST  Houstonian  Hotel  and  Confer- 
ence Center,  Houston.  Fee  S250-physicians;  $125-non  Baylor 
residents  and  fellow’s.  Category’  1 , AMA  Physician’s  Recognition 
Award;  1 3 hours.  Contact  Lila  Lerner  or  Lynne  Tiras,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77()3()  (713)799-6020 

Pathology’ 

Feb  1,  1986 

PRACTICAL  BLOOD  BANKING  FOR  PATHOLOGISTS  AND 
TECHNOLOGISTS.  Four  Sea.sons  Hotel,  Houston.  Fee  TBA. 
Credit  TBA.  Contact  Iris  Wenzel,  Texas  Society’  of  Pathologists, 
Inc,  1801  N Lamar  Blvd,  Austin,  TX  78701  (512)477-6704 

Plastic  Surgery' 

Feb  6-8,  1986 

ADVANCED  HAIR  REPIACEMENT  SURGERY  SY  MPOSIUM.  Ma- 
jestic Hotel,  Hot  Springs  National  Park,  Ark.  Fee  TBA.  Credit 
TBA.  Contact  D.  Bluford  Stough,  MD,  The  Stough  Dermatology’ 
and  Cutaneous  Surgery’  Clinic,  Doctors  Park,  Suite  6,  Hot 
Springs  National  Park,  AR  "U;!)!  (501  >624-0673 

Feb  6-8,  1986 

2()TH  ANNUAL  SY  MPOSIUM  ON  COSMETIC  SURGERY’.  Hyatt 
Regency,  Miami.  Fee  $500-members;  $60()-nonmembers;  $250- 
residents.  Credit  TBA.  Contact  Thelma  MacGregor,  Cedars 
Medical  Center,  1400  NW  12th  Ave,  Miami,  FL  33136 

Feb  28-March  1,  1986 

BASIC  RHINOPIASTY’ — 1986.  The  University  of  Texas  Health 
Science  Center,  D1.6()(),  Dallas.  Fee  $200;  $ 150-residents.  Cate- 
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gory  1,  AMA  Physician’s  Recognition  Award;  13  hours.  Contact 
Division  of  Continuing  Education,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  (214)688-2166 

Radiology 

Feb  10-14,  1986 

BASIC  RADIOLOGICAL  HEALTH.  The  University  of  Texas 
Health  Science  Center,  San  Antonio,  Tex.  Eee  S500.  Credit 
TBA;  40  hours.  Contact  Continuing  Education  Services,  UTHSC, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  (512)691-6295 


Family  Medicine 


March  20-23,  1986  i 

1 ITH  ANNUAL  FAMILY  PRACTICE  RECERTIFICATION  RE-  \ 
VIEW.  Wyndham  Hotel,  San  Antonio,  Tex.  Fee  S300.  Category;; 
1,  AMA  Physician’s  Recognition  Award;  27  hours.  AAFP  pre- 
scribed; 27  hours.  Contact  Continuing  Education  Services,  Th 
University  of  Texas  Health  Science  Center,  7703  Floyd  Curl  D 
San  Antonio,  TX  78284-7980  (512)691-6295 


General  Medicine 


Emergency  Care 
Feb  3-5,  1986 

TRAUMA  MANAGEMENT  1986.  US  Grant  Hotel,  San  Diego.  Fee 
TBA.  Credit  TBA.  Contact  Continuing  Medical  Education, 
M-017,  University  of  California  San  Diego,  School  of  Medicine, 
La  Jolla,  CA  92093  (619)452-3940 

Urology 

Feb  27-March  1,  1986 

BASIC  ENDOUROLOGY.  New  Orleans.  Fee  S225-members; 
S325-nonmembers.  Credit  TBA;  16  hours.  Contact  Alice 
Henderson,  Office  of  Education,  American  Urological  Associa- 
tion, PO  Box  25147,  Houston,  TX  77265  (713)791-1470 

MARCH 

Cardiovascular  Diseases 
March  12,  1986 

OUTPATIENT  MANAGEMENT  OF  CHRONIC  OBSTRUCTfVE 
PULMONARY  DISEASE  AND  ASTHMA.  Marriott  Hotel  Medical 
Center,  Houston.  Fee  TBA.  Credit  TBA.  Contact  Lila  Lerner, 
Office  of  Continuing  Medical  Education,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

March  20-22,  1986 

SPRING  AUSCULTATION  SESSION  OF  THE  TEXAS  HEART 
INSTITUTE.  Texas  Children’s  Hospital,  Houston.  Fee  $275- 
physicians;  $ 135-residents/students.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  17.5  hours.  Contact  Office  of  the 
Medical  Director,  Texas  Heart  Institute,  PO  Box  20269,  Hous- 
ton, TX  77225  (713)791-2157 

Counseling  Strategies 

March  24-29,  1986 

COUNSELING  STRATEGIES  FOR  PHYSICIANS.  Turtle  Bay  Hil- 
ton and  Country  Club,  Oahu,  Hawaii.  Fee  $325.  Category  1, 
AMA  Physician’s  Recognition  Award;  17  hours.  Contact  Start- 
ing Point  Travel,  1329  S Beckham,  Tyler,  TX  75701 
1-800-392-4900-737,  ask  for  code  975-DL-B.  Contact  Dr 
Jedlicka,  Dept  of  Social  Sciences,  The  University  of  Texas  at 
Tyler,  (214)566-1471  for  course  information. 

Emergency  Care 

March  9-14,  1986 

7TH  ANNUAL  MAMMOTH  MOUNTAIN  EMERGENCY  MEDI 
CINE  SKI  CONFERENCE.  Mammoth  Lakes,  Calif.  Fee  $325- 
physicians;  $225-physicians  in  training/physician  assistants. 
Category  1,  AMA  Physician’s  Recognition  Award;  20  hours. 
AAFP  prescribed;  20  hours.  Contact  Daniel  Abbott,  MD,  Medi- 
cal Conferences,  Inc,  PO  Box  52-B,  Newport  Beach,  CA  92662 
(714)650-4156 


March  15,  1986 

MANAGEMENT  OF  DIABETES.  Houston.  Fee  $75.  Credit  TBA| 
9 hours.  Contact  Marjorie  Kraft,  PO  Box  20367,  Houston,  TX' 
77225  (713)792-4671  ! 

Geriatrics 

March  1-2,  1986 

7TH  ANNUAL  GERIATRIC  MEDICINE.  The  University  of  Texa 
Health  Science  Center,  San  Antonio,  Tex.  Fee  $100.  Category 
AMA  Physician’s  Recognition  Award;  9 hours.  Contact  ContinU 
ing  Education  Services,  UTHSC,  7703  Floyd  Curl  Dr,  San  An- 
tonio, TX  78284-7980  (512)691-6295 

Internal  Medicine 

March  15-22,  1986 

CLINICAL  TOPICS  IN  INTERNAL  MEDICINE.  Prospector 
Square  Hotel,  Park  City,  Utah.  Fee  $350-physicians;  $250-  P 
residents.  Category  1,  AMA  Physician’s  Recognition  Award;  251 
hours.  AAFP  prescribed;  25  hours.  Contact  Office  of  Continu- 1 
ing  Medical  Education,  Scott  and  White  Clinic,  Temple,  TX 
76508  (817)774-2350  | 

Obstetrics  and  Gynecology  ( 

March  14-15,  1986  • 

CURRENT  CONCEPTS  IN  OBSTETRICS  AND  GYNECOLOGY.  I 
Inn  on  the  Park,  Houston.  Fee  $250.  Category  1,  AMA  Physi-  I 
dan’s  Recognition  Award;  16  hours.  Contact  Lynne  Tiras  or  I 
Carol  Soroka,  Office  of  Continuing  Education,  One  Baylor 
Plaza,  Houston,  TX  77030  ( 7 1 3 )799-6020  1 

March  31 -April  2,  1986  ' 

OB/GYN  SEMINAR.  South  Padre  Island,  Tex.  Fee  TBA.  Categor) 
1 , AMA  Physician’s  Recognition  Award;  hours  TBA.  Contact 
Vicki  Hollander,  Office  of  Continuing  Medical  Education,  Texa  j 
Tech  University  Health  Sciences  Center,  Lubbock,  TX  79430  j 

(806)743-2929  I 

i 

Ophthalmology  1 

March  1,  1986  | 

NEURO-OPHTHALMOLOGY/EVERETT  VEIRS  LECTURE.  Scott 
and  White  Hospital,  Temple,  Tex.  Fee  $50.  Credit  TBA;  5.5  j 

hours.  Contact  Claude  Tate,  Jr,  MD,  Scott  and  White  Clinic,  | 
Temple,  TX  76508  (817)774-2394  j 

March  21-22,  1986  i 

8TH  ANNUAL  DALLAS  SPRING  OPHTHALMOLOGY  S'™-  i 

POSIUM.  Doubletree  Hotel,  Dallas.  Fee  $250.  Category  1,  i 

AMA  Physician’s  Recognition  Award;  1 2 hours.  Contact  Lela 
Breckenridge,  Continuing  Medical  Education,  8200  Walnut  Hi  1 
Lane,  Dallas,  TX  75231  (214)696-8458 

I 

Pathology  i 

March  10-14,  1986 

CURRENT  CONCEPTS  IN  TOXICOLOGY.  The  University  of 
Texas  Health  Science  Center,  San  Antonio,  Tex.  Fee  $625.  Can 
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ory  1,  AMA  Physician’s  Recognition  Award;  hours.  Contact 
ontinuing  Education  Services,  IITHSC,  7703  Floyd  Curl  Dr, 
in  Antonio,  TX  78284-7980  ( 5 1 2 )69 1 -6295 

hysical  Medicine  and  Rehabilitation 

larch  20-22,  1986 

; m .ANNUAL  CHRONIC  PAIN  COURSE:  EVALUATION  AND 
iLANAGEMENT.  Marriott  Hotel,  Medical  Center,  Houston.  Fee 
250.  Category  1,  AMA  Physician’s  Recognition  Award;  18 
lurs.  Contact  Carol  Soroka  or  Lynne  Tiras,  Office  of  Continu 
I g Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 

1 ouston,  TX  77030  (713  )799-6020 

ilastic  Surgery 

arch  10-14,  1986 

m ANNUAL  WORKSHOP  IN  SURGICAL  TECHNIQUES  IN 
LEFT  LIP  AND  PALATE.  The  Snowmass  Club,  Snowmass,  Colo. 
I.e  S600,  S300  residents.  Category  1,  AMA  Physician’s  Recog- 
I tion  Award;  22  hours.  Contact  A.  Webb  Roberts  Center,  Bay- 
r University  Medical  Center,  3500  Gaston  Ave,  Dallas,  TX 
3246  (214)820-2317 

I adiology 

larch  3-7,  1986 

I'ON-IONIZING  RADIATION.  The  University  of  Texas  Health 
ji  ience  Center,  San  Antonio,  Tex.  Fee  S600.  Category  1,  AMA 
lysician’s  Recognition  Award;  36  hours.  Contact  Continuing 
I'lucation  Services,  UTHSC,  7703  Floyd  Curl  Dr,  San  Antonio, 

K 78284-7980  (512)691-6295 

PRIL 

pesthesiology 
)ril  18-20,  1986 

ANAGEMENT  OF  RISKY  SITUATIONS  IN  ANESTHESIOLOGY, 
estin  Hotel,  Galleria,  Dallas.  Fee  TBA.  Credit  TBA.  Contact 
irbara  Grayson,  A.  Webb  Roberts  Center  for  Continuing  Edu- 
ition,  Baylor  University  Medical  Center,  3500  Gaston  Ave, 
dlas,  TX  75246  (214)820-2317 

iinily  Medicine 

;)rU  21-26,  1986 

ii86  FAMILY  PRACTICE  REVIEW.  San  Luis  on  Galveston  Isle, 
klveston,  Tex.  Fee  $450  before  March  31,  $500  after  March 
; $300-residents/physician  assistants  before  March  31,  $350 
|er  March  31.  Credit  TBA;  45  hours.  Contact  Gayle  McKay, 

T&ce  of  Continuing  Education,  3 324  Learning  Center,  The 
iiiversity  of  Texas  Medical  Branch,  Galveston,  TX  77550 
09)761-2934 

iriatrics 

•rU  10-12,  1986 

.ZHEIMER’S  DISEASE  AND  OTHER  GERIATRIC  DISEASES— A 
':XAS  PERSPECTIVE.  Lubbock  Plaza  Hotel,  Lubbock,  Tex.  Fee 
lA.  Category  1,  AMA  Physician’s  Recognition  Award;  hours 
!A.  Contact  Vicki  Hollander,  Office  of  Continuing  Medical 
ucation,  Texas  Tech  University  Health  Sciences  Center,  Lub- 
ck,  TX  79430  (806)743-2929 

thology 

'ril  21-25,  1986 

T)  INTERNATIONAL  CONFERENCE  ON  PLASTINATION. 
le  University  of  Texas  Health  Science  Center,  San  Antonio, 

X.  Fee  $200  each  series  (parts  I and  11).  Category  1,  AMA 
ysician’s  Recognition  Award;  30  hours  (15  hours  each  part ). 

'umeHJ  Jainian'  1986 


Contact  Continuing  Medical  Education  Services,  UTHSC,  7703 
Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (512)691  -6295 

Pediatrics 

April  2-5,  1986 

6TH  ANNUAL  NATIONAL  PEDIATRIC  INFECTIOUS  DISEASE 
SEMINAR.  Hyatt  Regency  Hotel,  New  Orleans.  Fee  TBA.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  21  hours.  Contact 
Marian  Troup,  The  University  of  Texas  Southwestern  Medical 
School,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-3439 

April  4-5,  1986 

PEDIATRIC  POSTGRADUATE  SYMPOSIUM:  PEDIATRICS  1986. 
Houston  Marriott  Hotel-Medical  Center,  Houston.  Fee  TBA. 
Category  1,  AMA  Physician’s  Recognition  Award;  14  hours. 
Contact  Lynne  Tiras  or  Carol  Soroka,  Office  of  Continuing  Edu- 
cation, Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston 
TX  77030  (713  )799-6020 

April  11-13,  1986 

PEDIATRICS  FOR  THE  PRACTITIONER.  Gunter  Hotel,  San  An- 
tonio, Tex.  Fee  TBA.  Category  1,  AMA  Physician’s  Recognition 
Award;  1 5 hours.  Contact  Continuing  Education  Services,  The 
University  of  Texas  Health  Science  Center,  7703  Floyd  Curl  Dr, 
San  Antonio,  TX  78284-7980  ( 5 1 2 )69 1 -6295 

Physical  Medicine  and  Rehabilitation 

April  7-17,  1986 

20TH  COMPREHENSIVE  REVIEW  COURSE  IN  PHYSICAL 
MEDICINE  AND  REHABILITATION.  Marriott  Hotel  Medical 
Center,  Houston.  Fee  $445-physicians  before  March  7,  $475 
physicians  after  March  7;  $375-residents  before  March  7,  $475- 
residents  after  March  7.  Credit  TBA.  Contact  Vicki  Forgac  or  Lila 
Lerner,  Office  of  Continuing  Education,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  TX  77030  ("’13)799-6020 

Surgery 

April  1-5,  1986 

CURRENT  TOPICS  IN  GENERAL  SURGERY.  Maui  Interconti- 
nental Hotel,  Maui,  Hawaii.  Fee  $475  before  March  1,  $525 
after  March  1;  $225-trainees.  Category  1,  AMA  Physician’s  Rec- 
ognition Award;  21  hours.  Contact  Dr  Erwin  Thai,  Dept  of  Sur- 
gery, The  University  of  Texas  Health  Science  Center,  5323 
Harry  Hines  Blvd,  Dallas,  TX  75235  (214)688-3531 

MAY 

Family  Medicine 

May  12-16,  1986 

lOTH  ANNUAL  REVIEW  COURSE  IN  FAMILY  PRACTICE  Hous 
ton.  Contact  Lynne  Tiras  or  Lila  Lerner,  Office  of  Continuing 
Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  77030  (713  )799-6020 

May  31,  1986 

FAMILY  PRACTICE:  CLINICAL  APPROACHES  TO  COMMON 
PROBLEMS.  Dallas.  Contact  Linda  Spino,  PhD,  Department  of 
Family  Practice  and  Community  Medicine,  The  University  of 
Texas  Health  Science  Center,  5323  Harry’  Hines  Blvd,  Dallas 
TX  75235  (214)688-2134 

Internal  Medicine 

May  27-30,  1986 

9TH  ANNUAL  UPDATE  IN  INTERNAL  MEDICINE.  Dallas.  Con 
tact  Division  of  Continuing  Education,  5323  Harry  Hines  Blvd 
Dallas,  TX  75235  (214)688-2166 


Sports  Medicine 

May  22-24,  1986 

SPORTS  MEDIC;iNE.  Houston.  Contact  Vicki  Forgac,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  One  Ba>  lor 
Plaza,  Houston,  TX  ■’■’030  (”13  )”99-6020 

Surgery 

May  4-8,  1986 

1 ITH  BIENNIAL  CONGRESS  OF  THE  INTERNATIONAL  SO- 
CIET\-  OF  UNIVERSm'  COLON  AND  RECTAL  SL'RGEONS. 
Dallas.  Contact  Lanelle  Chancellor  or  Barbara  Grayson, 

A.  Webb  Roberts  Center,  3300  Gaston  Ave,  Dallas,  TX  ”3246 
(214)820-231” 

Orthopedic  Surgery 

May  2-4,  1986 

22nd  ANNLIAL  ST  LUKE  S HOSPITAL  ORTHOPEDIC  SYM 
POSIUM,  CONTROVERSIES  IN  LUMBAR  SPINE  SfiRGERY 
Houston.  Contact  Alexander  Brodsky,  MD,  St  Luke’s  Episcopal 
Hospital,  PO  Box  20269.  Houston,  TX  ””223 

May  30-June  1,  1986 

SoilTHWESTERN  ORTHOPEDIC  SL  RGERY  REVIEW  Dallas 
Contact  June  Bovill,  Division  of  Continuing  Education,  The 
LIniv'ersity  of  Texas  Health  Science  Center,  332  3 Hany'  Hines 
Blvd,  Dallas,  TX  ”3233  ( 2 14  >688-2166 

Pathology 

May  13-17,  1986 

CURRENT  ISSUES  IN  SURG1C:AL  PATHOLOGY,  V Dallas.  Con- 
tact Division  of  Continuing  Education,  3323  Hariy  Hines  Blvd, 
Dallas,  TX  73233  (21-0688-2166 

Radiology 

May  12-16,  1986 

ADVANCED  RADIOLOGICAL  HEALTH.  San  Antonio,  Tex.  Con- 
tact Continuing  Education  Services,  The  University’  of  Texas 
Health  Science  Center,  7703  Flovd  Curl  Dr,  San  Antonio,  TX 
78284-7980  ( 3 1 2 )69 1 -6293 

May  19-23,  1986 

RADIATION  SAFETY'  OFFICERS  COURSE.  San  Antonio,  Tex 
Contact  Continuing  Education  Services,  Ehe  University  of 
Texas  Health  Science  Center,  7”03  Flovd  Curl  Dr,  San  Antonio, 
TX  ”8284-7980  (312  )69 1 -6293 

JUNE 

General  Medicine 

June  9-13,  1986 

PHY'SICIAN  IN  MANAGEMENT.  Colorado  Springs,  Colo.  Con- 
tact the  AAMD,  4830  W Kennedy  Blvd,  Ste  648,  Tampa,  EL 
33609  (813  )8”3-2()00 

Pediatrics 

June  12-14,  1986 

1986  ANNUAL  PEDIATRIC  REVIEW  AND  UPDATE  Galveston, 
Tex.  Contact  Gayle  McKay,  Office  of  Continuing  Education, 

The  University  of  Texas  Medical  Branch.  Galveston,  TX  ""^SSO 
(409  )”6 1-2934 

June  16-20,  1986 

ACUTE  CARE  PEDIATRICS:  REVIEW  AND  UPDATE  OF  THE 
STATE  OF  THE  ART.  Hilton  Head,  SC  Contact  (^arol  Soroka 
or  Lila  Lerner,  Office  of  Continuing  Education.  Baylor  Col 


lege  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  ’77030 
(”1.3)”99-6020 

Radiology 

June  13-19,  1986 

DlACiNOSTIC  IMAGING  SEMINAR.  Alberta,  Canada.  Contact 
Dolly  Christensen,  Department  of  Radiology,  'The  L’niversity  ( 
Texas  Health  Science  Center,  3323  Harry'  Hines  Blvd,  Dallas, 
TX  ”3233  (21-4)688-2302 


REGULARLY  SCHEDULED  ACTIMTIES 


Monday-Friday 

POSTGRADI  ATE  W ORKSHOP  IN  NEURORADIOLOGY.  ( Datt 
assigned  by  individual  request. ) Methodist  Hospital,  Houston 
Fee  S430.  Category  1.  AMA  Physician's  Recognition  Award;  40 
hours.  Contact  Vicki  Sayre,  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TS. 
^”030  (”13)'799-6()2() 

Monday-Friday 

POSTCiRADUATE  V(  ORKCOURSE  IN  DIAGNOSTIC  ULTRA 
SOUND.  ( Date  assigned  by  individual  request. ) Ben  Taub  Get 
eral  Hospital,  Houston.  Fee  5600.  Category  1,  AMA  Physician' 
Recognition  Award;  40  hours.  Contact  Vicki  Sayre,  Office  of 
Continuing  Education,  Bay  lor  College  of  Medicine,  One  Bayk 
Plaza,  Houston,  TX  77030'  ( - 1 3 )799-602() 

Tue.sdays,  12  pm 

MEDICAL  AND  Sl'RGlCAL  REA'IEYX  S.  Sierra  Medical  Center.  E 
Paso,  Lex.  Category  1,  AMA  Physician's  Recognition  Award;  1 
hour  weekly.  Contact  M.  Nazemi,  MD,  Sierra  Medical  Center, 
1623  Medical  Center  Dr,  El  Pa,so,  TX  ”9902 

Tuesdays  (all  but  last  Tuesday  of  each  month) 

SURGICAL  GRAND  ROL’NDS'  Board  Room,  Brackenridge  Hos 
pital,  Austin,  Tex.  Free.  Category  1,  AMA  Physician's  Recogni- 
tion Award;  1 hour  session.  Contact  Nancy  Strandhagen, 
Surgery’  Education,  Central  Texas  Medical  Foundation,  601  E 
13th  St,  Austin,  TX  ”8”01  ( 3 1 2 >-476-646 1 ext  3172 

Wednesdays.  1 2 pm 

CONTlNLK)US  REVIEW  OF  INTERNAL  MEDICINE.  Sid 
Richardson  Auditorium,  Scott  and  \X  hite  Memorial  Hospital, 
Temple,  Tex.  ('ategory’  1,  AMA  Physician's  Recognition  Award 
1 hour  weekly.  Contact  Lynn  Calvert,  Office  of  Continuing 
Medical  Education,  Scott  and  \X  hite  Memorial  Hospital,  2401 
31st,  Temple,  TX  76308  (81” )77-4-233() 

Thursdays,  8 am  ! 

INTERNAL  MEDICINE  GRAND  ROUNDS.  Brackenridge  Hospij 
tal,  Austin,  Tex.  Category  1 , AVLA  Phy  sician  s Recognition  i 
Award;  1 hour  weekly.  Contact  Marianne  Foley,  MS,  Central 
Texas  Medical  Foundation,  1 300  E Ave,  Austin.  TX  78701 
(312  >476-646 1 ext  3606 

Thursdays,  12  pm  j 

URCYLOGY'  CORE  CURRICITT'M.  Scott  and  White  Memorial  i 
Hospital,  Temple,  Tex.  Category’  1,  AMA  Physician’s  Recogni-  j 
tion  Award;  1 hour  weekly.  Contact  Lynn  Calvert,  Office  of 
Continuing  Medical  Education,  Scott  and  Wffiite  Memorial  Hoi 
pital,  240 1 S 3 1 st.  Temple,  TX  ”6308  ( 8 1 >774-2330  I 

! 

Thursday-Friday  ! 

POSTGRADUATE  WORKSHOP  IN  REAL  TIME  OBSTETRICAL  I 
ULTRASONOGRAPETV  (Date  assigned  by  individual  request.)  ^ 
Jefferson  Davis  Hospital,  Houston.  Fee  8373.  Category’  1,  AMA; 
Physician's  Recognition  Award;  I6  hours;  16  cognates  ACOG. ; 
Contact  Vicki  Sayre,  Office  of  Continuing  Education,  Baylor 

Texas  Media  ' 


College  ot  Medieine.  One  Havlor  Plaza,  Houston,  TX 
(^13r99  6020 

Fridays,  1 2 pni 

I XEliROIXXA  CiRAND  ROUNDS.  Sid  Richard.son  Auditorium, 
Scott  and  White  Memorial  Hospital,  Temple,  Tex.  Category  I, 

1 \MA  Physician’s  Recognition  Award;  I hour  weekly.  Contact 
viil.ynn  Calvert,  Office  of  CxMitinuing  Medical  Education,  Scott 
s ind  W hite  Memorial  Hospital,  2 t01  S 31st,  Temple,  TX  ‘’6508 
817)7-74-23^0 

Fridays,  12  pm  (2nd  and  4th) 

"TEAC-HINCi  (;ASE  CONFERENCE.  Park  Place  Hospital,  Port 
Vrthur,  Tex.  C;ategor>  1,  AMA  Physician  s Recognition  Award; 

. i’  hours  monthly.  Contact  Phil  Newman,  Ml),  Box  1648.  Port 
vrthur,  TX  '”640  ( 409  )983-493 1 

« -aturdays,  9 am- 12  pm 

) ;TINDAMENTALS  OF  PRACTICAL  THERAPEUTICS.  Cullen  Au- 
litorium,  Baylor  College  of  Medicine,  Houston.  Fee  S295, 

'<100  non-Baylor  residents  and  fellows.  Categorv’  1,  AMA  Physi- 
ian’s  Recognition  Award;  ^2  hours.  AAFP  prescribed.  Contact 
I'icki  Forgac,  Office  of  Continuing  Medical  Education,  Baylor 
'College  of  Medicine,  Texas  Medical  Center,  Houston,  TX 
”7030  (■’13)'799-6020 

I 

pate  assigned  by  individual  request 

'OSTGRADUATE  W ORKSHOP  IN  CLINICAL  NMR.  Biomedical 
JMR  Center,  Baylor  College  of  Medicine,  Houston.  Fee  $ 1 ,000; 
'500-lecture  series  only.  Categorv’  1,  AMA  Physician’s  Recogni- 
ion  Award;  40  hours.  Contact  Vicki  Savre,  Office  of  Continuing 
iducation,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
louston,  TX  ■’”030  ( ” 1 3 )‘799-6020 

)ate  assigned  by  individual  request 

fOSTGRADLlATE  WORKSHOP  IN  MAGNETIC  RESONANCE 
{WAGING  AND  SPECTROSCOPY.  Biomedical  NMR  Center,  Bay- 
4r  College  of  Medicine,  The  Woodlands,  Tex.  Fee  SI, 000; 

1500  lecture  series  only.  C;ategorv'  1,  AMA  Physician’s  Recogni 
iion  Award;  40  hours.  Contact  Vicki  Forgac,  Office  of  Continu- 
ig  Medical  Education,  Baylor  C:ollege  of  Medicine,  Texas 
jledical  Center,  Houston,  TX  ’’”0.30  ( -7  1 3)799-6020 


ELECONFERENCE  NETWORK  OF  TEXAS 


very’  other  Thursday,  1 2:30  pm 

LINICAL  TOPICS  IN  MEDICINE,  The  University  of  Texas 
ealth  Science  Center,  San  Antonio,  Tex,  and  teleconference 
etwork  sites.  Fee  S35-program,  hospital  subscription  pro- 
iram.  Category'  1,  AMA  Physician’s  Recognition  Award.  Contact 
hyllis  Wood,  Acting  Director,  Teleconference  Network  of 
exas,  ■7”03  Floyd  Curl  Dr,  San  Antonio,  TX  ”8284 
Is  12)691  ”291 


RACTICE  MANAGEMENT  WORKSHOPS 


he  following  are  practice  management  workshops  and  semi- 

!jtrs  sponsored  by  the  Texas  Medical  Association.  Participants 
j the  workshops  and  seminars  will  receive  Category  1 credit 
pward  the  AMA  Physician’s  Recognition  Award  where  indi- 
|ited.  For  further  information,  contact  the  Department  of  Prac- 

!lce  Management,  Texas  Medical  Association,  1801  N Lamar 
I'vd,  Austin,  TX  ”8701  ( 5 1 2 )4^7-6”04. 

i 

I 

! 

I'lume  Icimtarf  1986 


JANUARY 

HOW  TO  GET  STARTED  IN  MEDICAL  PRACmCE— I 1 hours 
jan  16-17,  1986,  Sheraton-Mockingbird  W'cst,  Dallas 
Jan  28-29,  1986,  Marriott-Medical  Center,  Houston 
Jan  30-31,  1986,  Wyndham  Southpark  Hotel,  Austin 

FEBRUARY 

HOW  TO  GET  .STARTED  IN  MEDICAL  PRACTIC:E— I 1 hours 

Feb  1 8 1 9,  1 986,  The  Tremont  House,  Galveston 

Feb  20-21,  1986,  Holiday  Inn  Northwest  Loop,  ,San  Antonio 

IMPROVING  THIRD  PARTY  REIMBURSEMENT  FOR  YOU  AND 

YOUR  PATIENTS— 2 hours 

Feb  1 1,  1986,  Embassy  Suites  North.  Austin 

Feb  12,  1986,  Holiday  Inn  Beaumont  Plaza,  Beaumont 

Feb  13,  1986,  Houston  (location  to  be  announced) 

Feb  26,  1986,  Ramada  Hotel,  Tyler 
Feb  27,  1986,  TTie  Regent  Hotel,  Dallas 

MARCH 

HOW  TO  GET  STARTED  IN  MEDICAL  PRACTICE — 1 I hours 
March  11-12,  1986,  Stouffer  Greenway  Plaza  Hotel,  Houston 
March  14-15,  1986,  Texas  Tech  Regional  Academic  Health 
Center,  Amarillo 

IMPROVING  THIRD-PART)  REIMBURSEMENT  FOR  )'OU  AND 
YOUR  PATIENTS— 2 hours 

March  18,  1986,  McAllen,  Holiday  Inn-Civic  (xaiter 
March  19,  1986,  Corpus  Chri.sti  Marriott,  Corpus  Christi 
March  20,  1986,  Bexar  County  Medical  Society  Headquarters, 
San  Antonio 


6TH  ANNUAL  R.K.  WOMACK  MEMORIAL  UROLOGY  MEET 
ING,  Shreveport,  La,  Jan  31  Feb  I,  1986.  Dennis  Venable,  Ml), 
PO  Box  33932,  Shreveport.  La,  ”1  130 


NIH  CONSENSUS  DEVELOPMENT  CONFERENCE  ON  HEALTH 
1MPL1C;ATI0NS  of  smokeless  tobacco  use,  Bethesda,  Md, 

Jan  13-15,  1986.  Michael  Bernstein,  Office  of  .Medical  Applica-  S)3 

tions  and  Research,  Department  of  Health  and  Human  .Serv'ices,  

Bldg  1,  Rm  216,  Bethesda,  MD  20205 

SOCIETY  OF  GASTROINTESTINAL  RADIOLOGIST  S I 5TH  AN- 
NUAL MEETING,  Acapulco,  Mexico,  Jan  19  24,  1986.  Lynne 
Tiras  or  ( arol  Soroka,  Office  of  Continuing  Education,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  T X ””0,30 


FEBRUARY 

lOTH  CLINICAL  CONGRESS,  AMERICAN  SOCIET)  FOR 
PARENTERAL  AND  ENTEITAL  NUT  RITION,  Dallas,  Feb  9-12, 
1986.  Donna  Baudrau,  ASPEN,  8605  Cameron  St,  Suite  500, 
Silver  Spring,  MD  20910 


INCREASING  YOUR  NET  WORTH  THROUGH  FINANCIAL, 
PENSION,  AND  INVESTMENT  PIANNLNG 
March  8,  1986,  Inn  on  the  Park,  Houston 


CALENDAR  OF  MEETINGS  ■Denotes  Texas  Meetings 


JANUARY 


HEAI.THCOM  86,  Las  Vegas,  Jan  30  Feb  2,  1986.  Lin  Fish, 
Fleishman  and  Linden  Expositions  Group,  Inc,  2401  Plum 
Grove  Rd,  Palatine.  11.  60067 


.1 


4 1ST  ANNUAL  MEFTING/AMERICAN  SOCIETY'  EOR  SURGERY 
OE  THE  HAND,  New  Orleans,  Eeb  I'^-UJ),  1986.  American  So- 
ciety for  Surger>'  of  the  Hand,  3()2S  South  Parker  Rd,  Suite  65, 
Aurora,  CO  80014 

■ SAN  ANTONIO  OPHTHALMOLOGY  SOClETt'  MEETING,  San 
Antonio,  Feb  15,  1986.  Marjorie  Foutz,  Continuing  Education 
Services,  The  University  of  Texas  Health  Science  Center,  San 
Antonio,  78284 

■ TEXAS  MEDICAL  ASSOCIATION  WINTER  CONFERENCE, 
Austin,  Eeb  "’-9,  1986.  C.  Lincoln  Williston,  1801  N Lamar  Blvd, 
Austin,  TX  ■^8'70 1 

MARCH 

35TH  ANNUAL  SCIENTIFIC  SESSION  OF  THE  AMERICAN 
C:OLLEGE  OF  CARDIOLOGY,  Atlanta,  March  9-13,  1986. 

Ronald  Sanchez,  Director  of  Communications,  American  Col- 
lege of  Cardiolog)  , 9111  Old  Georgetown  Rd,  Bethesda,  Md 
20814 

UNITED  STATES— CANADA  DIVISION  OF  THE  INTERNA 
TIONAL  AC:ADEMY  OF  PATHOLOGY,  INC,  New  Orleans, 

March  10-14,  1986.  Dr  Nathan  Kaufman,  Secretary -Treasurer, 
LlS-Canadian  Division  of  the  International  Academy  of  Pathol- 
ogy', Building  C,  Suite  B,  3315  Wheeler  Rd,  Augusta,  GA  30909 

2 1ST  ANNUAL  MEETING  AND  SCIENTIFIC  ASSEMBLY  OF  THE 
AMERICAN  SOCIETY'  OF  CONTEMPORARY  MEDICINE  AND 
SURGERY,  Holly'wood,  Fla,  March  9 13,  1986.  John  Bellows, 

MD,  PhD,  Director,  21 1 E Chicago  Ave,  Suite  1044,  Chicago,  IL 
60611 


HOWTO 
AVOID  GOING 
FLAT  BROKE 


LEASE!  Next  time  you're  in  the  market  for  a new 
cor,  instead  of  buying  one,  consider  the  advantages  of 
leasing.  The  automotive  experts  at  Ray  Wirth's  Leasing 
Resources,  Inc.  are  ready  to  show  you  how  you  can 
improve  your  cash  position. 

There's  no  need  to  go  to  every  dealership  in  town 
looking  for  the  right  car  and  the  best  deal.  The  profes- 
sionals at  Ray  Wirth's  Leasing  Resources  will  do  that 
for  you.  Then,  when  you've  selected  the  right  car  for 
you,  they  buy  the  car.  It  is  leased  to  you  on  terms  which 
make  the  smallest  possible  dent  In  your  monthly  budget. 
And,  at  the  end  of  the  lease,  you  can  purchase  the  car  at 
a pre-agreed  price  or  you  can  walk  away  with  no  fur- 
ther obligation.  From  economy  sedan  to  top-of-the-line 
luxury  model,  the  experts  at  Ray  Wirth's  Leasing  Resources 
are  ready  to  deal.  They 
can  even  arrange  for  a 
mobile  cellular  telephone, 
insurance,  etc. 

If  you  want  to  avoid  going 
flat  broke  over  big  car  pay- 
ments, consider  the  alternative. 

Call  or  come  by  Ray  Wirth's 
Leasing  Resources,  Inc., 

19310  Preston  Road  in  Dallas, 

(214)  985-9255  or  Texas  WATS 
(800)  442-6067.  Dept.  C. 


LEASING 

RESOURCES 

I N C 0 * P D S A I ( 0 


"Itstke  „ 

LBCLse^  ive  actn.  doi 


Texas  Medici) 


PHYSICIANS 


Enjoy  the  benefits  of  group  practice  with 
some  of  the  nation’s  top  medic^  professionals, 


in  one  of  Houston’s 
largest  multi-speciedty  clinics: 
Kelsey-Seybold  Clinic,  P.A. 


Since  1949,  Kelsey-Seybold  Kelsey-Seybold  Clinic  is 

Clinic  in  the  Texas  Medical  actively  recruiting  primary 

Center  has  provided  quality,  care  physicians:  Family 

personalized  medical  care.  Practice,  OB/GYN  and  Pedi- 

Our  growth  proves  our  sue-  atrics.  If  one  of  these  is  your 

cess:  Today,  we  operate  specialty,  consider  the  oppor- 

clinics  in  9 locations,  and  we  tunities  with  us.  You’ll  prac- 

provide  medical  services  for  tice  medicine  in  unsurpassed 

private  industry  and  three  facilities,  receive  an  excellent 

government  contracts.  At  our  starting  salary,  an  excep- 

Medical  Center  Clinic,  over  tional  benefits  package  and 

80  physicians  practice  more  become  part  of  a rapidly 

than  35  specialties  and  expanding  practice. 


Are  you  one  of  the  special 
physicians  we’re  looking  for? 


Find  out.  Send  your  Curriculum 
Vitae  and  cover  letter  to: 


Robert  A.  Payne, 

Executive  Director 
Kelsey-Seybold  Clinic,  P.A. 
6624  Fannin  Street 
Houston,  Texas  77030 
(713)  797-1551 


Kelsey-Seybold  Clinic,  P.A.  is  an 
equal  opportunity  employer  m/f/h. 


subspecialties. 


Kelsey-Seybold  Clinic  EA. 


iJSCOTT&WHITE 


TEXAS  A&M  UNIVERSITY 
College  of  Medicine 


SKI  MEETING 


Clinical  Topics 
in 

EVTERNAL  MEDICINE 

for  the 

Primary  Care  Physician 
MARCH  15-22,  1986 


Prospector  Square  Hotel 
Park  City,  Utah 

For  more  information  or  to  register  contact:  Office  of  Continuing 
Medical  Education,  Scott  and  White-101,  Temple,  Texas  76508,  (817)  774-2350. 


Timberlawn  F^chiatric  Hospital 


• 206  Inpatient  Beds 

• Day  Hospital 

• Outpatient  Psychiatric 
Services 

• Department  of  Child  and  Adolescent 
Psychiatry 


Family  Assessment  Center 

Psychiatric  Residency  Program 

Psychiatric  Evaluation 

PO.  Box  11288  Dallas,  Texas  75223 

214/381-7181 

Established  in  1917 


;RIu\RY  1986 


Long-term  monitoring  for  gastroesophageal  reflux 
Cocaine-induced  nasal  septal  perforation 
Cancer  Update:  Water  fluoridation  not  associated  with  cancer 
Heritage  Series:  Beginnings  of  medical  journalism  in  Texas 
Feature:  What’s  TMF  all  about? 

I Hirschsprung’s  disease  in  Texas 


anb  (Cltrtrc 

322  COLEMAN  STREET 

itUtrliiT,  ^exas  TlHUil 

TELEPHONE: 

POST  OFFICE  BOX  60 

(817)  883-3561 

GENERAL  SL'RGER5 

FAMIIA  PRACTICE 

*NEl  ROPST  CHIATRT 

Howard  L.  Smith,  M D , F.A.C.S. 

OBST  ETRICS  AND  PEDIAT  RICS 

S.  B .Morrison,  M.D. 

D.  R.  Swetland.  M.D.,  F.A.C.S. 

William  Pickvance,  M.D. 

*NEUROSURGERT 

IN'IERNAL  MEDICINE 

GENERAL  DENTISTRT' 

Harry  W.  Slade.  M.D.,  F.A.C.S. 

W F.  McKinlev,  Ir.,  M.D. 

G.  Glenn  Rose,  D.D.S. 

*DER.MATOLOGT' 

C.  G.  Brown,  M.D 

*DENTIST  RA-  FOR  CHILDREN 

Maurice  C Barnes,  M.D.,  D.A.B.D. 

EVE,  EAR.  NOSE,  AND  T HROAT 

T Brad  Willis,  D.D  S. 

AD.MINISTRATOR 

S.  W Hughes,  M.D 

RADIOLOGY 

Gene  Erwin 

ALLERGY 

I.  M.  Brown,  .M.D.,  EA.C.R 

DIRECTOR  OF  NL  RSING  SERVICE 

S.  W Huglies,  M.D. 

*PATHOLOG5 

Kathy  Hunnicutt,  RN 

TRAUMA'ITC  AND  ORT  HOPEDIC 

Ronald  E.  Henderson,  Jr.  M.D. 

DIRECTOR  OF  PAT  IENT  CARE 

SURGERY 

David  M.  McTaggart,  M.D. 

.Marie  Koteh,  R.N. 

D.  R.  Swetland.  M.D..  F.A.C.S. 

S.  M Bunn,  Jr,  .M.D. 

CARDIOLOGY 

E.  B .Morrison,  .M.D. 

VC.  F.  McKinley,  Jr.,  M.D. 

UROLOG5 

Howard  L.  Smith,  M.D.,  F.A.C.S. 

The  original  hospital  was  founded  by  Dr 

* Consultants 

VC  Torbett  in  1898,  and  Howard  O.  Smith,  .M  l) 

FACS,  past  president,  expired  May  I"’,  1977. 
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April  3-4,  1986 
Four  Seasons  Hotel 
San  Antonio,  TX 


An  Educational  Seminar 
presented  by 
Humana  Hospital-San  Antonio 

This  course  is  designed  for  physicians  specializing 
in  Nephrology,  Urology,  Cardiology,  and 
Thoracic  Surgery. 

This  course  will  address  the  practical  problems 
faced  by  transplant  surgeons  and  neurologists  who 
care  for  renal  transplant  recipients,  but  will  also 
offer  topics  of  interest  to  physicians  and  surgeons 
involved  in  both  renal  and  cardiac  transplantation. 

Nationally  known  faculty  members  participating 
include:  Dr.  Robert  Corry,  University  of  Iowa; 
Dr.  Robert  Ettinger,  University  of  California  at  Los 
Angeles;  Dr.  Stuart  Jamieson,  Stanford  University; 
and  Dr.  Fred  Sanfilippo,  Duke  University. 

This  continuing  medical  education  aaivity  is 
approved  for  14  hours  in  Category  I of  the 
Physicians  Recognition  Award  of  the  American 

Medical  Association. 


contact: 

• Melinda  Puente 

+lumana  Hospital -$an  Antonio 

8026  Floyd  Curl  Drive 
San  Antonio,  TX  78229 
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Editorials 


Natural  death  act  broadened 

A Texas  law  with  important  implications  for  both  physicians 
I and  the  general  public  took  effect  on  Sept  1,  1985  * The 
[ amended  Texas  Natural  Death  Act  (Article  4590h,  Vernon’s 
; Texas  Civil  Statutes)  expands  the  rights  of  individuals  and  fami- 
lies to  direct  the  withholding  and  withdrawal  of  life-sustaining 
I procedures  from  terminally  ill  patients. 

The  Texas  act  also  allows  qualified  patients  to  direct  physi- 
: cians  to  withhold  or  withdraw  life-sustaining  procedures  that 
I would  serve  only  to  prolong  artificially  the  moment  of  death. 

I Qualified  patients  are  persons  afflicted  with  incurable  illness  or 
I injury,  which  in  the  physician’s  reasonable  medical  judgment 
Iwill  result  in  death  despite  the  application  of  life-sustaining 
I procedures. 

The  1985  amendments  address  three  major  areas.  First,  they 
I give  legal  validity  to  new  forms  of  directives.  Written  direc- 
I tives  no  longer  must  take  a prescribed  form,  as  was  required  in 
the  earlier  version  of  the  act.  In  addition,  a terminally  ill  pa- 
tient may  now  issue  a verbal  directive,  which  must  be  ob- 
I served  by  two  witnesses  and  the  attending  physician  and 
I entered  in  the  medical  record.  Another  new  option  for  the 
I patient  is  to  designate  in  the  directive  someone  to  make  future 
' treatment  decisions  on  the  patient’s  behalf.  All  directives  take 
f effect  if  the  patient  becomes  “comatose,  incompetent,  or 
I otherwise  mentally  or  physically  incapable  of  communication.” 
The  wishes  of  the  patient  who  remains  competent  always  over- 
' ride  the  wishes  contained  in  a directive. 

A second  major  change  gives  guardians  and  family  members 
I legal  authority  to  decide  to  withhold  or  withdraw  life- 
i sustaining  procedures  from  terminally  ill,  incompetent  patients 
I who  failed  to  issue  advance  treatment  directives.  Such  deci- 
sions must  be  based  on  what  the  patient  would  desire,  if  this  is 
known.  If  the  patient  has  no  legal  guardian,  decisions  to  dis- 
continue treatment  may  be  made  by  the  attending  physician 
I and  at  least  two,  if  available,  of  the  following  categories  of 
relatives,  in  the  following  priority:  the  patient’s  spouse;  the 
majority  of  the  patient’s  reasonably  available  adult  children; 

^ the  patient’s  parents;  and  the  patient’s  nearest  living  relative. 

The  amendments  also  permit  specific  individuals  to  execute 
directives  to  guide  the  care  of  terminally  ill  patients  who  are 
less  than  18  years  of  age.  These  individuals  are:  the  patient's 
I spouse,  if  the  spouse  is  over  18;  the  patient’s  parents;  and  the 
patient’s  legal  guardian.  The  wishes  of  minor  patients  compe- 
tent to  make  treatment  decisions,  however,  alv/ays  supersede 
I such  directives. 

' The  final  main  alteration  in  the  Texas  Natural  Death  Act 
I concerns  the  obligation  of  physicians  to  honor  advance  direc- 
tives. The  new  law  instructs  physicians  to  honor  written  direc- 
I tives  unless  they  believe  a document  fails  to  reflect  the 
■ patient’s  present  desires.  The  former  statute  provided  that  the 
actions  of  a physician  who  failed  either  to  effectuate  a properly 
executed  directive,  or  to  transfer  the  case  to  another  physician 


‘This  editorial  is  a summary  of  the  new  legislation.  For  more  detailed 
i information  on  and  a copy  of  the  revised  act,  physicians  should  consult 
j their  legal  advisors. 
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willing  to  follow  the  directive,  could  constitute  unprofessional 
conduct.  This  provision  has  been  repealed,  and  in  its  place  is 
the  following  statement:  “If  the  attending  physician  refuses  to 
comply  with  a directive  or  treatment  decision,  the  physician 
shall  make  a reasonable  effort  to  transfer  the  patient  to  another 
physician.” 

For  Texas  physicians,  the  amendments’  prime  contribution  is 
their  clarification  of  the  legal  authority  of  family  members  to 
make  particular  treatment  decisions  regarding  their  incompe- 
tent relative’s  care.  Physicians  and  families  previously  faced 
legal  uncertainty  concerning  when  the  agreement  of  a legal 
guardian  was  necessary'  to  authorize  the  withholding  or  with- 
drawing of  life-sustaining  treatment.  The  new  provisions  give 
express  legal  recognition  to  a process  traditionally  adopted  by 
physicians  and  families. 

The  amendments  leave  a few  unsettled  matters.  First,  they 
do  not  supply  guidance  on  decisions  concerning  incompetent 
patients  who  have  no  available  relatives.  Second,  the  provision 
on  family  decision-making  fails  to  address  clearly  cases  in 
which  family  members  disagree.  Third,  the  definition  of  a 
“competent  ” minor  is  omitted  from  the  statute.  Fourth,  the  law 
is  unclear  on  the  proper  standards  to  guide  decisions  by  guard- 
ians, family  members,  and  physicians  on  behalf  of  patients 
whose  desires  concerning  treatment  are  unknown. 

Despite  these  shortcomings,  the  Texas  Natural  Death  Act 
now  stands  as  one  of  the  broadest  and  most  liberal  in  the 
country'.  This  legislation  was  supported  by  the  Texas  Medical 
Association.  The  medical  profession  in  Texas  should  be  aware 
of  its  importance  and  implications.  Our  role  is  not  only  to 
educate  ourselves  but  also  our  patients  and  their  families.  This 
law  also  provides  a unique  opportunity  for  all  of  us  to  contem- 
plate and  plan  the  circumstances  surrounding  our  own  deaths. 

EUGENE  V.  BOISAUBIN,  MD 

Department  of  Medicine,  Baylor  College  of  Medicine,  Hou.ston,  TX  77030 

REBECCA  DRESSER,  JD 

Center  for  Ethics,  Medicine  and  Public  Issues,  Baylor  College  of  Medicine,  Hous- 
ton, TX  77030. 


Occasionally  a prospective  author  is  surprised  to  learn  that 
Texas  Medicine  is  a peer  reviewed  journal,  and  that  in  fact 
each  article  submitted  for  publication  is  considered  indepen- 
dently by  not  one,  but  at  least  three  referees. 

Some  350  physicians — our  primary  consultants — provide 
extraordinary  voluntary'  review  services  that  are  essential  to 
the  very'  existence  of  this  medical  journal.  The  names  of  those 
who  reviewed  papers  during  1 985  are  appended,  and  we  take 
this  opportunity'  to  thank  them  publicly  for  their  professional 
contributions  toward  the  accuracy,  reliability',  clarity',  and  read- 
ability of  the  scientific  articles  that  w'e  publish. 

Editorial  review  involves  two  ty  pes  of  evaluation:  ( 1 ) Is  the 


Consultants  provide  peer  review 
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1985  primary  consultants  for  Texas  Medicine. 


Jack  P Abbott.  MD,  Houston 

Joseph  M Abell,  Jr,  MD,  Austin 

Luke  W.  Able.  MD,  Houston 

Mark  M Altenau,  MD,  Dallas 

James  F Arens,  MD,  Galveston 

Billie  L Aronoflf,  MD,  Dallas 

J Bradley  Aust,  MD,  San  Antonio 

Wayne  F Baden,  MD,  Belton 

John  S Bagwell,  MD,  Dallas 

Byron  J Bailey,  MD,  Galveston 

Carol  J Baker,  MD,  Houston 

Fritz  E Barton,  Jr,  MD,  Dallas 

Paul  R Bergstresser,  MD,  Dallas 

George  R Blumenschein,  MD,  Houston 

Gerald  P Bodey,  MD,  Houston 

C^harles  L.  Bowden,  MD,  San  Antonio 

Howard  A.  Britton,  MD,  San  Antonio 

Walter  A Brooks,  MD,  Quanah 

Arthur  M Brown,  MD,  Galveston 

Philip  Brunell,  MD,  San  Antonio 

C;hester  R.  Bums,  MD,  Galveston 

"Paul  " George  Burns,  MD,  Austin 

Ernest  C Butler,  MD,  Austin 

Grover  1..  Bynum,  Jr,  MD,  Austin 

i.  David  Campbell,  MD,  Corsicana 

Thomas  Cate,  MD,  Houston 

Don  B.  Cauthen,  MD,  Temple 

John  S.  Chapman,  MD,  Dallas 

John  H Childers,  MD,  Dallas 

Cecil  A Childers,  Jr,  MD,  Corpus  Christ! 

Ernesto  C.  Ching,  MD,  Lubbock 

William  Kemp  Clark,  MD,  Dallas 

Robert  L Clement,  MD,  Austin 

Terry  M Collier,  MD,  Austin 

Burton  Combes,  MD,  Dallas 

John  P.  Coughlin,  MD,  San  Angelo 

Marvin  R Cressman,  MD,  Austin 

William  M Crutcher,  MD,  Dallas 

Kim  S Culp,  MD.  Temple 

PaulJ  Cunningham.  MD,  Galveston 

(Charles  W Daeschner,  Jr,  MD,  Galveston 


Jewel  S.  Daughety,  MD,  Irving 

Frank  R Denman,  MD,  Lufkin 

Juan  R Dickey,  MD,  Houston 

Fratis  1.  Duff,  MD,  Austin 

Norman  Duren,  MD,  Sam  Rayburn 

George  J Ehni,  MD,  Houston 

Howard  M Eisenberg,  MD,  Galveston 

Ralph  D Feigin,  MD,  Houston 

Edward  C.  Ferguson,  111,  MD,  Galveston 

W'illiam  S.  Fields,  MD,  Houston 

Jordan  W Finkelstein,  MD,  Galveston 

Ted  H Forsythe,  MD,  Lubbock 

EmilJ  Freireich,  MD,  Houston 

Stephen  fl.  Gallager,  MD,  Houston 

Nathan  C Galloway,  Jr,  MD,  Odessa 

C.  E.  Gibbs,  MD,  San  Antonio 

Joseph  V('.  Goldzieher,  MD,  San  Antonio 

Tracy  R.  Gordy,  MD,  Austin 

Andres  Goth,  MD,  Dallas 

James  M.  Graham,  MD,  Austin 

Arthur  E.  Grant,  MD,  San  Antonio 

Donald  M Greer,  Jr,  MD,  San  Antonio 

Dale  C Hager.  MD,  Beaumont 

William  J Hardin,  MD,  Temple 

C.  Stratton  Hill,  Jr,  MD,  Houston 

William  T Hill,  MD,  Houston 

James  G Hilton,  MD,  Galveston 

Evan  C.  Homing,  MD,  Houston 

Byron  1.  Howard,  MD,  Dallas 

Paxton  H Howard,  Jr.  MD,  Temple 

John  D Hudson,  MD,  Austin 

VCaldemar  G Johanson,  Jr,  .MD,  San  Antonio 

John  M.  Johnston,  PhD,  Dallas 

Barrs'  D Kahan,  MD,  Houston 

John  R Kelsey,  Jr,  MD,  Houston 

Sam  N.  Key,  111,  MD,  Austin 

John  Kinross-Wright,  MD,  Biyan 

Thomas  L.  Kurt,  MD,  Dallas 

Virgil  B Lawlis,  MD,  Austin 

Harrs’  Leaffer,  MD,  Fort  Worth 

Stephen  R Lewis,  MD.  Galveston 


content  accurate,  presented  in  an  orderly  manner,  and  gener- 
ally consistent  with  current  thinking  and  practice  among  spe- 
cialists in  the  field?  ( 2 ) Is  this  particular  article  suitable  for  this 
particular  journal? 

Every  paper  submitted  is  reviewed  by  one  or  more  specialist 
consultants  in  the  field.  In  addition,  it  is  reviewed  by  two 
members  of  the  Editorial  Committee;  their  names  appear  on 
page  3 of  ever)'  issue. 

All  reviews,  together  with  the  paper,  are  then  sent  to  the 
Editorial  Committee  chairman,  who  decides  whether  to  ac- 
cept, reject,  or  ask  for  revisions.  In  the  process,  the  chairman 
frequently  adds  his  own  suggestions  or — faced  with  differ- 
ences of  opinion  among  the  reviewers — may  seek  an  addi- 
tional consultant’s  views. 

The  consultants  listed  in  this  issue  include  some  physicians 
and  others  who,  because  of  their  positions  of  responsibility 
with  the  Texas  Medical  Association  or  elsewhere,  have  special 
knowledge  of  nonscientific  subjects.  They  graciously  contrib- 
ute their  time  and  judgment  to  help  evaluate  legal,  governmen- 
tal, socioeconomic,  and  other  types  of  material. 

Each  consultant  helps  maintain  Texas  Medicine's  integrity. 
Their  suggestions  help  authors  to  strengthen  articles  and 
present  material  more  effectively.  Their  influence  extends  to 
every  physician  who  reads  and  learns  from  this  journal,  and  to 
the  patients  who  receive  the  benefits.  We  are  fortunate  to  have 
their  services. 

RICEIARD  D.  CUNNINGHAM,  MD 

C;hairman,  Editorial  fiommittee,  Texas  Medicine,  Scott  and  White  Memorial  Hos- 
pital, 2401  S 31st,  Temple,  TX  76508. 


Benjamin  Lichtiger,  MD,  Houston 

Percy  E.  D>we,  MD,  Houston  i 

Earl  B Matthew,  MD,  Austin 

JohnJ  McDermott,  PhD,  College  Station 

William  G.  McGee,  MD,  El  Paso  i 

Henry  C McGill,  Jr,  MD,  San  Antonio  ' 

Francis  E.  McIntyre,  MD,  Austin 

Ben  Mitchel,  MD,  Dallas 

Joseph  T.  Painter,  MD,  Houston 

Jack  Peacock,  MD,  El  Paso 

Orene  W.  Peddicord,  MD,  Lubbock 

Robert  F Peterson,  MD,  Temple 

fieorgej.  Race,  MD,  Dallas 

Lee  R Radford,  MD,  Dallas 

Ibrahim  Ramzy,  MD,  San  Antonio 

Roger  N Rosenberg,  MD,  Dallas 

William  F Ross,  MD,  Dallas 

Michael  Rotman,  MD,  Austin  L 

Naguib  A Samaan,  MD,  Houston  I 

Duke  S.  Samson,  MD,  Dallas  j 

William  W.  Schottstaedt,  MD,  Galveston  | 

Willard  C.  Sellman,  Jr,  MD,  Dallas  L 

fferbert  M Seybold,  MD.  Galveston  * 

Alice  L.  Smith,  MD,  Dallas  ^ 

Donald  C.  Spencer,  MD,  Austin  | 

Ben-)’  N.  Squyres,  MD,  Lubbock  | 

John  G.  Stanton,  PhD,  Galveston 

A.  Dean  Steele,  MD,  Temple 

Beverly  J.  Sutton,  MD,  Austin 

F Warren  Tingley,  Jr,  MD,  Arlington 

Andrew  C.  von  Eschenbach,  MD,  Houston 

Iheodore  P Vottcler,  MD,  Houston 

OttoJ.  Waddell,  MD,  Dallas 

Drue  O D.  Ware,  MD,  Fort  Worth 

Elgin  W Ware,  Jr,  MD,  Dallas 

Elliot  Weser,  MD,  San  Antonio 

Ben  H.  White,  MD,  Austin 

George  Willeford,  Jr,  MD,  Austin 

Jean  D.  Wilson,  MD,  Dallas 

FredJ  Wolma,  Jr,  MD,  Galveston 

Marion  Zetzman,  Dr  PH,  Dallas 


Clinicians,  data,  and  research: 
pickles  to  apples  and  beyond 

In  the  winter  of  1929-  1930  William  Pickles,  a country  practi- 
tioner in  England,  witnessed  an  epidemic  of  jaundice  in  his 
patients.  As  was  his  practice,  he  kept  meticulous  records  of  his 
observations  on  each  patient.  Eventually  he  collected  these 
and  other  data  from  his  practice  into  a classic  little  book.  Epi- 
demiology in  Country  Practice,  which  includes  the  first  de- 
scription of  type  A hepatitis,  complete  with  incubation  period, 
clinical  course,  and  prognosis. 

The  same  year  that  Pickles  collected  his  hepatitis  data,  IBM 
introduced  a new  machine,  the  “calculating  card  punch.”  The 
calculating  card  punch  developed  an  idea  Hollerith  had  intro- 
duced in  the  1880s:  that  coded  information  could  be  recorded 
on  punch  cards.  In  the  50  years  between  Hollerith  and  IBM’s 
machine,  not  much  had  happened  and  Pickles  might  not  have 
been  interested  even  if  he  had  known  about  IBM’s  new  ma- 
chine. Now,  only  another  50  years  later,  punch  cards  are  a 
sentimental  memory  and  we  are  tantalized  by  the  vistas 
opened  by  the  silicon  revolution. 

Automated  data  processing  has  potential  for  providing  new 
capabilities  in  areas  of  medicine  as  discrepant  as  office  manage- 
ment, patient  care,  and  research,  but  progress  has  been  un- 
even. As  might  be  expected,  early  activity  centered  around 
business  applications,  and  many  of  these  now  work  rather  well. 
Many  currently  available  “multipurpose  medical  computing 
systems”  are  basically  still  just  business  systems  whose  devel- 
opers have  little  understanding  of  clinical  information  beyond 
the  charge  diagnosis. 

Physicians  record  detailed  clinical  information  for  two  dis- 
tinct purposes:  for  use  in  future  care  of  the  individual  and  for 
increasing  understanding  of  the  disease  process  itself,  ie,  for 
research.  The  familiar  paper  medical  chart  was  effective  for 
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lencrations  in  serving  the  first  of  these  needs,  but  has  gradu- 
|lly  become  increasingly  complex  and  voluminous.  The  com- 
uter  offers  an  attractive  alternative  in  the  electronic  medi 
lal  record,  particularly  for  physicians  dealing  with  chronic 
jisease.  The  nephrologist  who  is  able  to  view  a graph  of  his 
atient’s  creatinine  values  for  the  past  several  years  is  in  a 
etter  position  to  provide  optimal  care  than  is  his  colleague 
I ’ho  must  leaf  through  a thick  chronological  medical  record, 
[inderstandably,  clinicians  are  pressing  for  an  “electronic  medi- 
ial  record”  for  clinicial  care,  and  the  near  future  is  likely  to 
roduce  a number  of  new  systems  that  are  modeled  after  the 
!'aditional  medical  record,  llnfortunately,  such  systems  will  do 
ttle  to  enhance  research  and  may  even  have  an  adverse  im- 
|act.  Easy  access  to  large  quantities  of  data  will  tempt  naive 
ivestigators  to  go  “data  dredging"  in  murky  waters.  With  suf- 
cient  pressure  to  publish,  a lot  of  squishy  stuff  may  be 
rought  up. 

In  theory,  electronic  data  processing  promises  clinical  re- 
earchers  eventual  relief  from  the  tedious  paperwork  of 
ickles’  experience.  However,  momentous  problems  remain  to 
e solved,  epidemiological  as  well  as  technological.  Research 
■ equires  a substantially  different  orientation  from  clinical  care; 
^ research  the  focus  is  not  on  the  individual  patient,  but  on 
)oking  across  aggregate  information  from  many  patients  in 
rder  to  infer  general  principles.  Anyone  who  ever  decided  to 
o research  using  his  hospital  information  system  or  to  “com- 
uterize”  his  records  on  a microprocessor  can  testify’  to  some 
If  the  difficulties.  Those  who  successfully  negotiate  the  tech- 
jical  hurdles  soon  discover  that  there  is  more  to  research  than 
jata.  An  Apple  doth  not  a Pickles  make.  The  results  of  a poorly 
, bought  out  study  are  not  improved  by  the  computer;  automa- 
jon  doesn't  transform  garbage  into  edible  food — it  just  wraps 

in  deceptively  neat  output. 

Admittedly,  prospects  for  the  future  are  intriguing.  Ever 
ince  the  advent  of  the  medical  record  room,  clinicians  with  a 
ent  toward  research  have  watched  shelves  and  shelves  of 
harts  accumulate  and  have  stood  shaking  their  heads  and  say 
ig,  “There  must  be  a gold  mine  there — if  only  we  could  get 
0 it.”  Now  we  seem  to  be  approaching  the  time  when  tech- 
lology  will  allow  the  clinician  to  access  clinical  data  for  re- 
earch  purposes.  The  problem  is  that  as  things  stand  now,  the 
lata  are  apt  to  be  fool’s  gold.  To  make  large  clinical  data  sets 
iseful  for  research  will  require  not  only  technology',  but  some 
lew'  and  hard-nosed  thinking  about  medical  information.  Ex 
client  publications  on  the  subject  are  available  ( 1—7).  The 
leeds  of  research  include  such  simple  ( but  vital ) ploys  as 
listinguishing  between  “1  didn’t  look”  and  “the  finding  was 
lormal,”  a fine  point  often  neglected  by  clinicians  when  deal- 
ng  with  aspects  irrelevant  to  the  patient’s  immediate  problem. 
Tie  omission  of  "irrelevant”  information  may  facilitate  later 
eview  of  the  chart  for  clinical  care,  but  it  may  prevent  use  of 
he  record  for  research. 

As  we  work  toward  a database  for  research,  we  may  stumble 
)n  some  surprises.  For  example,  it  may  turn  out  that  for  re- 
■earch  purposes  recording  the  diagnosis,  which  is  subjective,  is 
elatively  useless  but  that  objective  data,  such  as  a digitized 


iditor's  note:  Readers  who  are  considering  buying  a computer  will  find 
lelpful  tips  in  "How  to  watch  a computer  demonstration, " p 42. 
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fundus  photograph,  are  priceless.  Diagnostic  criteria  drift  over 
time  and  vary'  from  person  to  person,  but  the  lesions  on  a 
photograph  can  be  reevaluated  in  the  light  of  new  knowledge 
or  interesting  new  questions. 

The  presently  available  research  systems,  such  as  Clinifo  and 
Medlog,  are  a far  cry'  from  a future  in  which  the  physician  can 
dictate  findings  for  each  patient  in  the  course  of  his  examina- 
tion, answer  questions  regarding  items  that  were  omitted  or 
unclear,  and  simultaneously  develop  a medical  record  for  care 
of  the  patient  and  a base  for  research.  Development  of  a sys- 
tem which  could  simultaneously  serve  the  needs  of  patient 
care  and  research  is  a nontrivial  task  and  would  require  an 
unprecedented  level  of  interdisciplinary'  cooperation,  with  col- 
laboration along  a great  continuum  extending  from  medical 
practitioners  and  epidemiologists  to  experts  in  artificial  intelli- 
gence. When  and  if  this  ty  pe  of  collaboration  takes  place,  we 
could  experience  a new  era  of  clinical  research  and  have  the 
capacity'  to  address  with  scientific  rigor  questions  about  the 
relationship  between  diseases,  risk  factors,  and  natural  history 
that  are  now  approached  in  a piecemeal  fashion,  if  at  all. 

Technology'  alone  will  not  produce  a new  crop  of  phy  sician- 
,scientists.  The  Pickles  of  tomorrow  will  still  need  to  think  like 
a .scientist,  but  opportunity'  is  open  to  develop  a set  of  power- 
ful and  easy-to-use  tools  to  reduce  the  tedium  of  his  task  and 
broaden  his  scope. 

ARG'VT  HILLIS.  PHD 

Department  of  Biostatistic.s,  Scott  and  White  Hospital.  2-i01  S 51st  St.  Temple.  TX 
76508;  and  Departments  of  Stati.stics  and  Medical  Microbiology  and  Immunologt  , 
Texas  A&M  College  of  Medicine 

REFERENCES 

1 Haynes  RB.  Sackett  DL,  Tiigwell  P:  Problems  in  the  handling  of 
clinical  and  research  evidence  by  medical  practitioners.  Arch  Intern 
Med  1-43(  10);  1971-1975,  1983. 

2.  Clinical  disagreement:  1 How  often  it  occurs  and  why.  Depart- 
ment of  Clinical  Epidemiology  and  Biostatistics,  McMaster  University, 
Can  Med  Assoc  J 1 23(6 ):499-5()4,  1980. 

3.  Koran  LM:  The  reliability  of  clinical  methods,  data  and  judgments 
(first  of  two  parts).  N EnglJ  Med  29.3(  13);642-646,  DT’S. 

4.  .Sackett  DL,  Haynes  RB,  Tugwell  P;  Clinical  Epidemiology;  A Basic 
.Science  for  Clinical  Medicine.  Boston,  Little  Brown  & Co,  1985. 

5.  Feinstein  AR:  T'axonorics:  1.  Formulation  of  Criteria.  Arch  Intern 
Med  126(4):679-693,  1970. 

6.  Feinstein  AR;  Taxonorics;  11  Formats  and  coding  systems  for  data 
processing.  Arch  Intern  Med  1 26( 6 ):  1053— 1067.  1970. 

7.  Covvey  HD,  McAlister  NIL  Introduction  to  computing  concepts, 
in  Computers  in  the  Practice  of  Medicine,  Reading,  Ma.ss,  Addison- 
Wesley,  1980,  vol  1. 

8.  Covvey  HD,  McAli.ster  NFL  Issues  in  medical  computing,  in  Com- 
puters in  the  Practice  of  .Medicine,  Reading,  .Mass,  Addi.son-Wesley, 
1980,  vol  2. 


XmCtters 


The  price  of  ‘emancipation’ 

“The  great  nurse  emancipation  case,”  Texas  Medicine,  October 
1985,  by  E.  Hoyt,  MD,  states  that  court  cases  such  as  ones 
cited  in  his  article  “have  defined  an  independent  nurse-patient 
relationship  that  stands  to  change  the  nurse-physician  relation- 
ship and  to  enhance  the  nurses’  professional  status.”  1 agree 
that  the  nurse-physician  relationship  will  be  changed,  but  1 
doubt  it  will  enhance  the  nurses’  professional  status.  The  esca- 
lation of  lawsuits  certainly  hasn’t  enhanced  doctors’  profes- 
sional status.  1 doubt  it  will  help  the  nursing  profession  any 
more  than  ours.  In  fact,  malpractice  suits  are  threatening  the 
existence  of  midwifery. 

Another  interpretation  of  the  recent  increase  of  legal  and 
regulatory  action  against  nurses  is  simply  that  yet  another  pro- 
fession has  fallen  prey  to  the  legal  system's  and  society’s  acri- 
monious and  unforgiving  attitude. 

VICTOR  VLAHAKOS,  MD 

1717  North  Loop  West,  Suite  2,  Houston,  TX  77008 
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\Afe  are  your  neighbors,  your 
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Thank  you  for  giving. 
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herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DOS,  MN 

“HERPECIN-L*^.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DOS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc..  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


HeRpecin-L^ 


In  Texas  HERPECIN-L  is  available  at  all  Revco 
Drug  Stores  and  other  select  pharmacies. 


THE  UNIVERSI  EY 
_.  OF  TEXAS  _ _ 

health 

CENTER 

AT  TYLER 


Clinical  Services  and  Consultations 


• Cardiovascular  Diagnosis  and  Surgery 

• Home  Health  Care  Services 

• Infectious  Disease 

Atypical  Mycobacteria,  Pneumonia 
& Related  Diseases,  Tuberculosis 

• Oncology 

• Outpatient  Care 

• Pediatric  Respiratory  Disorders 
Allergy,  Asthma,  Cystic  Fibrosis 
Pneumonia,  Tuberculosis 


• Pulmonary  (Adult) 

Emphysema  & Chronic  Bronchitis 
Occupational  Lung  Diseases 
Pulmonary  Physiology 
Pulmonary  Infiltrative  Disease 
Sleep-Related  Breathing  Disorders 
Pulmonary  Rehabilitation 
Undiagnosed  Pulmonary  Masses 

• Radiology  • Smoking  Cessation 

• Thoracic  Surgery 


A Referral  Center  for  Cardiopulnjonary  Diseases 

Located  on  Highway  271  at  SH  155,  5 miles  north  of  Tyler.  Mailing  address: 
P.O.  Box  2003,  Tyler,  TX  75710.  For  information  and  referral  call:  T800-442-8842 
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TEXAS  MEDICAL  LIABILITY  TRUST 


The  Texas  Medical  Liability 
Trust  is  an  organization  orter- 
ing  professional  liability  insur- 
ance responsive  to  the  needs 
of  Texas  physicians. 

Our  philosophy  is  to  pro- 
vide an  enduring  source  of  lia- 
bility insurance,  impact  on  the 
overall  malpractice  insurance 
market  by  our  presence,  pro- 
vide loss  prevention  and  risk 
management  education  to 
minimize  malpractice  prob- 
lems and  to  effectively  handle 
claims  with  personal  attention 
to  our  policyholders.  This  phi- 
losophy results  in  the  highest 
quality  liability  insurance  for 
Texas  physicians. 

Today,  the  health  care  in- 
dustry is  in  an  era  of  change. 
Cost  containment  incentives, 
DRG  systems,  competitive  en- 


vironment, and  rising  costs  of 
health  care;  plus  new  laws  and 
liberal  legal  trends  are,  mc:)re 
than  ever  before,  affecting  the 
Texas  physician.  The  Texas 
Medical  Liability  Trust  is 
acutely  aware  of  these  trends. 
Our  priority  to  anticipate  the 
future  and  understand  the 
staggering  problems  of  profes- 
sional liability  are  a vital  part 
of  the  quality  service  offered. 
And  it  is  because  of  this 
awareness  and  our  understand- 
ing of  the  industry  that  TMLT 
has  emerged  as  a dynamic 
leader  in  the  field  of  profes- 
sional liability  insurance. 

The  Texas  Medical  Liability 
Trust  . . . quality  insurance 
services  to  match  quality 
medical  practices. 


SET 


THE  HIGHEST  QUALITY  LIABILITY  INSURANCE  EOR  TEXAS  PimiCIANS. 

Created  by  the  Texas  Medical  Association 


Statewide  Service  Center:  l-800-252-9179/r.O.  Box  14746,  Austin,  Texas  78761 


lAews 


niA  IN  Acn ON 


AMA  to  introduce  legislation 
permitting  physician  trials 

Adopting  a resolution  from  the  Texas 
Medical  Association,  the  American  Medi- 
cal Association  has  agreed  to  introduce 
legislation  that  would  permit  trials  for 
physicians  who  have  been  fined  more 
than  810,000  by  or  suspended  from  the 
Medicare  program. 

Current  Medicare  regulations  restrict 
judicial  review  of  the  facts  used  by  the 
Inspector  General  of  the  US  Department 
of  Health  and  Human  Ser\’ices  to  impose 
financial  penalties  against  a physician,  or 
to  suspend  a physician  from  the  Medi 
care  program.  TTie  financial  penalties  can 
include  amounts  as  high  as  82,000  for 
each  alleged  improper  service  plus  tw  ice 
the  amount  that  was  claimed  for  each 
seiA’ice. 

The  AMA  House  of  Delegates  adopted 
the  Texas  proposal  during  its  interim 
meeting,  Dec  8-11,  1985,  in  Washington, 
DC.  Other  Texas  resolutions  that  met 
with  success  supported  ( 1 ) collection  of 
data  on  inappropriate  denial  or  curtail- 
ment of  medical  care  and  hospitalization 
due  to  the  propsective  pricing  system 
and  diagnostic  related  groups  ( DRGs ), 

(2)  protection  of  the  conhdentialitv'  of 
peer  review  activities,  ( 3 ) the  banning  of 
smokeless  tobacco,  and  ( 4 ) the  enhance- 
ment of  membership  benefits  through 
nondues  income. 

In  other  actions,  the  AMA  House  of 
Delegates: 

— directed  the  AMA  to  continue  ag- 
gressive legislative  and  judicial  activity  to 
eliminate  the  discriminator)’  action  of 
Congress  in  freezing  charges  for  physi 
cian  services  under  Medicare. 

— asked  the  AMA  to  continue  to  op- 
pose and  seek  repeal  of  the  required  phy- 
sician attestation  statement  on  hospital 
medical  records  of  Medicare  bene- 
ficiaries. 

— adopted  principles  to  be  applied  in 
evaluating  preadmission  review'  and 
certification  of  Medicare  recipients,  and 
asked  the  AMA  to  ^tudy  the  advantages 
and  disadvantages  of  the  “gatekeeper 
system.” 

— endorsed  seven  areas  to  receive  in- 
creased emphasis  in  1986  and  during  the 
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next  several  years,  including  expanded 
collection,  analysis,  and  dissemination  of 
information  related  to  medical  practice 
concerns. 

— received  a progress  report  on  the 
program  to  inform  the  public  of  changes 
in  the  medical  care  delivery’  system  and 
increase  the  public's  awareness  that  phy- 
sicians are  the  patients’  best  advocates. 

— opposed  any  form  of  media  advertis- 
ing of  tobacco  products. 

Annual  session  fee  doubles 
for  nonmembers 

The  annual  session  registration  fee  for 
physicians  who  are  not  members  of 
Texas  Medical  Association  will  increase 
from  850  to  8100,  beginning  with  the 
upcoming  session.  May  7—11,  1986,  in 
Dallas. 

TMA’s  Board  of  Trustees  and  Council 
on  Annual  Session  and  Scientific  Pro- 
gramming approved  the  fees,  along  w ith 
charges  for  other  classifications  of  non- 
physicians. Prospective  exhibitors  and 
approved  visitors  will  pay  850.  A 810 
fee  will  be  charged  for  allied  health  pro- 
fessionals, interns,  residents,  fellows,  stu- 
dents, and  spouses  of  nonmember 
physicians.  Fees  w ill  be  waived  for  non- 
members w ho  are  program  participants, 
exhibitors,  TMA  and  county'  medical  so- 
ciety staffs  and  their  families,  and  official 
guests. 

The  increase  in  nonmemher  fees  fol- 
lows the  defeat  of  a proposal  to  charge 
850  for  TMA  members  attending  the  ses- 
sion. The  TMA  House  of  Delegates  voted 
down  the  measure  during  its  interim 
meeting,  Nov  23,  1985,  in  Austin. 

Seminar  tells  physicians,  staff 
how  to  avoid  cosdy  problems 

Physicians  and  their  office  personnel  can 
attend  in  absentia  a seminar  that  offers 
advice  on  how  to  avoid  costly  financial 
problems  with  insurance  carriers.  Tlie 
seminar — “Claims  and  Records  Docu- 
mentation”— is  available  on  audio  cas- 
sette tape  from  the  Texas  Medical  Asso- 
ciation. 

Harold  Whittington,  of  Harold  Whit- 
tington and  Associates,  Dallas,  conducted 
the  seminars  during  October  and  Novem- 
ber 1985.  In  his  presentation,  Mr  Whit- 


tington reveals  the  factors  that  prompt 
carrier  audits  of  physicians  and  how  to 
deal  with  an  audit.  He  also  explains  the 
insurance  claim  codes  most  often  mis- 
used and  other  relevant  topics. 

In  a letter  introducing  the  seminar, 
TMA  president  D.  Clifford  Burross,  MD, 
Wichita  Falls,  noted,  “During  the  past  few 
months  we  have  seen  a significant  surge 
in  the  audit  and  surveillance  activities  of 
physicians’  practices  hy  Medicare,  Medi- 
caid, and  private  health  insurance  car- 
riers . . . The  results  of  these  audits  and 
reviews  have  not  been  comfortable  for 
those  involved.  Lack  of  documentation  in 
the  charts  and  medical  records  to  cor- 
roborate information  submitted  on  the 
claim  form.s  has  been  the  primary'  culprit, 
and  as  a result,  we  are  seeing  refunds 
and  recoupments  levied  hy  carriers  in 
amounts  of  820,000 — 840,000 — 
880,000,” 

A tape  and  a seminar  outline  are  avail- 
able for  purchase  for  820  from  John  Boff, 
Director,  Department  of  Medical  Staft7 
Practice  Management,  Texas  Medical  As- 
sociation, 1801  N Lamar  Blvd,  Austin,  TX 
78701,  phone  (512)477-6704. 


HEAI.THLINE 


CDC  publishes  recommendations 
on  perinatal  transmission  of  AIDS 

The  Centers  for  Disease  Control  have 
published  recommendations  for  prevent- 
ing perinatal  transmission  of  Acquired 
Immunodeficiency  Syndrome  (AIDS). 

The  CD(]  reports  that  as  of  Dec  1 , 

1985,  217,  or  1%,  of  15,1'^2  reported 
AIDS  cases  occurred  among  children 
under  13  years  of  age.  Of  the  217,  165, 
or  76% , were  born  to  mothers  belonging 
to  groups  with  increased  prevalence  of 
infection.  Of  the  patients  with  perinatally 
acquired  AIDS,  45%  resided  in  New'  York 
City,  and  32%  resided  in  Florida  and  New 
Jersey. 

The  recommendations,  contained  in 
the  Dec  6,  1986,  issue  of  CDC’s  “Morhid- 
ity'  and  Mortality'  Weekly  Report,”  suggest 
counseling  and,  when  indicated,  testing 
for  the  antibody  to  human  T-lympho- 
tropic  virus  Type  IlULymphadenopathy- 
Associated  Virus  ( HTLV-llTLAV ). 

Testing  is  indicated  for  women  who 
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A TIMELESS  MESSAGE  . . . 
“LET  THE  BUYER  BEWARE.” 

The  Texas  Medical  Association  has  sponsored  an  Insurance  Program  as  a 
service  to  its  members  for  over  29  years.  The  success  of  the  Program  is  sub- 
stantiated by  the  fact  that  over  19,000  individuals  are  insured  in  one  or  more 
plans — and  the  number  increases  daily. 

The  purchase  of  insurance  is  an  individual  choice.  There  is  no  concern  in  this 
regard.  However,  there  is  concern  when  the  effectiveness  of  the  TMA  coverage 
is  questioned  without  a complete  comparison  being  made. 

If  an  effort  is  made  to  persuade  you  to  give  up  any  coverage  you  have  in  force 
or  not  to  enroll  in  a certain  program,  ask  the  agent  to  make  a complete  written 
comparison  of  both  policies  involved.  Make  sure  the  comparison  includes  such 
things  as  how  long  benefits  will  be  paid  and  the  qualifying  circumstances,  appli- 
cation of  deductibles,  coordination  clauses,  partial  payments,  amounts  paid  for 
specific  losses,  cost  projections,  termination  dates,  and  what  additional  charges 
are  made  for  certain  options.  You  should  then  submit  the  comparison  to  the 
other  carrier  for  evaluation. 

STATE  INSURANCE  LAWS  prohibit  the  use  of  misleading  statements  or  in- 
complete comparisons  during  presentations.  The  ultimate  choice  is  yours,  but 
do  not  base  your  decision  on  anything  less  than  factual  information. 
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underwritten  by 

PRUCO  LIFE  INSURANCE  COMPANY  OF  TEXAS 

A Subsidiary  of  The  Prudential 


Texas  Medici. 


I 


I have  used  drugs  intravenously  for  non- 
medical purposes;  who  were  born  in 
countries  where  heterosexual  transmis- 
sion is  thought  to  play  a major  role;  who 
have  engaged  in  prostitution;  and  who 
have  been  sex  partners  of  men  who 
[abuse  intravenous  drugs,  are  bisexual, 
have  hemophilia,  were  born  in  countries 
where  heterosexual  transmission  is 
thought  to  play  a major  role,  or  have  evi- 
dence of  HTLV-III/LAV  infection. 

The  report  further  suggests  that  coun- 
seling and  testing  services  should  be 
available  in  settings  where  members  of 
this  high-risk  group  seek  medical  ser- 
vices; centers  for  treating  intravenous 
drug  abuse,  comprehensive  hemophilia 
treatment  centers,  sexually  transmitted 
disease  clinics,  and  clinics  that  serve  fe- 
male prostitutes.  The  services  also  should 
ibe  available  in  settings  that  provide  fam- 
ily planning  and  infertility  services,  the 
guidelines  say. 

I Women  with  positive  antibody  results 
should  consider  delaying  pregnancy. 
Counselors  should  warn  pregnant  women 
that  breastfeeding  may  transmit  the  virus 
to  a child. 

Women  with  negative  test  results 
should  be  told  that  their  chance  for  infec- 
tion increases  if  they  have  sexual  inter- 
course with  partners  who  have  evidence 
of  HTLV-III/LAV  infection. 

The  bulletin  notes,  “These  recommen- 
dations will  be  revised  as  additional  in- 
formation becomes  available.  It  is 
, recognized  that  provision  of  the  recom- 
I mended  professional  counseling,  HTLV- 
I II/LAV-antibody  testing  and  associated 
» specialized  medical  services  will  take 
' time  to  implement  and  may  stress  avail- 
' able  resources,  particularly  in  public  fa- 
I cilities,  which  are  most  greatly  affected.” 

f, 

' Rules  changed  to  prevent 
I ophthalmia  neonatorum 

The  Texas  Department  of  Health  has  an- 
nounced a change  in  the  medication 
used  to  prevent  ophthalmia  neonatorum. 
Effective  Jan  1,  1986,  Section  97.136  of 
the  Texas  Venereal  Disease  Rules  and 
Regulations  requires  every  physician, 
nurse,  midwife,  or  other  person  in  at- 
tendance at  childbirth  to  apply  or  have 
applied  one  of  the  following  to  the  new- 
born baby’s  eyes:  ( 1 ) a 1 % ophthalmic 
tetracycline  solution  or  ointment  in  each 
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eye  within  two  hours  after  birth,  or  ( 2 ) a 
0.5%  ophthalmic  erythromycin  solution 
or  ointment  within  two  hours  after  birth. 

This  requirement  replaces  the  use  of 
silver  nitrate  solution  for  the  prevention 
of  eye  infections  and  blindness  in  new- 
born infants.  While  ophthalmia  neona- 
torum has  traditionally  been  viewed  as 
conjunctivitis  of  the  newborn  caused  by 
Neisseria  gonorrhoeae,  it  is  now  known 
that  Chlamydia  trachomatis  is  also  a 
causative  agent,  and  in  fact  is  responsible 
for  more  cases  of  ophthalmia  neona- 
torum thdtn  N gonorrhoeae.  Neither  a 1% 
silver  nitrate  solution  nor  injectable  peni- 
cillin will  prevent  chlamydial  infections. 
A 1%  tetracycline  ophthalmic  ointment 
or  drops  or  a 0.5%  erythromycin  oph- 
thalmic ointment  or  drops,  however,  pro- 
vides effective  prophylaxis  against 
ophthalmia  neonatorum  caused  by  A'^go- 
norrhoeae  or  C trachomatis. 


CDC  monitors  vaccine, 
adverse  events 

The  Centers  for  Disease  Control  (CDC) 
Division  of  Immunization  is  monitoring 
adverse  events  temporarily  associated 
with  the  Haemophilus  influenzae  Type 
b polysaccharide  vaccine  to  identify  the 
types  of  events,  their  frequency,  and  their 
severity.  As  with  other  vaccines,  the 
forms  for  the  Monitoring  System  for  Ad- 
verse Events  Following  Immunization 
(MSAEFI)  should  be  used  to  collect  and 
report  specific  information  to  the  Texas 
Department  of  Health  (TDH ) and  CDC. 

The  TDH  Immunization  Division  asks 
that  adverse  events  following  the  admin- 
istration of  Haemophilus  b vaccine  (as 
well  as  other  vaccines ) occurring  in  both 
private  and  public  sectors  be  reported 
and  investigated  as  promptly  as  possible. 
The  MSAEFI  report  on  persons  having  ad- 
verse events  following  receipt  of  public- 
sector  vaccine  should  be  sent  to  TDH  as 
soon  as  possible.  Reports  on  persons  re- 
ceiving this  vaccine  in  the  private  sector 
should  be  sent  directly  to  the  manufac- 
turer (Attn:  Ms  Cherie  Bauduniak,  Praxis 
Biologies,  Inc,  300  E River  Rd,  Rochester, 
NY  14623). 


SOCIOECONOMICS 


TDHS  adds  step 

to  generic  override  procedure 

The  Texas  Department  of  Human  Ser- 
vices (TDHS)  now  requires  the  state’s 
physicians  to  write  “brand  necessary”  on 
prescriptions  to  assure  that  their  Medi- 
caid patients  receive  drugs  of  choice. 

The  new  requirement,  effective  Dec  1, 
1985,  is  part  of  the  Texas  Maximum 
Allowable  Cost  (TMAC ) program.  Previ- 
ously, physicians  could  override  generic 
drug  substitution  by  signing  a designated 
line  on  a two-line  prescription  form.  In 
addition  to  this  step,  the  new  regulations 
require  that  the  physician  also  handwrite 
the  words  “brand  necessary  ” on  the  face 
of  the  prescription. 

To  promote  the  use  of  generic  drugs, 
TDHS  has  specified  maximum  reimburse- 
ment limits  for  many  multi-source  drugs, 
which  are  listed  in  the  Texas  Drug  Code 
Index.  In  some  cases,  a pharmacist  must 
substitute  a less  expensive  generic  for 
a prescribed  brand  name  drug  or  lose 
money. 

Texas  Medical  Association’s  representa- 
tives supported  the  new  override  proce- 
dure during  testimony  before  the  TDHS 
earlier  in  1985.  A proposed  alternative 
would  have  imposed  a time-consuming 
administrative  burden  on  physicians  and 
pharmacists.  It  would  have  required  phy- 
sicians desiring  a brand  name  product  to 
handwrite  on  the  back  of  a prescription 
form  a statement  that  the  brand  name 
product  must  be  dispensed  and  why. 

Poor  records  are  grounds 
for  Medicaid  disqualification 

The  New  York  Supreme  Court  has  upheld 
a ruling  that  a Medicaid  provider’s  failure 
to  maintain  sufficient  records  is  grounds 
for  disqualification  from  the  program. 

According  to  the  July  1985  ruling,  the 
failure  of  a provider  to  maintain  records 
sufficient  to  fully  disclose  the  extent  of 
care,  services,  or  supplies  furnished  to 
Medicaid  recipients  is  an  unacceptable 
practice  for  which  permanent  disqualifi- 
cation from  participation  in  the  Medicaid 
program  is  an  appropriate  sanction  even 
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Starlite  Village 
HospHa! 

Cenfer  Point,  Texas 

Ph.  634-2212 
634-2213 

A specialized  hospital  dedicated  to  the 

physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  Annabelle  Lindner 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH:  ACCREDITED 


TEXAS  MEDICAL  LIABILITY  TRUST 

COMMITTED 

TOQUAUTY 

SERVICE 

The  Texas  Medical  Liability 
Trust  is  an  organization  offering 
professional  liability  insurance 
responsive  to  the  needs  of  Texas 
physicians. 

The  Texas  Medical  Liability 
Trust  . . . quality  insurance  ser- 
vices  to  match  quality  medical 
practices. 

CALL  TOLL  FREE 

1-800-252-9179 

mj 

THE  HIGHEST  QUALITY  LIABILITY  INSURANCE  FOR  TEXAS  PITYSICIANS. 

P.O.  Box  14746,  Austin,  Texas  78761 


equation  equals  the  total  number  of  staff  members  in 
your  professional  practice  or  coqtoration.  Subtract 
from  that  number  all  but  one  staff  member  — yourself 

Vdiat  do  you  get?  Freedom.  Freedom  from  the 
expense  and  bother  of  personnel-related 
administrative  chores. 

Freedom  to  design  a benefits  and  retirement 
package  which  best  fits  your  oirii  needs,  without 
the  financial  and  administrative  burden  of  supplying 
like  coverage  for  ever\'  member  of  your  staff. 

Freedom  to  offer  your  staff  “large  coqtoration" 
benefits,  even  if  your  professional  practice  or  company 
is  modest  in  size. 

Tbe  equation  can  w'ork  for  you,  through  the  ser\ices 
of  Staff  Leasing,  Inc.  The  concept  is  simple.  Our 
company  hires  your  employees  and  leases  them  back 
to  you.  Your  office  routine  remains  unchanged,  except 
that  Staff  Leasing,  Inc.  handles  all  facets  of  personnel 
administration.  VTe  assume  responsibility  for  payroll 
and  related  accounting,  make  all  employer  contributions 
to  taxes  and  insurance  on  behalf  of  employees,  and 
manage  the  withholding  and  deposit  of  all  employee 
payroll  deductions. 

Because  a large  number  of  men  and  women  are 
employed  by  Staff  Leasing,  Inc.,  our  company  can 
pro\  ide  a package  of  employee  benefits  second  to 
none.  Your  staff  will  enjoy  group  medical  insurance, 
including  maternity  benefits:  group  dental  insurance; 
group  life  insurance;  a sound  retirement  plan; 
professional  liability  insurance;  worker's  compensation 
insurance;  and  more. 

Staff  leasing  is  also  a recogni/xd  and  approved 
solution  to  the  affiliated  service  group 
problem  presented  by  Internal  Revenue  Code 
Section  4l4(m). 

Staff  Leasing,  Inc.  is  not  an  employment  agency. 

We  simply  make  it  easier  for  you  to  operate  your 
professional  practice  or  corporation  with  existing 
staff.  Or  we  staff  your  office  with  new  employees, 
subject  to  your  approval. 

Freedom.  It’s  writing  one  check  a month  and  letting 
Staff  Leasing,  Inc.  do  the  rest. 

Let  us  work  out  a staff  leasing  plan  for  you.  It 
adds  up  to  a better  way  of  doing  business. 


Texas  office: 

Staff  Leasing,  Inc. 
7557  Rambler  Road, 
Suite  610 

Dallas,  Texas  75231 
(214)  696-0808 


Oklahoma  office: 

Staff  Leasing,  Inc. 

P.O.  Box  12373 

Oklahoma  City,  Oklahoma  73 1 57 
(405)  943-.3310 
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if  there  is  no  finding  of  intent  to  defraud 
the  agency. 

Texas  Medical  Association’s  Council  on 
Socioeconomics  brouglit  the  ruling  to 
the  attention  of  the  House  of  Delegates 
during  its  Nov  23,  1985,  meeting  in 
Austin.  The  delegates  approved  the  coun- 
cil’s recommendation  that  the  Council  on 
Legislation  and  the  Hospital  Medical  Staff 
Section  study  the  issue  and  develop  pol- 
icy recommendations. 

The  New  York  case  follows  a 19"'"' 
Pennsylvania  court  ruling  that  barred  a 
physician  from  the  Medicaid  program, 
also  for  inadequate  record-keeping.  The 
“Medicare  and  Medicaid  Guide  ' de- 
scribed the  case,  noting  that,  "The 
records  wxre  . . . inadequate  because 
another  physician  using  them  would  not 
be  able  to  determine  a proper  course  of 
treatment  for  a patient  in  the  event  of  an 
emergency” 


CAPITAL  COMMENTS 


AMA  delegates  visit 
Texas  Congressmen 

While  they  were  in  Washington,  DC,  for 
the  Dec  8—1 1,  1985,  interim  meeting  of 
the  American  Medical  Association’s 
House  of  Delegates,  more  than  40  Texas 
delegates  called  on  their  Congressmen. 

Following  the  scheduled  visits,  C^on- 
gressman  Jake  Pickle  ( D-Austin ) provided 
a special  briefing  for  the  Texas  physi- 
cians. Mr  Pickle  is  a senior  member  of 
the  House  Ways  and  Means  Committee 
and  has  been  a vocal  spokesman  for  the 
medical  community.  Texas  Medical  Asso- 
ciation President  D.  Clifford  Burross,  MD, 
Wichita  Falls,  explained  the  physicians’ 
feelings  by  telling  Mr  Pickle,  “Let  the 
government  tell  us  what  it  can  afford  to 
pay,  and  then  let  us  be  about  the  business 
of  caring  for  our  patients.  To  the  ones 
who  can  afford  to  pay,  we  will  make  a 
reasonable  charge.  The  others,  w'e  will 
take  care  of” 

House  Majority  Leader,  and  soon-to-be- 
Speaker,  Jim  Wright  (D-Fort  Vi  orth  ) paid 
a surprise  visit  to  Mr  Pickle’s  briefing  ses- 
sion and  welcomed  the  participants  to 
Washington. 

In  one  of  the  highlights  of  the  trip, 
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Houston  physicians  ,Sam  Nixon,  MD,  and 
the  late  Frank  Webber,  MD,  represented 
TMA  in  a meeting  with  Sen  Phil  Gramm 
( R-College  Station ).  VChile  the  senator 
did  not  agree  to  serve  as  a cosponsor  of 
the  AMA’s  tort  reform  bill,  he  did  commit 
himself  and  his  staff  to  helping  resolve 
the  crisis.  Sen  Gramm  predicted  that  lia- 
bility insurance  w'ould  be  a critical  issue 
for  the  rest  of  the  decade. 

Texas  Congressmen  and  their  chief 
staff  aides  were  honored  during  a recep- 
tion Tuesday,  Dec  10,  in  Vi'ashington’s 
Sam  Rayburn  office  building,  named  for 
the  legendary-  congressman  and  speaker 
from  Texas.  Twelve  congressmen  at- 
tended, including  Dick  Armey  ( R- 
Denton),  Jim  Chapman  (D-Sulphur 
Springs ),  Steve  Bartlett  ( R-Dallas ),  Joe 
Barton  (R-Ennis),  Beau  Boulter  (R- 
Amarillo),  Larr\'  Combest  (R-Lubbock), 
Tom  DeLay  ( R-Stafford ),  Kika  de  la  Garza 
(D-Mission),  Ralph  Hall  (D-Rockwall ), 
Solomon  Ortiz  ( D-Corpus  Christi ), 
(Charlie  Stenholm  ( D-Stamford ),  and  Mr 
Pickle.  Also  in  attendance  were  approxi- 
mately ■’S  congressional  staff  members 
from  other  offices. 

Congressman  Stenholm’s  office  coordi- 
nated the  reception,  and  Robert  B. 
Crouch,  MD,  Houston,  federal  legislative 
liaison  for  the  TMA  Council  on  Legisla- 
tion, arranged  the  visits  to  individual 
congressmen. 


“You  have  a lot  in  common  with  my  last 
doctor — he  never  wanted  to  discuss  anything 
but  my  symptoms  either. " 


Dr  Burross  pledges  support 
for  study  of  elderly  abuse 

Texas  Medical  Association  President  D. 
Clifford  Burross,  MD,  Wichita  Falls,  has 
pledged  the  association’s  support  to  the 
Texas  Senate  Select  Subcommittee  on  El- 
derly Abuse. 

Speaking  before  the  subcommittee  in 
late  November  1985.  Dr  Burross  offered 
the  assistance  of  the  association’s  Com- 
mittee on  Aging  and  Nursing  Homes, 
chaired  by  Jack  Weinblatt,  MD,  Temple. 
“We  hope  that  in  some  small  way,  the 
Texas  Medical  Association  can  be  helpful 
to  the  subcommittee,”  Dr  Burross  said. 

“We  are  supportive  of  those  provisions 
in  the  Medical  Practice  Act  that  protect 
patients,  particularly  the  elderly,  from 
quackeiY',  overcharging,  and  overtreating. 
Whether  it’s  our  very-  young  or  very  old, 
we  want  to  prevent  the  abuse  of  those 
who  find  it  difficult,  or  are  unable,  to  take 
care  of  themselves,”  he  added. 

Dr  Burross  told  the  subcommittee, 
“The  current  65  and  over  population  in 
Texas  is  1.563.089.  By  the  year  2000,  it  is 
projected  that  this  number  will  increase 
by  one-half  million.  The  health  care 
needs  and  expectations  of  this  segment 
of  our  population  will  undoubtedly  in- 
crease. Already,  Americans  ov  er  the  age 
of  65  receive  a fourth  of  our  prescribed 
drugs  and  fill  a third  of  our  hospital  beds. 
It  is  important  that  Texas  physicians  be 
sensitive  to  the  special  needs  and  unique 
concerns  of  the  elderly.” 

Senator  Chet  Brooks  ( D-Pasadena ) ap- 
pointed the  Senate  Select  Subcommittee 
on  Elderly  Abuse  to  study  ( 1 ) the  extent 
and  existence  of  elderly  abuse,  ( 2 ) crisis 
interv  ention.  ( 3 ) availability  of  emer- 
gency shelters,  and  ( 4 ) the  effectiveness 
of  adult  protection  services  laws. 

Senator  Gonzalo  Barrientos  ( D-Austin ) 
chairs  the  subcommittee.  Also  serving 
are  Senators  John  Whitmire  ( D-Houston  ) 
and  Hector  Uribe  ( D-Brownsvfille ). 


NEWSMAKERS 


BENJY  FRANCES  BROOKS,  MD,  a Hous- 
ton physician  who  became  Texas’  first 
woman  pediatric  surgeon  in  1958,  was 
inducted  into  the  second  annual  Texas 
Women’s  Hall  of  Fame.  Dr  Brooks  joined 
The  University  of  Texas  Medical  School 
in  1973  as  a tenured  full-professor  and 
established  the  division  of  pediatric  sur- 
gery, which  she  headed  for  the  next  ten 
years. 

WALTER  E.  DICKINSON,  MD,  has  been 
elected  to  the  board  of  governors  for  the 
American  College  of  Surgeons.  Dr  Dick- 
inson is  associate  dean  and  head  of  the 
department  of  surgery  at  Texas  Tech  Uni- 
versity School  of  Medicine  at  Amarillo. 

COLEMAN  JACOBSON,  MD,  Dallas,  was 
named  Practitioner  of  the  Year  for  1985 
by  the  Dermatology  Foundation  at  its  an- 
nual meeting  in  December.  Dr  Jacobson 
is  a clinical  professor  of  dermatology  at 
Southwestern  Medical  School,  where  he 
began  teaching  in  1954.  According  to  his 
colleagues,  “he  has  made  the  time  and 
effort  to  advance  the  specialty  through  a 
dozen  worldwide  professional  organiza- 
tions. His  efforts  as  a board  member  of 


Coleman  Jacobson,  MD 


the  American  Academy  of  Dermatology' 
and  both  chairman  of  the  board  of  trust- 
ees and  president  of  the  Dermatology' 
Foundation  have  generated  funds  from 
the  health  industry  and  he  has  brought 
together  leaders  from  the  cosmetic  in- 
dustry' and  dermatology.” 

REBA  MICHELS  HILL,  MD,  Houston,  was 
honored  as  the  recipient  of  the  Baylor 
College  of  Medicine  Alumni  Association’s 
Distinguished  Alumnus  Award  in  Novem- 
ber. Dr  Hill  is  professor  of  pediatrics  and 
head  of  developmental  toxicology  at  Bay- 
lor College  of  Medicine  and  chief  of  new- 
horn  research  at  St  Luke’s  Episcopal 
Hospital. 

P.  RIDGWAY  GILMER,  MD,  Galveston,  has 
assumed  office  as  a governor  of  the  Col- 
lege of  American  Pathologists.  Dr  Gilmer 
is  professor  and  acting  chairman  of  the 
department  of  pathology,  director  of  clini- 
cal laboratories,  and  medical  director  of 
the  department  of  medical  technology  at 
The  University  of  Texas  Medical  Branch 
at  Galveston.  He  also  is  a consulting  pa- 
thologist at  Shriners’  Burns  Institute  in 
Galveston  and  vice-president  of  the  Texas 
Society  of  Pathologists. 


Gerald  D.  Dodd,  MD 


WILLIAM  BARKER  RILEY,  JR,  MD,  Hous- 
ton, has  been  reelected  assistant  secre- 
tary of  the  American  Society  of  Plastic 
and  Reconstructive  Surgery.  Dr  Riley  is 
clinical  associate  professor  of  surgery  at 
The  University  of  Texas  Medical  School 
at  Houston. 

GERALD  D.  DODD,  JR,  MD,  Houston,  has 
been  appointed  to  hold  the  Olga  Keith 
and  Harry  Carothers  Wiess  Chair  in  Diag- 
nostic Radiology  at  The  University  of 
Texas  M.D.  Anderson  Hospital  and  Tumor 
Institute.  Dr  Dodd  is  head  of  the  division 
of  diagnostic  imaging  at  UT  M.D.  Ander- 
son Hospital  and  chairman  of  the  depart- 
ment of  diagnostic  radiology. 

LESTER  J.  PETERS,  MD,  Houston,  has 
been  chosen  to  hold  the  John  G.  and 
Marie  Stella  Kenedy  Memorial  Founda- 
tion Chair  at  The  University  of  Texas 
M.D.  Anderson  Hospital  and  Tumor  Insti- 
tute. Dr  Peters  is  head  of  the  division  of 
radiotherapy  at  the  hospital  and  chair- 
man of  the  department  of  clinical  radio- 
therapy. 


Lester  J.  Peters,  MD 
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WELLBUTRIN 

(Bupropion  HCl) 
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Wellcome 


Consider  the 
causative  organisms... 


250-mg  Pulvules’’  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacteriai  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary.  Consult  the  package  literature  tor  prescribing 
intormatlon 

indications  and  Usage  Ceclor'  (cefaclor.  Lilly)  is  indicated  in  the 
treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Sitepiococcus  pneumoniae  (Diplococcus  pneumoniae).  Haemph 
tius  influenzae,  and  S pyogenes  (group  A beta-hemolyiic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindication  Ceclor  Is  contraindicated  in  patients  with  Known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS,  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS.  INCLUDING  ANAPHYLAXIS, 
TO  BOTH  DRUG  CLASSES 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  (including  macrolides.  semisynthetic 
penicillins,  and  cephalosporins),  therefore,  it  is  important  to 
consider  Its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
severity  from  mild  to  lile-threaienlng 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  ClosinOium  Pifficile  is  one 
primary  cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases  manage- 


ment should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  lor  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions:  General  Precautions  - If  an  allergic  reaction  to 
Ceclor*  (cefaclor.  Lilly)  occurs,  the  drug  should  be  discontinued, 
and,  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g . pressor  amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superintection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treat- 
ment withjhe  cephalosporin  antibiotics  in  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobulin 
tests  are  performed  on  the  minor  side  or  in  Coombs’  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs'  lest  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
for  glucose  in  the  urine  may  occur.  This  has  been  observed  with 
Benedict's  and  Fehling's  solutions  and  also  with  Chnitest* 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip. 
USP.  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis. 

Usage  in  Pregnancy  - Pregnancy  Category  8 - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
limes  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor*  (cefaclor.  Lilly)  There  are, 
however  no  adequate  and  well-controlled  studies  in  pregnant 
women  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mothers  - Small  amounts  of  Ceclor  have  been  delected 
in  mother  s milk  following  administration  of  single  500-mg  doses 
Average  levels  were  O.ls,  0.20. 0.21 , and  0 lo  mcg/ml  at  two. 
three,  tour,  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is* administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  tor 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  after  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1.5 
ercent  of  patients  and  Include  morbiliform  eruptions  (1  in  100) 
ruritus,  urticaria,  and  positive  Coombs'  tests  each  occur  in  less 
than  1 in  200  patients  leases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and.  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a tew 
days  after  initiation  of  therapy  and  subside  within  a tew  days 
after  cessation  of  th^apy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosinophilia  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients). 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
ciinical  laboratory  test  results  have  been  reported.  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician. 

/yepa//c  - Slight  elevations  in  SCOT,  S6PT,  or  alkaline 
phosphatase  values!  1 In  40). 

Hematopoietic  -Imsient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Renal  - Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200} 
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Note  Ceclor*  (cefaclor.  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
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Additional  infomiaiion  available  to 
the  profession  on  reouest  from 
Eli  Lilly  and  Company. 

Indianapolis.  Indiana  46285 
Ell  Lilly  Industries.  Inc. 

Carolina.  Puerto  Rico  00630 


I DpJduiJ  /^(^gpjyfy 

('1(7^1  ofCaring 

1986  The  Upjohn  Company 

18861986 

J-61 38  January  1986 

Before  prescribing,  see  complete  prescribing  information  in  SK&F  CO 
literature  or  PDR.  The  following  is  a brief  summary. 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  ederna  or  hypertensioru 
Edema  or  hypertension  requires  therapy  titrated  to  the  individual.  If  this 
combination  represents  the  dosage  so  determined,  its  use  may  be 
more  convenient  in  patient  managernent. 
and  edema  is  not  static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  Pjogressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  eleva  ed  serum 
potLsium.  %persensitivity  to  either  component  or  other  sulfonamide- 

derived  drugs.  . 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise,  un  ess 
hypokalemia  develops  or  dietary  intake  of  PP'^ssium  is  markedly  impaired^ 

It  supplementary  potassium  is  needed. 

used  Hyperkalemia  can  occur,  and  has  been  associated  with  PPf'''PP  'ppPP" 
larities  It  is  more  likely  in  the  severely  ill,  with  urine  volume  less  thar^ 
one  liter/day  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
IJisuffS  Periodically,  serum  K+  levels  should  be  determinedjf  hype  - 
kalemia  develops,  substitute  a thiazide  alone,  restrict  K iritake.  Assn 
dated  widened  QRS  complex  or  arrhythmia  requires  prompt  abbit  mei 
therapy.  Thiazides  cross  the  placental  barrier  and  appear  in  cord  blood 
Use  in  pregnancy  requites  weighing  anticipated  benefits  against  PPP^rble 
hazards^  including  fetal  or  neonatal  jaundice,  'brombocytopenia  othe 
adverse  reactions  seen  in  adults.  Thiazides  aPP®f' 
appear  in  breast  milk.  If  their  use  is  essential,  the  Pabent  shodd  stop 
nur^sing.  Adequate  information  on  use  in  children  is  ao’ available  Sensitivity 
reactions  may  occur  in  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma.  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  PPb’PPf’aa' ^ 
Dy^ide'  is  about  50%  of  the  bioavailability  of  the  single  entity.  Theoreti- 
cally a patient  transferred  from  the  single  entities  of  Dyreniuin  (triamterene, 
SK8F  CO.)  and  hydrochlorothiazide  may  show  an  increase  in  b eob  Ptessom 
or  fluid  retention.  Similarly,  it  is  also  possible  that  >be  lesser  hydrd 
chlorothiazide  bioavailability  could  lead  to  '."pf^bsed  serum  potass  urn  ^ 

However,  extensive  clinical  experience  with  Dy^ide  ^at  these 
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Hirschsprung’s  disease 
in  Texas:  a plea  for 
early  diagnosis 


Hirschsprung’s  disease  is  a relatively  uncommon 
illness  (approximately  one  case  per  5,000  live 
births)  for  which  the  outcome  has  improved  dra- 
matically in  the  past  40  years.  The  likelihood  of 
death  in  affected  patients  has  diminished  from 
near  certainty  to  5%  or  less.  Development  of  suc- 
cessful surgical  ‘pull-through” procedures  and  re- 
liable early  diagnostic  techniques,  particularly  the 
suction  rectal  biopsy,  account  for  this  improve- 
ment. Diagnosis  achieved  in  the  newborn  period 
(0-30  days  of  life)  will  greatly  reduce  the  inci- 
dence of  Hirschsprung’s  enterocolitis,  and  can 
nearly  eliminate  death  from  this  disease.  Despite 
experience  in  the  1980s  suggesting  that  this  is  an 
achievable  goal,  the  average  age  of  diagnosis  in 
children  referred  to  The  University  of  Texas  Medi- 
cal Branch  remains  greater  than  2 years.  Aware- 
ness of  the  disease  among  primary  care  physicians, 
and  early  aggressive  use  of  the  suction  rectal  bi- 
opsy in  any  infant  or  child  in  whom  Hirsch- 
sprung's disease  is  considered,  should  result  in 
prompt  diagnosis  and  improved  survival 


irschsprung’s  disease,  congenital  colonic 
aganglionosis,  occurs  with  an  incidence  of 
approximately  one  in  5,000  live  births 
(1,2).  The  abnormality  results  from  an  embrv  ologi- 
cal  failure  of  neural  crest  stem  cells  to  complete 
their  cranio-caudal  migration  to  form  the  ganglia  of 
the  myenteric  nervous  system.  The  zone  of  transi- 
tion from  normally  innervated,  functional,  proximal 
bowel  to  aganglionic,  nonperistaltic,  distal  bowel  is 
most  commonly  in  the  rectum  or  sigmoid  colon. 
Proximal  dilatation  and  hypertrophy  of  the  colon 
gives  rise  to  the  classic  “megacolon”  appearance. 
Approximately  5%  of  these  children  will  have  a 
transition  zone  proximal  to  the  ileocecal  valve,  but 
distal  rectal  aganglionosis  is  virtually’  always  present 
(3). 

The  clinical  presentations  of  Hirschsprung’s  dis- 
ease may  be  quite  variable,  but  most  affected  new- 
born infants  have  an  abnormal  stool  pattern  in  the 
first  24  to  48  hours  of  life.  This  pattern  can  range 
from  complete  intestinal  obstruction  to  simple  de- 
lay in  passage  of  meconium  beyond  the  first  day  of 
life.  In  a recent  review,  Kosloske  (4)  noted  that 
72%  ( 13/18)  of  newborns  with  Hirschsprung’s  dis- 
ease did  not  pass  meconium  in  the  first  24  hours  of 
life.  Other  developments  in  the  newborn  period 
that  should  lead  to  consideration  of  Hirschsprung’s 
disease  include  the  meconium  plug  syndrome,  ab- 
dominal distension,  infrequent  stools  or  constipa- 
tion, or  bilious  vomiting.  Males  represent 
approximately  80%  of  the  total  number  of  children 
with  Hirschsprung’s  disease  ( 1,2).  Trisomy  21  or  a 
family  history'  of  Hirschsprung’s  disease  are  found 
more  commonly  in  affected  children  as  well,  2%  to 
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15%  (2,5)  and  7%  ( 1 ) respectively.  Children  in 
whom  the  disease  is  not  recognized  in  the  newborn 
period  (0—30  days  of  age ) may  develop  chronic 
constipation  with  megacolon,  “failure  to  thrive,”  or 
enterocolitis,  the  one  life-threatening  complication 
of  this  disease.  Enterocolitis,  usually  an  acute  illness 
marked  by  fever  and  diarrhea,  may  progress  from 
mucosal  gut  ischemia  to  transmural  necrosis  with 
perforation,  peritonitis,  sepsis,  and  ultimately  death. 
The  mortality  rate,  once  enterocolitis  is  established, 
has  remained  high  and  unchanged  for  the  last  two 
decades;  reports  vary  from  30%  to  80%  ( 1 ,6 ). 
Clearly,  early  diagnosis,  treatment,  and  prevention 
of  enterocolitis  will  lead  to  fewer  deaths  from 
Hirschsprung’s  disease  ( 1 ). 

In  1985  the  diagnosis  should  be  rapidly  and 
widely  available  in  the  newborn  period.  A suction 
rectal  biopsy  may  be  done  without  anesthesia  in  a 
nursery  or  a clinic  (7).  Histological  evaluation  of 
these  partial  thickness  biopsies,  with  histochemical 
staining  for  acetylcholinesterase  ( 8 ),  should  lead  to 
diagnosis  and  therefore  colonic  diversion  in  the 
newborn  period.  This  approach  can  v irtually  elimi- 
nate mortality  and  greatly  diminish  morbidity'  from 
Hirschsprung’s  disease.  Definitive  pull-through  pro- 
cedures (eg,  procedures  of  Duhamel,  Soave,  Swen- 
son ),  usually  performed  when  the  patient  is  1 year 
old,  have  overall  success  rates  of  90%  or  greater 
( 1 ).  Delay  in  the  diagnosis  and  treatment  of  Hirsch- 
sprung’s disease  bey  ond  the  newborn  period  is  asso- 
ciated with  occasional  mortality',  with  growTh  and 
developmental  delay,  and  with  the  lesser  but  cumu- 
lative effects  of  chronic  illness  in  children.  It  is  rare 
in  1985  that  this  diagnosis  cannot  be  reached  in  the 
first  months  of  life. 

Methods 

We  reviewed  the  records  of  all  infants  and  children 
( 28  patients ) who  had  undergone  surgery'  for 
Hirschsprung’s  disease  at  The  University  of  Texas 
Medical  Branch  in  Galveston  between  1966  and 
1985.  Review  included  age  at  diagnosis,  symptoms, 
method  of  diagnosis,  treatment,  and  outcome.  In 
each  of  the  28  cases  of  Hirschsprung’s  disease,  diag- 
nosis was  based  on  rectal  biopsy  demonstrating  ab- 
sence of  ganglion  cells. 

Results 

Hirschsprung’s  disease  was  diagnosed  during  the 
newborn  period  (0—30  days ) in  three  ( 1 1%  ) of  the 
28  patients  in  our  study'  ( Fig  1 ).  The  disorder  was 
discovered  in  eight  ( 29%  ) of  the  patients  between 
the  ages  of  1 and  6 months  and  in  17  (60%  ) who 
were  more  than  6 months  old.  Three  ( 1 1%  ) of  the 
patients  had  reached  adolescence  (ages  13,  14,  21 ) 
before  the  proper  diagnosis  was  made.  The  average 
age  of  the  patients  (excluding  the  three  adoles- 
cents) was  24  months  at  the  time  of  diagnosis  ( Fig 
2 ).  The  age  at  diagnosis  has  not  improved  in  recent 
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years,  despite  availabilitv’  of  the  rapid  and  conve- 
nient suction  biopsy  technique. 

The  most  common  presentation  in  our  series  was 
chronic  constipation  and  abdominal  distension 
(n  = 23,  H2%  ).  Other  presentations  included  the 
meconium  plug  syndrome  (n  = 2,  7%  ),  rectal  pain 
with  fecal  incontinence  (n  = 1,  3 3%  ),  and  entero- 
colitis (n  = 2,  ■^,0%  ).  Failure  of  growth  and  develop- 
ment was  common,  although  impossible  to  quanti- 
tate retrospectively.  Only  one  patient  had  trisomy 
2 1 . Thirty-one  rectal  biopsies  were  performed  in 
the  28  patients.  Six  were  suction  biopsies  of  mucosa 
and  submucosa;  25  were  formal  full-thickness  biop- 
sies performed  using  anesthesia  in  the  operating 
room. 

After  establishment  of  the  diagnosis,  management 
consisted  of  proximal  diverting  colostomy  ( 25  of  28 
patients ),  followed  by  a definitive  “pull-through  " 
procedure;  most  often  this  was  a retrorectal  pull- 
through  with  transanal  colorectal  anastomosis  as  de 
scribed  by  Duhamel  ( 23  of  26  patients).  Colostomy 
closure  was  performed  separately  as  a third  proce- 
dure in  most  of  the  cases. 

Two  (7%  ) deaths  occurred  in  this  series.  Both 
were  related  to  enterocolitis  and  a delay  in  the 
diagnosis. 

Discussion 

As  recently  as  the  1940s  Hirschsprung’s  disease  was 
untreatable.  Fhe  first  successful  surgical  “pull- 
through  ” was  described  by  Swenson  and  Bill  in 
1948  (9).  Subsequently,  techniques  described  by 
Duhamel  ( 10 ) and  Soave  (11)  have  been  widely 
accepted  and  have  undergone  innumerable  modi 
fications  ( 12,13)-  The  mortality  rate  by  the  time  of 
the  1979  American  Academy  of  Pediatrics  (AAP) 
Surgical  Section  Survey’  had  fallen  dramatically  to 
approximately  5%  ( 1 ).  (This  excludes  children 
with  total  colonic  aganglionosis  for  whom  the  mor- 
tality remains  as  high  as  50%  ).  In  the  past  several 
years  a number  of  smaller  series  have  been  pre- 
sented in  which  there  were  no  deaths  ( 1,4).  This 
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turnabout  in  the  prognosis  for  Hirschsprung’s  dis- 
ease is  attributable  to  progress  in  surgical  tech- 
nique, medical  resuscitation,  and  early  diagnostic 
capability. 

Swenson  and  Bill’s  successful  repair  for 
Hirschsprung’s  disease  fundamentally  involved  rec- 
tosigmoid resection,  with  a “pull-through”  of  proxi- : 
mal  innervated  normal  colon,  and  primary  end-to- 
end  colo-anal  anastomosis.  Subsequently,  Duhamel  i 
described  a retrorectal  pull-through  and  Soave  de-  ' 
scribed  an  endorectal  pull-through.  All  three  of  I 
these  techniques  are  widely  used  in  the  United 
States  today  with  good  results.  The  overall  operative 
mortality  rate  is  in  the  1%  to  2%  range,  and  a good 
functional  result  is  obtained  in  more  than  90%  of 
patients  ( 1 ).  The  choice  of  operation  is  largely  a 
matter  of  experience  and  personal  preference  by 
the  surgeon. 

Evolution  of  diagnostic  techniques  has  led  to  ear- 
lier diagnosis  in  many  settings.  The  1979  AAP  sur- 
vey showed  that  the  average  age  at  diagnosis  in  the 
flnited  States  prior  to  1955  was  45  months,  but 
after  1971  the  average  age  was  6 months.  Even  in 
this  review,  however,  only  1 5%  of  the  cases  seen 
between  1971  and  1976  were  correctly  diagnosed 
during  the  first  month  of  life. 

Kosloske  in  1984  (4)  reviewed  the  experience  in 
New  Mexico,  a state  demographically  similar  to 
Texas,  and  found  that  ten  of  18  cases  (56%  ) of 
Hirschsprung’s  disease  had  been  properly  diagnosed 
in  the  first  month  of  life;  four  of  18  cases  (22%  ) 
were  discovered  when  patients  were  between  4 and 
20  months  of  age.  Not  a single  case  in  this  series 
was  undiagnosed  by  the  time  the  patient  was  2 
years  of  age,  the  average  age  of  diagnosis  in  our 
Texas  series.  Series  of  Hirschsprung’s  patients  simi 
lar  to  Kosloske ’s  are  also  reported  from  Michigan 
( 5 ) and  Japan  ( 2 ) with  a diagnosis  achieved  in 
the  newborn  period  in  42%  (n=62)  and  48.7% 

(n  = 1,628)  of  the  cases  respectively. 

Hirschsprung’s  disease  may  be  suspected  on  the 
basis  of  the  history  as  detailed  above,  barium  en- 
ema, anorectal  manometry,  or  rectal  biopsy.  Results 
of  barium  enema  are  accurate  in  50%  to  95%  of 
children  (2,4,14),  but  are  somewhat  less  reliable  in 
the  newborn  period  and  also  depend  on  the  experi- 
ence of  the  radiologist.  Anorectal  manometry  enjoys] 
more  popularity  in  Japan  ( 2 ) and  Europe  (15)  than  | 
the  United  States  but  is  gaining  acceptance  with  j 
experience.  Approximately  two  thirds  of  cases  of  i 
Hirschsprung’s  disease  may  be  correctly  diagnosed  j 
with  this  technique  (2,1 4),  but  it  is  not  yet  widely 
available  in  this  country.  i 

Few  pediatric  surgeons  will  accept  a diagnosis  of 
Hirschsprung’s  disease  and  commit  a child  to  the 
necessary  series  of  surgical  procedures  without  rec-  I 
tal  biopsy  confirmation  by  a pathologist.  This,  then,  j 
is  the  “gold  standard.”  In  recent  years  it  has  become 
clear  that  the  suction  rectal  biopsy  can  yield  as  ] 
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much  information  as  a traditional  full  thickness  rec- 
cal  biopsy  ( 

This  requires  proper  technique,  the  appropriate 
instrument,  and  a skilled  pathologist  The  technique 
requires  a flexible  double-lumen  biopsy  instrument 
with  a wire-controlled  circular  blade  (Quinton  In- 
struments). The  blunt  instrument  is  inserted  gently 
through  the  anus  such  that  the  side  port,  through 
which  the  biopsy  is  obtained,  will  be  1 to  3 cm 
above  the  dentate  line.  Syringe  suction  is  applied 
through  the  second  lumen,  the  mucosa  is  sucked 
into  the  biopsy  port,  and  the  blade  amputates  the 
ispecimen.  Usually  rtv'O  specimens  are  obtained.  The 
suction  technique  yields  a small  ( 2 to  3 mm ) speci- 
men of  mucosa  and  submucosa  which  can  be  exam- 
ined with  conventional  light  microscopy  and  histo- 
chemical  staining  for  acetylcholinesterase.  An  expe- 
rienced pathologist  can  achieve  diagnostic  accuracy 
approaching  100%  (7,8),  and  the  procedure  can  be 
performed  easily,  in  minutes,  in  a nursen,'  or  an 
joffice,  and  without  anesthesia.  The  complication 
Irate  is  ver\'  low,  though  serious  problems,  including 
/perforation  and  hemorrhage,  have  been  reported. 
Minor  bleeding  is  quite  common  in  the  first  24 
hours  and  does  not  ordinarily  require  treatment.  We 
believe  that  the  technique  can  be  sufficient  in  expe- 
irienced  hands  to  confirm  the  diagnosis  ivithont  an 
additional  full-thickness  biopsy.  Usually  a colostomy 
is  performed  in  the  newborn  period  based  upon  the 
isuction  biopsy  findings.  During  this  initial  proce- 
dure, serial  full-thickness  biopsies  are  taken  to 
/localize  the  transition  zone  in  preparation  for  a de- 
finitive pull-through.  The  low  morbidity’  of  the  suc- 
[tion  biopsy  should  lead  to  less  phy  sician  reluctance 
to  obtain  this  information.  Widespread  early  use  of 
this  suction  biopsy  technique  in  any  infant  for 
whom  Hirschsprung’s  disease  is  suspected  will 
achieve  the  desired  goal  of  a diagnosis  in  the  new- 
born period. 

Summary 

Hirschsprung’s  disease  can  be  diagnosed  with  ac- 
curacy in  the  newborn  period.  In  several  large  se- 
ries, half  of  the  cases  of  Hirschsprung’s  disease  have 
been  diagnosed  correctly  in  the  newborn  period. 
Virtually  all  of  the  remainder  have  been  discovered 
before  patients  reach  2 years  of  age.  This  is  an  at- 
tainable goal  in  Texas.  Achievement  of  this  standard 
is  possible  with  an  informed,  aware  group  of  pri- 
mary’ care  physicians  and  aggressive,  early  suc- 
tion rectal  biopsy  for  any  infant  or  child  in  whom 
Hirschsprung’s  disease  is  considered. 

If  this  is  done,  the  incidence  of  Hirschsprung’s 
enterocolitis  should  diminish  markedly,  and 
death  resulting  from  the  disorder  should  virtually 
disappear. 
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HOWTO 
AVOID  GOING 
FLAT  BROKE 


LEASE!  Next  time  you're  in  the  market  for  a new 
car,  instead  of  buying  one,  consider  the  advantages  of 
leasing.  The  automotive  experts  at  Ray  Wirth's  Leasing 
Resources,  Inc.  are  ready  to  show  you  how  you  can 
improve  your  cash  position. 

There's  no  need  to  go  to  every  dealership  in  town 
looking  for  the  right  car  and  the  best  deal.  The  profes- 
sionals at  Ray  Wirth's  Leasing  Resources  will  do  that 
for  you.  Then,  when  you've  selected  the  right  car  for 
you,  they  buy  the  car.  It  is  leased  to  you  on  terms  which 
make  the  smallest  possible  dent  in  your  monthly  budget. 
And,  at  the  end  of  the  lease,  you  can  purchase  the  car  at 
a pre-agreed  price  or  you  can  walk  away  with  no  fur- 
ther obligation.  From  economy  sedan  to  top-of-the-lme 
luxury  model,  the  experts  at  Ray  Wirth's  Leasing  Resources 
are  ready  to  deal.  They 
can  even  arrange  for  a 
mobile  cellular  telephone, 
insurance,  etc. 

If  you  want  to  avoid  going 
flat  broke  over  big  car  pay- 
ments, consider  the  alternative 
Call  or  come  by  Ray  Wirth's 
Leasing  Resources,  Inc.,  LEASING 

19310  Preston  Road  in  Dallas,  IDT^CTC 

(214)  985-9255  or  Texas  WATS 

(800)  442-6067.  Dept.  C.  i n c o « p o « « i f d 


"It'stke  „ 

Le-CLse-  we-  ectn.  oiol 


HEALTH  CARE 
ADMINISTRATORS 

Get  your  career  off  the  ground  with  an  Air 
Force  commission.  Graduates  of  accredited 
health  care  administration  programs  may  apply 
for  openings  in  our  worldwide  health  care 
system.  We  offer  an  excellent  starting  salary 
and  many  other  outstanding  benefits  such  as; 

• A direct  commission  as  an  officer  in  the 
U.S.  Air  Force  Medical  Service  Corps 

• 30  days  of  vacation  with  pay  each  year 

• Advanced  education  opportunities 

• Complete  medical  and  dental  care 

Contact  SSgt  Smith  at 
(713)  664-5246/5248 


YOU  CAN  KEEP  THEM  IN  BALANCE  — YOUR 
FAMILY  LIFE  AND  YOUR  MEDICAL  PRACTICE 

We’d  like  to  help  you  spend  more  time  with  your  family,  yet 
receive  professional  satisfaction  from  your  medical  practice. 
As  a member  of  the  Air  Force  health  care  team,  you’ll  be  able 
to  participate  in  our  group  practice  concept  which  will  free 
you  of  most  of  your  administrative  duties. 

Air  Force  benefits  are  also  very  attractive.  You  and  your  family 
will  enjoy  30  days  of  vacation  with  pay  each  year,  plus  many 
more  Air  Force  advantages. 

Contact  TSgt  Tommy  Tucker  at  (71 3)  784-31 32 


Texas  Medicine 


For  your  information:  This  is  your  calendar  of 
workshops  and  seminars  sponsored  by  the  Texas 
Medical  Association  during  1986. 

Keep  this  in  a convenient  piace  for  easy  refer- 
ence. Tack  it  to  your  bulletin  board!  Please  feel  free 
to  contact  us  when  you  have  questions.  TMA  Depart- 
ment of  Medical  Staff  and  Practice  Management, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701, 
512/477-6704,  ext.  262. 

Aii  workshop  registration  information  wiil  be 
maiied  approximateiy  six  weeks  prior  to  the 
scheduled  time  for  each  series. 


How  to  Get  Started  in  Medical  Practice  is  a two-day 
series  for  physicians  who  plan  to  go  solo,  join  a part- 
nership or  group  practice,  or  need  direction  on  which 
way  to  go.  Concepts  presented  in  this  workshop  will 
help  avoid  many  medical  practice  management  prob- 
lems. This  series  is  conducted  by  Conomikes  Associ- 
ates, Inc.,  Marina  del  Rey,  California.  Registration  fee; 
TMA  member,  $115;  non-member,  $140.  (No  addi- 
tional cost  for  spouse  if  physician  attends.) 

Improving  Third-Party  Reimbursement  for  You 
and  Your  Patients  is  a half-day  workshop  designed 
to  help  physicians  and  their  staffs  establish  in-office 
systems  to  obtain  appropriate  third-party  reimburse- 
ment (especially  Medicare/Medicaid).  Faculty  for  this 
series  is  Harold  Whittington  & Associates,  Dallas. 
Registration  fee:  TMA  member,  $70;  non-member, 
$95. 

Introduction  to  Insurance  Claims  Preparation  and 
Coding  is  currently  being  developed  for  presentation 
during  mid-1986.  The  program  will  focus  on  the  “how 
to's”  of  insurance  claims  preparation  and  coding.  Fac- 
ulty for  the  workshop  will  be  Harold  Whittington  & 
Associates,  Dallas.  Watch  for  a special  brochure  an- 
nouncing this  workshop  to  be  mailed  in  late  spring  of 
1986. 

Practice  Management  Series  includes  workshops 
designed  for  the  physician  who  has  been  in  practice  a 
few  years  and  the  entire  medical  office  staff.  The 
workshops  address  topics  such  as  collections,  patient 
flow,  personnel,  and  computers.  Faculty  for  this  series 
is  Conomikes  Associates,  Inc.,  Marina  del  Rey,  Cali- 
fornia. Registration  fee:  TMA  member,  $70;  non- 
member, $95  (half-day  workshops);  TMA  member, 
$110;  non-member,  $145  (full-day  workshop). 


Glossary  for  Practice  Management  Series: 

collections  Better  Collections,  Billing  and 

Insurance  Methods  (half-day) 
patient  flow  Reception  and  Patient  Flow 
Techniques  (half-day) 

personnel  mgmt.  Personnel  Management  Techniques 
(half-day) 

computers  Use  of  Computers  in  Medical 

Practice  (full-day) 

Marketing  Techniques  for  a Successful  Practice  is 

a one-day  workshop  that  addresses  the  marketing 
needs  in  today’s  medical  practice  environment.  Tested 
ideas,  from  years  of  consulting  and  research  with  the 
widest  variety  of  physicians,  are  presented.  Faculty 
for  this  series  is  Conomikes  Associates,  Inc.,  Marina 
del  Rey,  California.  Registration  fee:  TMA  member, 
$145;  non-member,  $165. 

Personal  Income  and  Estate  Tax  Planning  is  a two- 
day  seminar  for  physicians  and  spouses  to  help  them 
understand  the  fundamentals  of  tax  planning  and  why 
prudent  planning  and  management  are  so  important. 
Faculty  for  this  series  is  Mr.  Robert  Jorrie,  San  An- 
tonio, a practicing  tax  attorney,  consultant,  and  tax 
planner.  Registration  fee:  TMA  member,  $200;  non- 
member, $250.  (No  additional  cost  for  spouse  if  oh''si- 
cian  attends.) 

Gearing  Up  for  Retirement  is  a one-and-one-half 
day  seminar  designed  to  assist  physicians  and  their 
spouses  in  planning  for  a successful  retirement.  Fac- 
ulty for  this  series  includes  speakers  from  the  Ameri- 
can Medical  Association,  legal  consultants,  and 
financial  experts.  Registration  fee:  TMA  member, 
$196;  non-member,  $234.  (No  additional  cost  for 
spouse  if  physician  attends.) 

Increasing  Your  Net  Worth  Through  Financial, 
Pension,  and  Investment  Planning  is  a one-day 
seminar  designed  to  acquaint  physicians  with  tech- 
niques available  under  current  law  to  establish  the 
most  effective  business  structure  for  their  medical 
practice  to  minimize  federal  income  tax  liability,  in- 
crease net  worth,  and  create  additional  funds  for 
practice  development  and  growth.  This  seminar  is 
conducted  by  Glazer,  Suellentrop,  and  Associates, 

Inc.,  Dallas.  Registration  fee:  TMA  member,  $160; 
non-member,  $200.  (No  additional  cost  for  spouse  if 
physician  attends.) 

Other  Workshops  and  Seminars  may  be  developed 
and  offered  by  TMA  during  1986.  Each  workshop  and 
seminar  will  be  preceded  by  a special  brochure  an- 
nouncing the  program  and  schedule  of  offerings. 


1986  Calendar 

of  workshops  sponsored  by  the 
Texas  Medical  Association 


1986  Workshop  schedule  by  series 

Workshop  Series 

How  to  Get  Started  in  Medical  Practice 

(Conomikes  Associates,  Inc.) 


Improving  Third-Party  Reimbursement  for  You  and  Your  Patients 

(Harold  Whittington  & Associates) 


Practice  Management  Series 

(Conomikes  Associates,  Inc.) 
collections,  patient  flow,  personnel  mgmt. 
collections,  patient  flow,  computers 
collections,  patient  flow,  personnel  mgmt. 
collections,  patient  flow,  personnel  mgmt. 
collections,  patient  flow,  computers 
collections,  patient  flow,  computers 
collections,  patient  flow,  personnel  mgmt. 
collections,  patient  flow,  computers 
collections,  patient  flow,  personnel  mgmt. 
collections,  patient  flow,  personnel  mgmt. 
collections,  patient  flow,  personnel  mgmt. 

Marketing  Techniques  for  a Successful  Practice 

(Conomikes  Associates,  Inc.) 


Personal  Income  and  Estate  Tax  Planning 

(Robert  Jorrie) 

Gearing  Up  for  Retirement 

(AMA,  Legal  and  Financial  Consultants) 

Increasing  Your  Net  Worth 

(Glazer,  Suellentrop,  and  Associates,  Inc.) 


Date 

February  18-19 
February  20-21 
March  11-12 
March  14-15 


February  1 1 
February  12 
February  13 
February  26 
February  27 
March  18 
March  19 
March  20 
April  8 
April  9 
April  10 
April  11 
September  3 
September  4 
September  23 
September  24 
September  25 
September  30 


June  3-4 
June  5-6 
June  17-18 
June  19-20 
June  24-25 
June  26-27 
October  2-3 
October  7-8 
October  9-10 
October  14-15 
October  16-17 

April  2 
May  21 
May  22 
May  23 

April  19-20 
November  8-9 

April  4-6 
October  24-26 

March  8 
September  27 


City 

Galveston 
San  Antonio 
Houston 
Amarillo 


Austin 

Beaumont 

Houston 

Tyler 

Dallas 

McAllen 

Corpus  Christ! 

San  Antonio 

Waco 

Amarillo 

Dallas 
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Lubbock 
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Houston 
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A surgical  approach  to 
large  septal  perforation 


'.A  case  of  a large,  symptomatic,  cocaine-induced 
nasal  septal  perforation  was  treated  successfully 
by  external  approach  rhinoplasty.  The  finding  of 
nasal  septal  perforation  should  alert  the  physician 
to  possible  causes,  including  cocaine  abuse.  Treat- 
ment options  available  for  management  of  these 
lesions  are  presented. 


Perforation  of  the  nasal  septum  is  often  the 
sequela  of  nasal  trauma,  infections,  previous 
surgical  interv'ention.  tumors,  atrophic  rhi- 
nitis, and  inhalant  chemicals  ( 1 ).  These  perforations 
can  cause  a variety  of  symptoms  including  recurrent 
ypistaxis,  “whistling”  with  inspiration  or  expiration, 
irhinorrhea,  crusting,  and  nasal  obstruction  due  to 
altered  airflow  patterns.  Large  perforations  are  par- 
ticularly problematic. 

I Treatment  of  septal  perforations  depends  on  size 
and  location  of  the  defect,  presence  and  severity  of 
.'symptoms,  and  etiolog)'.  For  small  benign  perfora- 
Itions,  medical  management  is  indicated,  ie,  lubrica- 
jtion,  humidification  and,  in  some  cases,  a prosthetic 
[device  placed  into  the  hole  (2 ).  Closure  of  larger 
isymptomatic  septal  perforations  ( greater  than  1 .0 
cm)  are  surgically  difficult,  and  results  have  been 
(generally  disappointing  ( 3 )■ 

jCase  report 

,A  4 1 -year-old  man  presented  with  a 21 -year  histor\' 
of  nasal  obstruction  and  recurrent  epistaxis.  A septal 

I 

I /.  A 5 rtim  "notched" 

I incision  through  the 
I nasal  columella 


Columellar 

incision 


perforation  was  noted  two  months  after  onset  of 
symptoms,  and  cocaine  use  was  stopped  shortly 
thereafter.  Closure  of  the  defect  with  a septal  ob- 
turator was  not  tolerated.  Attempts  at  surgical  re- 
pair of  the  nasal  .septal  perforation  were  performed 
in  1963  and  in  19'^2.  These  surgeries  resulted  in 
enlargement  of  the  defect.  His  na.sal  obstruction  in- 
creased along  with  severe  recurrent  epistaxis.  A sec- 
ond nasal  septal  prosthesis  was  placed  in  19^3  and 
again  was  poorly  tolerated. 

He  was  admitted  to  The  University  of  Texas  Medi- 
cal Branch  for  recurrent  epistaxis.  On  examination, 
there  was  a large,  2.2  cm  perforation  in  the  car- 
tilaginous portion  of  the  nasal  septum.  He  had  dif- 
ficulty with  nasal  breathing  on  deep  inspiration. 
Because  of  persistent  symptoms,  he  underwent  a 
third  surgical  procedure,  an  open  rhinoplasty  tech- 
nique, for  repair  of  this  nasal  septal  perforation  in 
May  1984. 

This  approach  employs  a nasal  skin  incision  across 
the  columella  to  allow  elevation  of  the  nasal  skin 
( Fig  1 ).  This  “opening”  of  the  nose  allows  access  to 
the  entire  nasal  dorsum  including  nasal  cartilages, 
nasal  bones,  and  underlying  nasal  septum  ( Fig  2 ).  To 
repair  the  septal  perforation,  the  thin  mucosae  sur- 
rounding the  hole  are  carefully  elevated  and  ad- 
vanced to  allow  direct  closure  of  the  defect.  A bone 
graft  is  obtained  from  the  posterior  portion  of 
the  bony  septum  and  placed  between  the  newly- 
developed  mucosal  flaps  (Fig  3).  Finally,  Silastic 
splints  are  placed  over  the  repaired  area.  Fig  4 
shows  a cross  section  of  the  nasal  system  showing 
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flap  advancement,  graft,  and  placement  of  Silastic 
splints.  Following  splint  removal,  the  septal  perfora- 
tion was  closed  with  complete  relief  of  symptoms. 
The  septal  perforation  has  remained  closed  over  a 
one-year  observation  period.  The  columellar  inci- 
sion is  unnoticeable. 

Discussion 

Fig  5 summarizes  the  etiology'  of  nasal  septal  per- 
foration. Trauma  is  the  most  common  cause,  ac- 
counting for  approximately  68%  of  all  cases  treated 
surgically  ( 1 ). 

Of  the  other  causes,  there  has  been  a substantial 
increase  in  intranasal  cocaine  use,  often  resulting  in 
incapacitating  nasal  obstruction,  rhinorrhea,  head- 
ache, anosmia,  and  loss  of  vasomotor  function  ( nasal 
cripple ).  Recent  reports  indicate  that  there  are  5 
million  regular  cocaine  users  (4-6).  The  incidence 
of  septal  perforations  due  to  cocaine  abuse  is 
unknown. 

Treatment  of  nasal  septal  perforations,  regardless 
of  etiology,  is  indicated  for  symptomatic  cases.  Hu- 
midification and  ointments  such  as  Vaseline  or  Cor- 
tisporin  have  been  helpful  to  decrease  crusting  and 
epistaxis.  Various  prosthetic  devices  have  been 
efficacious  for  symptomatic  relief  in  small-  to  me- 


Donor graft. 


dium-sized  perforations.  These  prostheses  (Silastic, 
nylon,  acry  lite  ) are  shaped  to  the  size  of  the  per- 
foration and  inserted  into  the  defect.  Facer  and 
Kern  ( 2 ) have  reported  a 72%  success  rate  in  73 
patients  using  Silastic  “buttons.”  In  their  treatment 
failures,  patients  complained  of  breathing  problems, 
foreign  body  sensation,  poor  retention,  poor  du- 
rability, infection,  bleeding,  and  odor.  Nonetheless, 
septal  obturators  have  proven  to  be  an  effective, 
inexpensive  treatment  for  most  small  symptomatic 
perforations.  Surgical  closure,  on  the  other  hand, 
has  the  advantage  of  restoring  normal  nasal  anatomy 
and  eliminating  symptoms.  Many  techniques  have 
been  described  to  close  perforations  of  the  nasal 
septum  ( eg,  local  suturing  of  the  perforation,  trans- 
position flaps,  rotation  flaps,  composite  graft  tech- 
niques, free  mucosal  grafts,  local  septal  grafts,  upper 
lip  mucosa  graft  transferred  into  the  nose,  and  in- 
ferior turbinate  flaps)  (7—9).  Closure  of  large  septal 
perforations  is  difficult  (3). 

Recently,  an  open  rhinoplasty  approach  has  been 
used  to  approach  and  close  these  septal  perfora- 
tions. Goodman  and  Strelzow  ( 3 ) have  reported 
successful  closure  in  18  of  20  perforations  of  vari- 
ous sizes  using  bilateral  mucosal  flaps  placed  over 
autogenous  graft  material.  The  technique  failed  only 
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to  correct  a 2.‘>  cm  perforation  and  a perforation  in 
a patient  who  had  undergone  three  previous  sur- 
gical closures.  Restoration  of  the  nasal  airflow  and 
elimination  of  nasal  symptoms  was  achieved  in  19 
of  20  patients  using  this  technique.  There  were  no 
cocaine-induced  septal  perforations  in  their  series. 

Summary 

This  case  presentation  illustrates  an  effective  treat- 
ment of  a large  septal  perforation  using  an  open 
rhinoplasty  technique.  The  finding  of  nasal  septal 
perforation  should  alert  the  clinician  to  possible 
causes,  workup,  and  treatment  options. 
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5 Etiolog}’  of  tuisal  septal  perforation. 

1 Traumatic;  surgical,  cautery,  self-inflicted 

2 Ne()pla.stic:  tumors,  granuloma 

3 Infectious:  tuberculosis,  syphilis,  atrophic  rhinitis 

4.  Inflammatory:  SLE,  sarcoid 

5.  Chemical:  industrial,  drug  abuse  ( cocaine,  metal  poisoning ) 


4.  Cross  section  of 
nasal  septal  repair. 
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Medical  School,  PO 
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Gastroesophageal  reflux  may  be  complicated  by 
troublesome  symptoms  in  some  patients  while 
others  may  develop  esophagitis  or  be  at  risk  for 
aspiration.  When  conventional  tests  are  nega- 
tive or  inconclusive  in  such  patients,  long  term 
monitoring  of  intraesophageal  pH  may  provide 
useful  information.  This  report  describes  the  use  of 
continuous  (24  hour)  ambulatory  pH  monitoring 
in  20  patients  with  clinical  problems  in  which  re- 
flux was  a possible  contributor.  In  a group  of 
adults  with  dyspepsia  but  no  other  objective  ab- 
normalities and  a second  group  with  esophagitis 
not  obviously  due  to  acid  reflux,  pH  monitoring 
provided  more  precise  definition  of  the  clinical 
problem.  In  a group  of  children  with  recurrent 
pneumonia,  reflux  was  frequently  identified,  al- 
though its  relationship  to  aspiration  was  difficult 
to  predict.  Long-term  intraesophageal  pH  moni- 
toring permits  better  understanding  of  specific 
clinical  problems  related  to  gastroesophageal  re- 
flux which  in  turn  can  be  a basis  for  more  effective 
management. 


Reflux  of  gastric  acid  into  the  esophagus 

(GER)  is  a common  occurrence  and  often  is 
the  explanation  for  dyspepsia  following  a 
meal.  In  some  individuals,  reflux  assumes  more  se- 
rious proportions,  predisposing  them  to  esophagitis 
and  its  attendant  complications,  aspiration,  or 
both.  The  diagnosis  of  GER  in  some  patients  may  be 
straightforward;  for  example,  a complaint  of  heart- 
burn associated  with  radiographic  evidence  of  a 
hiatal  hernia  and  reflux  of  barium  plus  endoscopi- 
cally  proven  esophagitis  will  require  little,  if  any, 
additional  investigation.  On  the  other  hand,  dyspep- 
sia in  the  absence  of  such  objective  abnormalities, 
and  recurrent  pneumonia  in  a child  with  an  anatom- 
ically normal  upper  digestive  tract,  are  problems 
that  are  more  difficult  to  attribute  to  GER.  Long- 
term intraesophageal  pH  monitoring,  a technique 
which  has  proven  useful  as  a research  tool  in  under- 
standing GER,  has  also  obvious  potential  as  a diag- 
nostic tool  in  complex  clinical  circumstances.  Until 
recently,  however,  such  monitoring  for  diagnosis 
was  limited.  Bulky,  often  permanently  fixed  record- 
ing equipment  permitted  only  in-hospital  use,  gen- 
erally with  the  patient  confined  to  bed  for  the 
duration  of  the  recording  period.  Now  technology 
is  available  for  ambulatory  pH  monitoring  much  in 
the  way  that  the  Holter  monitor  has  proven  useful 
in  the  evaluation  of  cardiac  arrhythmias.  We  report 
here  our  initial  experience  with  20  patients  in 
whom  long-term  pH  monitoring  with  such  an  am- 
bulatory device  provided  useful  information  in  diag- 
nosis and  management. 


Methods 

PATIENTS 

Nineteen  patients  underwent  intraesophageal  pH 
monitoring  for  periods  ranging  from  19.0  to  23  9 
hours;  a 20th  patient  was  monitored  for  8 hours. 
The  clinical  problems  addressed  in  these  studies 
were  of  three  varieties.  Nine  patients  (group  1 ), 
ages  16  through  68,  had  symptoms  possibly  at- 
tributable to  reflux  in  the  absence  of  other  objec- 
tive abnormalities;  eight  had  received  endoscopic 
assessment,  and  five  had  undergone  esophageal  bi- 
opsy. Five  patients  (group  2),  ages  36  through  82, 
had  endoscopic  evidence  of  esophagitis,  but  other 
variables  made  interpretation  difficult.  Of  these  five, 
two  had  undergone  prior  vagotomy  for  peptic  ulcer 
disease,  two  with  persisting  esophagitis  were  receiv 
ing  anti-reflux  therapy,  and  one  was  receiving  scle- 
rotherapy for  esophageal  varices.  The  third  group 
(group  3)  consisted  of  six  children,  ranging  in  age 
from  5 months  to  6 years,  who  were  being  evalu- 
ated for  recurrent  pulmonary  infections. 

pH  MONITORING 

Intraesophageal  pH  monitoring  was  conducted  with 
a Synectics  ambulatory  esophageal  24-hour  pH 
monitor  (AMBI-24,  ambulatory  esophageal  monitor. 
Biosearch  Medical  Products,  Inc,  Somerville,  NJ ).  In 
this  system,  pH  is  measured  with  a 1 40-cm  length  ol 
PVC  tubing  (outer  diameter  3.0  mm)  housing  a 
monocrystalline  antimony-tipped  probe.  Voltage  is 
measured  at  the  antimony  tip  in  reference  to  an 
EGG  skin  electrode  and  correlates  directly  with  pH. 
Both  electrodes  connect  to  a 16x9x4  cm  battery- 
powered  monitor  (model  6000/6002  Digital  Re- 
corder) equipped  with  a patient  isolation  circuit 
and  a digital  output  channel  for  up  to  24-hour  data 
compiling  and  recording;  pH  is  measured  and  re- 
corded at  4-sec  intervals.  This  monitor,  which  also 
contains  an  event  marker  with  activating  switch,  is 
worn  in  a carrying  case  with  shoulder  strap.  The 
probe  was  passed  nasally  without  anesthesia  until 
the  tip  reached  the  esophageal  body  approximately 
5 cm  above  the  lower  esophageal  sphincter  as  de- 
termined manometrically;  in  the  absence  of  man- 
ometric  data,  the  tip  was  placed  fluoroscopically  at 
the  junction  of  the  middle  and  distal  thirds  of  the 
thoracic  spine;  adjustments  were  made  for  the  pres- 
ence of  a hiatal  hernia.  Occasionally,  pH  monitoring 
during  probe  withdrawal  from  the  stomach,  and  en- 
doscopic measurements  of  esophagogastric  junction 
location  were  useful  adjuncts  in  probe  placement. 

With  the  probe  fixed  at  the  external  nares  with 
tape  and  the  skin  electrode  in  place  and  connected 
to  the  Digital  Recorder,  recording  was  begun.  In  all 
but  one  patient,  antacids  and  antisecretory  drugs 
were  withheld  for  the  24  hours  immediately  pre- 
ceding the  study.  The  single  exception  was  a patient 
studied  to  monitor  efficacy  of  treatment  (patient  14; 
see  “Results”  section  of  this  report).  Otherwise,  pa- 
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tients  were  encouraged  to  proceed  with  their  usual 
daily  activities  including  sleeping  and  eating  sched- 
ules, noting  these  in  detail  in  a patient  diary.  Smok- 
ing was  not  prohibited  but  was  to  be  recorded  in 
the  diary.  Adults  with  symptoms  were  asked  to  acti- 
vate the  event  marker  should  symptoms  occur. 

DATA  ANALYSIS 

The  data  analysis  system  we  selected  is  designed 
either  for  data  replay  on  a strip  chart  recorder  with 
manual  analysis,  or  for  interfacement  with  a com- 
puter, storage  on  a flexible  disk,  and  interpretation 
with  a unique  software  package  that  is  supplied 
with  the  equipment;  the  latter  method  was  used  in 
these  patients.  Once  data  are  stored  on  a disk,  the 
Digital  Recorder  is  erased  for  use  with  the  next 
patient;  data  from  four  patients  can  be  stored  on  a 
single  disk. 

Data  were  analyzed  in  two  general  ways.  The  first 
allowed  graphic  display  of  pH  for  1 5-,  30-,  or  60- 
minute  intervals;  an  example  is  shown  in  Fig  1 The 
entire  recording  period  could  thus  be  reviewed  and 
desired  graphs  printed.  Visual  correlation  of  changes 
in  pH  with  symptoms  indicated  by  the  activator  ar- 
tifact or  activity  as  reflected  by  the  diary  could  be 
made.  Although  a statistical  correlation  of  events 
and  reflux  was  not  possible,  associations  as  well  as 
nonassociations  could  be  identified  and  provided 


better  understanding  of  the  role  of  reflux  in  a par- 
ticular patient’s  problem. 

TThe  second  analytic  method  was  numerical,  and 
an  example  is  shown  in  Fig  2;  it  consists  of  five 
items  plus  antireflux  and  esophageal  clearance  in- 
dices. Items  1 through  5 have  been  used  in  early  in- 
vestigations of  extended  pH  monitoring  and  simply 
quantify  the  changes  in  pH  which  occur  relative  to 
pH  4.0  ( 1,2).  A reflux  episode  is  identified  if  the  pH 
falls  below  4.0;  the  duration  is  the  interval  in  min- 
utes until  the  pH  rises  to  5.0  or  above.  The  pH  4.0  is 
chosen  because  the  onset  of  heartburn  is  associated 
with  a drop  to  this  level  or  below,  and  pepsin  ac- 
tivity begins  to  increase  (3,4);  pepsin  activation 
is  thought  to  be  an  important  promoter  of  acid- 
induced  esophagitis  ( 5 ).  The  antireflux  and  esopha- 
geal clearance  indices  are  calculated  from  a method 
previously  published  (6);  they  are  derived  from 
data  recorded  while  the  patient  is  supine  to  elimi- 
nate the  presumed  beneficial  effect  of  gravity  on 
esophageal  clearance  when  the  patient  is  erect.  The 
supine  interval  is  determined  by  entering  into  the 
computer  the  time  when  the  patient  was  in  bed 
during  the  total  recording  period.  In  its  current 
form,  the  program  presents  analysis  results  but  no 
interpretation  as  only  a limited  amount  of  normal 
reference  data  from  healthy  controls  is  currently 
available. 
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1.  Graphic  display  of 
intraesophageal  pH. 
This  is  a IS -minute 
segment  from  a 2J.5- 
hour  recording  in 
patient  9- 
Interestingly, 
symptoms,  as 
indicated  by  the 
parallel  vertical  lines, 
were  experienced 
twice,  but  only  once 
were  associated  with 
reflux 
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2.  A portion  of  the 
patient  anatysis  report 
on  patient  10  which 
details  the  indices  of 
refttix  This  patient  had 
developed  esophagitis 
following  completion 
of  a course  of 
esophageal  variceal 
sclerotherapy 


Results 

The  procedure  was  well  tolerated  by  both  adults 
and  children;  no  test  had  to  be  discontinued  be- 
cause of  patient  discomfort.  One  patient  com- 
plained of  inability'  to  swallow  solid  food  with  the 
probe  in  place;  two  others  noted  a pulling  sensation 
in  the  hypopharynx  when  swallowing.  Otherwise, 
no  major  problems  occurred,  although  the  probe 
emerging  from  the  nose  was  cosmetically  unattrac- 
tive to  a few  outpatients. 

The  results  of  the  evaluation  of  cases  reported 
here  are  presented  in  Figs  3,  4,  and  5.  These  tables 
list  items  C,  D,  E and  reflux  and  clearance  indices 
from  the  numerical  analysis  ( Fig  2 ).  Items  A and  B 
were  not  useful  clinically  by  themselves,  although 
they  were  required  in  the  calculation  of  the  indices. 
Interpretation  of  pH  monitoring  in  these  patients 
was  based  on  previously  published  indices  of  reflux 
in  healthy  subjects;  in  most  instances,  values  for 
adults  and  children  are  similar  ( 2,7-  12),  Normal 
results  indicated  in  the  tables  were  derived  from 
these  reports;  however,  as  suggested  earlier,  they 
should  be  interpreted  with  caution  as  the  number 
of  observ  ations  on  which  they  are  based  is  quite 
limited.  Values  that  exceed  these  normal  ranges  are 
shown  in  italics. 

In  symptomatic  patients  for  whom  other  test  find- 
ings were  normal  ( Fig  3 ),  none  exhibited  abnor- 
malities in  all  five  reflux  indices;  only  two  had  as 
many  as  three  abnormal  values.  Four  patients,  how- 
ever, did  have  an  intraesophageal  pH  less  than  4,0 
for  more  than  4%  of  the  recording  time;  for  one  of 


A=  NO.  OF  REFLUX  EPISODES 
B=  TOTAL  TIME  pH  < 4 IN  MINUTES 
C=  LONGEST  REFLUX  EPISODE  IN  MINUTES 
D=  NO.  OF  REFLUX  EPISODES 
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these  ( patient  1 ),  esophageal  clearance  was  nearly  j 
four  times  the  upper  limits  of  normal. 

In  contrast,  patients  10  and  1 1 in  group  2 had  fivi 
abnormal  values,  and  patient  12  had  four  abnormal 
values.  Patient  1 3,  however,  was  within  the  normal  I 
range  in  all  categories;  she  had  undergone  prior  ! 
vagotomy,  and  refluxed  bile  was  suspected  to  be  th(' 
noxious  agent.  Patient  1 4 was  being  treated  with  ' 
cimetidine  at  the  time  of  pH  monitoring;  the  pres- 
ence of  esophagitis  had  cast  doubt  on  the  efficacy  o 
treatment  and  was  the  reason  for  conducting  the 
study.  An  antireflux  index  of  1.3  was  the  only  abnor 
malitv'  noted  in  this  patient. 

In  group  3 ( Fig  5 ),  five  of  the  six  children  being 
evaluated  for  recurrent  pneumonia  had  at  least  one 
abnormal  index;  if  adult  normals  are  used  as  a basis 
for  comparison,  patient  1 9 was  abnormal  in  all  cate- 
gories. This  child  was  4 years  old  and  had  under- 
gone a Nissen  fundoplication  at  age  16  months  for 
reflux  which  had  complicated  repair  of  esophageal 
atresia  with  tracheoesophageal  fistula. 

Discussion 

Long-term  pH  monitoring  has  provided  some  in- 
sights into  the  pathogenesis  of  gastroesophageal 
reflux  and  has  serv  ed  as  a useful  tool  in  the  manage- 
ment of  specific  clinical  problems.  If  one  considers 
reflux  to  be  significant  when  acid  is  present  in  the 
esophagus  for  a time  in  excess  of  normal,  it  is  clear 
from  observations  in  group  1 patients  that  such  re- 
flux, as  measured  by  the  percent  time  pH  was  less 
than  4.0,  can  occur  without  producing  esophagitis. 
This  is  not  a new  concept,  but  the  ability  to  quantify 
reflux  further  documents  this  phenomenon.  Others 
have  stressed  that  many  variables  are  important  in 
the  pathogenesis  of  esophagitis  due  to  reflux  of  gas- 
tric acid  ( 13,14 ).  Impaired  acid  clearing  is  thought 
to  be  the  most  important  of  these;  however,  as  dem- 
onstrated in  patient  1,  even  abnormal  clearance  in 
the  face  of  significant  reflux  is  not  always  a sufficient 
ingredient.  Other  variables,  such  as  the  volume  of  j 
refluxed  fluid  and  tissue  resistance  in  the  esophagus 
are  also  important,  and  these  are  not  measured  with 
this  technique.  From  a diagnostic  standpoint,  five  | 
patients  had  no  significant  reflux  as  defined  above 
and  alternate  explanations  for  their  symptoms  could 
be  sought;  likewise  the  finding  in  four  patients  of 
significant  reflux  not  documented  by  studies  per-  I 
formed  theretofore  provided  a basis  for  subsequent  I 
management.  ' 

Patients  10,  11,  and  12  with  esophagitis  (group  j 
2 ),  while  showing  significant  reflux,  tended  to  have  j 
abnormalities  in  other  areas  as  well;  in  addition  to  ; 
abnormal  or  prolonged  clearance,  a value  which  is  I 
essentially  an  average,  there  were  more  long-  | 

duration  episodes  than  were  seen  in  group  1 . It  is  j 
logical  that  contact  time  might  vary  directly  with 
the  likelihood  of  mucosal  injury,  and  this  is  sug- 
gested by  these  observations.  The  importance  of  in- 
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dices  measuring  the  occurrence  of  long  duration 
i^pisodes  is  seen  in  comparing  patient  1 in  group  1 
^ho  had  no  esophagitis  with  these  three  patients; 
ill  had  had  abnormal  clearance,  but  the  latter  group 
ended  to  have  long  episodes  at  a greater  frequency. 
It  is,  of  course,  unknown  whether  this  tendency  an- 
tedated and  thus  contributed  to  the  esophagitis  or 
rather  is  a secondary'  phenomenon;  while  spec- 
jlative,  the  former  is  nonetheless  an  attractive 
•hypothesis. 

Again,  management  of  these  patients  was  facili- 
tated with  pH  monitoring.  The  indications  for  test- 
ing patients  1 3 and  1 4 have  been  noted  earlier. 
Patient  1 2,  who  had  also  undergone  a vagotomy,  is 
^contrasted  with  patient  1 3;  despite  this  prior  sur- 
gery, acid  appeared  to  be  playing  a role  in  the  eso- 
phagitis of  the  former  but  not  the  latter. 


In  group  3 patients,  the  children,  pH  monitoring 
was  somewhat  more  difficult  to  interpret  because 
the  mechanism  of  aspiration  suspected  to  occur 
with  reflux  is  incompletely  understood.  Esophagitis 
from  reflux  is  not  common  in  children,  perhaps  be- 
cause the  other  variables  discussed  earlier  are  not 
playing  an  active  role;  reflux  alone  without  abnor- 
mal clearance  and  long-duration  episodes  runs  a 
low  risk  for  development  of  mucosal  inflammation. 
It  is  not  known,  however,  whether  this  same  reason- 
ing applies  to  aspiration.  Patients  16,  17,  18,  and  20 
had  significant  reflux,  as  defined  earlier,  but  the 
other  indices  are  not  remarkable.  Are  they  at  risk 
for  aspiration  but  not  esophagitis?  Patient  19,  with 
uniformly  abnormal  indices  and  the  history  noted 
earlier,  was  likely  having  aspiration  as  a cause  for 
recurrent  pneumonitis;  she  would  also  predictably 


i Reflux  indices  in  symptomatic  patients  with  otherwise  negative  evaluations  (group  1 ). 
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Anti-reflux  Index 
(reflux/hr) 

Esophageal  Clearance 
( min/reflux ) 

1 

18 

8 

8.0 

0 1 

1,33 

2 

4 

0 

0.8 

0.0 

0.0 

I3 

24 

2 

5.0 

0.2 

0.5 

14 

1 

0 

0.1 

0.0 

0.0 

5 

2 

0 

0.4 

00 

0.0 

6 

2 

0 

1.0 

0.5 

0.2 

7 

11 

7 

8 1 

1.2 

0.4 

8 

20 

3 

4.5 

2.6 

1.8 

9 

5 

1 

2.4 

1.7 

0.6 

Normal ' 

<30 

<3 

<-l.O 

<0.7 

<325 

• Values  arc  derived 

from  previous  publications  (6—9) 

4.  Reflux  indices  in 

patients  with  esophagitis  (group  2). 

Longest 

No.  Episodes 

% Time 

Anti-reflux  Index 

Esophageal  Clearance 

Patient 

Episode  ( min ) 

Exceeding  5 min 

pH  < 4.0 

( reflux/hr ) 

( min/reflux ) 

10 

6l 

11 

24.7 

12 

15.0 

1 1 

50 

8 

18.3 

18 

5.6 

12* 

30 

4 

6 2 

0.3 

14.4 

13" 

8 

1 

1.0 

0.0 

0.0 

14t 

8 

2 

2.3 

1.3 

10 

Normal  $ 

<30 

S3 

<4.0 

<0.7 

S3.25 

•These  patients  had  undergone  vagotomy  in  past  for  peptic  ulcer  disease. 
tThis  patient  was  on  cimetidine  at  the  time  of  the  study 
$ Values  are  derived  from  previous  publications  (6—9) 

5.  Reflux  indices  in  children  ivitb  recurrent  pneumonia  (group  3). 

Patient 

Longest 
Episode  ( min) 

No.  Episodes 
Exceeding  5 min 

% Time 
pH  < 4.0 

Anti-reflux  Index 
( reflu.\/hr ) 

Esophageal  Clearance 
( min/reflux ) 

15 

6 

1 

09 

0 1 

3.2 

16 

14 

6 

14.3 

10.0 

0.5 

17 

17 

4 

5.3 

1.3 

2.3 

18 

6 

2 

5.4 

2 0 

15 

19 

90 

9 

22.7 

13 

15.0 

20 

26 

1 

6.2 

0.9 

39 

Normal  t 

S30 

<9  0 

<4.0 

* 

— 

I "No  published  data  using  this  analytic  method  in  children, 
t Values  are  derived  from  previous  publications  ( 10—12). 
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be  at  risk  for  esophagitis  although  we  have  no  endo- 
scopic information.  These  questions  require  further 
study  and  additional  measurements  in  normal  indi- 
viduals are  essential. 

In  summary',  from  the  preliminary'  experience 
reported  here,  long-term  intraesophageal  pH 
monitoring  has  the  potential  to  play  an  important 
role  in  clinical  diagnosis  and  management.  The 
technique  is  still  in  its  infancy;  undoubtedly  refine- 
ments and  in;provements  in  technology'  and  meth- 
ods of  analysis  will  take  place  over  the  next  several 
years.  Clearly,  only  a fraction  of  patients  who 
present  with  heartburn  will  ever  require  testing  of 
this  nature.  In  fact,  in  many  cases,  empiric  antireflux 
therapy  will  be  successful,  reserving  diagnostic 
studies  such  as  esophagogram  and  endoscopy  for 
those  who  fail  to  improve.  It  is  primarily  in  those 
adults  whose  symptoms  are  consistent  with  reflux 
but  who  lack  objective  abnormalities  otherwise, 
that  this  kind  of  pH  monitoring  will  be  useful.  As- 
certaining the  efficacy  of  management,  if  indicated 
by  the  clinical  course,  and  evaluation  of  esophagitis 
that  is  not  straightforward  may  be  other  areas  where 
such  a study  could  be  helpful.  Tlie  technique  may 
also  assist  in  the  evaluation  of  children  with  un- 
explained recurrent  pneumonitis.  In  adults  and 
children  alike,  however,  additional  experience  ia  pa- 
tients as  well  as  healthy  subjects  is  required  to  con- 
firm its  utility,  determine  the  best  means  of  analysis, 
and  learn  where  it  best  fits  into  the  diagnostic 
scheme. 
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No  457— Each  INDERIDE  ^ LA  120/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL  ®LA)  120  mg 

Hydrochlorothiazide  50  mg 
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Propranolol  hydrochloride  (INDERAL®): 

Propranolol  is  contraindicated  in  1 ) cardiogenic  shock.  2)  sinus  bradycardia  and  greater  than 
first  degree  block,  3)  bronchial  asthma  4)  congestive  heart  failure  (see  WARNINGS)  unless  the 
failure  is  secondary  to  a tachyarrhythmia  treatable  with  propranolol 

Hydrochlorothiazide: 

Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria  or  hypersensitivity  to  this  or  other 
sulfonamide-denved  drugs 

WARNINGS 

Propranolol  hydrochloride  (INDERAL®): 

CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  supporting  circulatory 
function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in  overt  congestive 
heart  failure  if  necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of 
failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics  Beta-adrenergic 
blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can.  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  tfie  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics  and  the  response 
observed  closely,  or  propranolol  should  be  discontinued  (gradually  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina 
and.  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of  oropranolol 
therapy  Therefore,  when  discontinuance  of  propranolol  is  planned  the  dosage  should  be 
gradually  reduced  and  the  patient  carefully  monitored  In  addition  when  propranolol  is 
prescribed  for  angina  pectoris,  the  patients  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice  If  propranolol  therapy  is  interrupted 
and  exacerbation  of  angina  occurs,  it  usually  is  advisable  to  remstitute  propranolol  therapy 
and  take  other  measures  appropriate  for  the  management  of  unstable  angina  pectoris 
Since  coronary  artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above 
advice  in  patients  considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are 
given  propranolol  for  other  indications 


THYROTOXICOSIS  Bela  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  maior  surgery  is  controversial  It  should  be  noted  however  that  the  impaired  ability  of 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures 

Nonallergic  Bronchospasm  (eg.  chronic  bronchitis,  emphysema)  PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL.  NOT  RECEIVE  BETA  BLOCKERS 
INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  msulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to 
adiust  the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous 
elevation  of  blood  pressure 
Hydrochlorothiazide: 

Thiazides  should  be  used  with  caution  in  severe  renal  disease  In  patients  with  renal  disease 
thiazides  may  precipitate  azotemia  In  patients  with  impaired  renal  function,  cumulative  effects 
of  the  drug  may  develop 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipi- 
tate hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs 

Sensitivity  reactions  may  occur  m patients  with  a history  of  allergy  or  bronchial  asthma 
The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®): 

GENERAL  Propranolol  should  be  used  with  caution  m patients  with  impaired  hepatic  or  renal 
function  Propranolol  is  not  indicated  for  the  treatment  of  hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  m patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs,  such  as  reser- 
pine,  should  be  closely  observed  if  propranolol  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity, 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 


CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY-  Long-term  studies  in 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18- 
month  studies,  m both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day.  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumongenic  effects 
at  any  of  the  dosage  levels  Reproductive  studies  m animals  did  not  show  any  impairment  of 
fertility  that  was  attributable  to  the  drug 

PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Propranolol  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exercised 
when  propranolol  is  administered  to  a nursing  mother 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide: 

GENERAL  Periodic  determination  of  serum  electrolytes  to  detect  possible  electrolyte  im- 
balance should  be  performed  at  appropriate  intervals 

Ail  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or 
electrolyte  imbalance,  namely  Hyponatremia  hypochloremic  alkalosis,  and  hypokalemia 
Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the  patient  is 
vomiting  excessively  or  receiving  parenteral  fiuids  Medication  such  as  digitalis  may  also 
influence  serum  electrolytes  Warning  signs  irrespective  of  cause  are  Dryness  of  mouth,  thirst, 
weakness  lethargy  drowsiness  restlessness,  muscle  pains  or  cramps,  muscular  fatigue, 
hypotension,  oliguria,  tachycardia,  and  gastrointestinal  disturbances  such  as  nausea  and 
vomiting 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present, 
or  during  concomitant  use  of  corticosteroids  or  A(I)TH 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of 
digitalis  (eg  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by  use 
of  potassium  supplements,  such  as  foods  with  a high  potassium  content 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment, 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hypo- 
natremia may  occur  in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water 
restriction  rather  than  administration  of  salt,  except  m rare  instances  when  the  hyponatremia  is 
life-threatening  In  actual  salt  depletion,  appropriate  replacement  is  the  therapy  of  choice 
Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving 
thiazide  therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged 
Diabetes  mellitus  which  has  been  latent  may  become  manifest  during  thiazide  administration 
If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing 
diuretic  therapy 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  in  the  parathyroid  gland 
with  hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients  on  pro- 
longed thiazide  therapy  The  common  complications  of  hyperparathyroidism,  such  as  renal 
iithiasis.  bone  resorption,  and  peptic  ulceration  have  not  been  seen  Thiazides  should  be 
discontinued  before  carrying  out  tests  for  parathyroid  function 

DRUG  INTERACTIONS  Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarine. 
The  aniihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy 
patient  Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminution  is 
not  sufficient  to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 

PREGNAN(3Y  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear  in 
cord  blood  The  use  of  thiazides  m pregnancy  requires  that  the  anticipated  benefit  be  weighed 
against  possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal  laundice. 
thrombocytopenia  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult 
NURSING  MOTHERS  Thiazides  appear  in  human  milk  If  use  of  the  drug  Is  deemed 
essential  the  patient  should  stop  nursing 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL^): 

Most  adverse  effects  have  been  mild  and  transient  and  have  rarely  required  the  v/ithdrawal  of 
therapy 

Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block;  hypo- 
tension paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  Lightheadedness,  mental  depression  manifested  by  insomnia, 
lassitude  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for 
time  and  place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and 
decreased  performance  on  neuropsychometrics 

Gastrointestinal  Nausea  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching 
and  sore  throat,  laryngospasm  and  respiratory  distress 
Respiratory  Bronchospasm 

Hematologic  Agranulocytosis:  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes  male  impo- 
tence and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (practolol) 
have  not  been  associated  with  propranolol 

Hydrochlorothiazide: 

Gastrointestinal-  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  constipa- 
tion, jaundice  (mtrahepatic  cholestatic  jaundice),  pancreatitis,  sialadenitis 

Central  Nervous  System  Dizziness  vertigo,  paresthesias,  headache,  xanthopsia 
Hematologic  Leukopenia,  agranulocytosis;  thrombocytopenia,  aplastic  anemia 
Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates,  or 
narcotics) 

Hypersensitivity  Purpura,  photosensitivity,  rash;  urticaria:  necrotizing  angiitis  (vasculitis, 
cutaneous  vasculitis);  fever,  respiratory  distress,  including  pneumonitis,  anaphylactic 
reactions 

Other  Hyperglycemia,  glycosuria,  hyperuricemia,  muscle  spasm,  weakness,  restless- 
ness. transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced 
or  therapy  withdrawn 
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In  ten  years^our  malpractice 

just  a memory 


carrier  may  Be 

Unless  it’s  Medical  Protective. 

As  you  consider  professional  liability  insurance, 
consider  this.  The  coverages  stated  in  the  policy  are 
basically  a promise  — a promise  to  be  here  when 
needed  regardless  of  legal  climate  or  economic 
conditions.  A company’s  ability  to  keep  this  promise 
is  critical  because  your  financial  security  may 
depend  on  it.  Unfortunately,  too  many  firms  are  now 
finding  the  task  impossible. 

Analyze  your  liability  insurance  options  carefully 
just  as  you  would  any  important  investment.  Go 
beyond  the  agent  and  the  policy  to  the  company  that 


stands  behind  both.  How  long  has  it  been  in  opera- 
tion? Has  it  weathered  some  of  the  tough  times?  Will 
it  be  there  for  you  when  you  need  help? 

The  Medical  Protective  Company  pioneered  profes- 
sional liability  coverage  before  the  turn  of  the 
century  and  has  served  doctors  exclusively  ever 
since.  Over  500,000  of  them.  Through  good  times 
and  bad.  We’ll  be  here  when  you  need  us. 

Contact  The  Medical  Protective  Company  through 
one  of  our  general  agents.  History  shows  we  keep 
our  promises. 


Car  y tcu\  r.:  P 


Bruce  Grim,  Keith  H.  Prince,  Charles  F.  Curtice,  Daniel  S.  Marley  Wayne  L.  Kirk,  Mark  Lee  Gunter 

Suite  570,  Allied  Lakewood  Bank  Center.  6301  Gaston  Avenue  Suite  155,  7887  Katy  Freeway 

Dallas  TX  75214-3947,  (214)  821-4640  Katy  Hollow  Office  Park 

Houston,  TX  77024,  (713)  682-8024 


Michael  Rollans 
Thomas  A.  Weisman 
512  GPM  Life  Building 
San  Antonio,  TX  78216,  (512)  344-5901 


Volume  82  Febriuin’  1986 


GEORGE  S.  CONOMIKES 


How  to  watch  a 

computer 

demonstration 


George  S.  Conomikes, 
President,  Conomikes 
Associates,  Inc,  4270 
Promenade  Way,  Ma- 
rina del  Rey,  CA  90292 


42 


Reprinted  with  permis- 
sion from  Conomikes 
Reports  On  Medical 
Practice  Management 
Ilic  Conomikes  organi- 
zation, practice  man- 
agement consulting 
firm  working  through- 
out the  L'nited  States, 
conducts  practice  man- 
agement seminars  with 
the  Texas  Medical 
A.ssociation 


The  abundance  of  computer  systems  for  manage- 
ment of  a medical  practice  makes  an  appropriate 
purchase  difficult  The  physician  should  carefully 
consider  whether  a new  system  is  needed  and,  if  it 
is,  should  test  the  system  under  conditions  that 
will  be  encountered  in  his  or  her  practice.  This 
article  offers  suggestions  for  assessing  office  needs 
and  techniques  for  selecting  a new  system. 

Computer  decisions  are  high-risk  decisions. 
The  hardware  and  software  necessary'  to  do 
the  work  of  a busy,  multiple-doctor  practice 
still  costs  a lot.  And,  your  practice  can  suffer  a se- 
vere work  flow  setback  if  you  select  a poorly  de- 
signed system. 

Solve  a problem 

Medical  practices  buy  computer  systems  for  all 
sorts  of  reasons.  A common  one  is  that  they  are 
available  and  are  symbolic  of  state-of  the-art  tech- 
nology. We  don’t  think  that’s  sufficient.  If  you  don’t 
have  a problem  to  be  solved  by  changing  your  sys- 
tems, you  can  protect  yourself  against  the  risk  of  a 
faulty  decision  by  keeping  what  you  have. 

We  encourage  careful  analysis  of  the  ways  work 
gets  done  in  the  physician’s  office  before  deciding 
to  purchase  a computer.  Sometimes,  changing  the 
work  eliminates  the  need  for  a computer.  For  ex- 
ample, reducing  the  number  of  statements  mailed, 
by  becoming  more  effective  at  collections,  may 
make  the  manual  statement  preparation  process 
simpler.  Waiting  is  still  better  than  plunging  ahead. 
Software  technology  has  stabilized,  but  hardware 
prices  continue  to  fall  and  vendors  continue  to 
shake  out  of  the  industry’. 

Valid  objectives  for  a new  system  include;  quicker 
processing  of  all  your  transactions  at  the  end  of  the 
day;  better  service  to  patients;  and  better  informa- 
tion to  improve  collections. 

An  invalid  objective:  “1  have  an  IBM  PC  and  I’m 
not  using  it.  ” We  still  get  a call  a week  asking  us 
where  to  find  medical  accounts  receivable  software 
for  an  IBM  P(].  Doing  your  work  on  a personal  com- 
puter just  because  you  have  one  is  not  a problem- 
solver. 

Selecting  vendors  to  consider 

There  are  many  systems  available  to  select  from.  If 
you  try  to  review  them  all,  you’ll  never  make  a 
decision  and  come  away  hopelessly  confused.  Try  to 
narrow  the  field  early  to  save  time.  Ask  around  and 
check  references.  Ask  people  knowledgeable  about 
medical  practices,  not  hardware.  Everybody  has  an 
opinion  about  hardware,  but  if  there’s  no  applica- 
tion softyy  are  suitable  for  your  office  to  run  on  it, 
you  will  be  out  of  luck.  Worse  yet,  you  may  be 
tempted  into  a pioneering  effort  to  develop  soft- 


ware for  somebody’s  pet  hardware. 

You  should  narrow  the  field  to  three  or  four  ven 
dors  for  consideration.  Your  criteria  for  selecting  j 
them  can  include; 

a.  Location — Firms  in  your  area  of  the  country 
will  be  able  to  be  more  responsive  than  firms  lo-  ; 
cated  far  away.  The  process  of  checking  references  i 
and  visiting  sites  will  also  be  more  economical. 

b.  Length  of  time  in  business — Generally,  the  ' 
longer  a firm  has  been  in  business,  the  longer  it  is 
likely  to  remain  in  business.  You  should  also  ask  thi 
number  of  installations  of  the  product  you  will  be 
considering. 

c.  Program  capabilities  and  features 

d.  Hardware 

Evaluating  these  last  two  items — program  capa- 
bilities and  hardware — can  be  tricky,  involving  a 
number  of  factors.  One  technique  that  seems  to 
work  is  the  “request  for  proposal” — RFP  (Fig  1 ). 
The  RFP  is  a document  you  prepare  to  give  to  ven- 
dors describing  your  practice,  your  needs  and 
wants.  In  it  you  would  indicate  such  basic  informa- 
tion as  how  many  patients  you  see,  how  long  you 
keep  your  records  active,  how  many  individuals 
work  on  the  records  ( number  of  work  stations),  an 
the  like.  You  would  also  list  a program  and  hard- 
ware features  you  consider  essential.  Then,  when 
proposals  come  back  responding  to  your  request,  • 
you  can  screen  out  those  vendors  not  meeting  you  I 
basic  requirements.  | 

The  demonstration  j 

I’here  are  several  factors  you  will  want  to  consider  | 
when  you  sit  down  with  a sales  representative  in  i 
front  of  a computer.  | 

EASE  AND  SPEED  OE  USE  ; 

How  fast  and  easy  a system  is  to  use  is  a function  ol  i 
machine  speed  and  program  design.  The  best  dem- ! 
onstration  will  be  conducted  in  a physician-user  ' 
office,  not  the  vendor’s  office.  You  want  to  witness  | 
real  patient  data  in  a real  patient  data  base.  Demon  | 
strations  can  run  real  fast  in  a vendor’s  show  room  j 
or  your  office  when  the  data  base  consists  of  only  a j 
dozen  patients.  But  when  the  computer  files  are  j 
filled  with  service  codes,  diagnosis  codes,  names  j 
and  addresses,  and  the  like,  the  system  may  slow 
down — a point  you’ll  want  to  observe  firsthand.  i 

Ideally,  the  system  on  which  your  demonstration  j 
is  performed  should  be  in  a practice  similar  to  youi 
and,  of  course,  the  program  and  hardware  config-  | 
uration  should  be  exactly  like  what  you  will  be 
purchasing. 

Don’t  ask  users  if  it’s  fast  or  easy  to  use.  Watch  i 
them  work.  And,  always  talk  to  users  and  operators  i 
not  the  physicians  or  managers.  It’s  the  people  who 
actually  use  the  system  who  will  give  you  the  most ; 
insight  into  strengths  and  weaknesses.  | 
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Sample  ' Request  For  Proposal  " (RFP)  for  evaluating  a computer  s}'stem. 


APPLICATIONS  SOFTW  ARE 
(PROGRAMS)  SPECIFICATIONS 

Billing  Programs 
Statements 

a.  Abilit)-  to  bill  by  individual  and  or  family 

b.  One-half  fold  statements  to  be  stuffed  in  win- 
dow envelopes 

c.  All  statements  aged  with  all  payments  re- 
ceived applied  to  the  oldest  balance 

d.  Payment  due  date  indicated  on  statement 

e.  All  statements  itemized  on  demand 

f.  Automatic  default  to  not  mail  statements  on 
bills  under  SIO 

Patient  financial  history  data 

a.  Patient  name 

b Name  of  patient's  financially  responsible 
party  (FRP) 

c.  Address  of  patient  and  FRP 

d.  Telephone  number  of  patient  and  FRP 

e.  Date  of  last  charge 

f Date  of  last  payment 

i.  Collections 

a.  All  accounts  aged  to  1 80  days,  monthly 

b.  Low  balance  report  for  all  accounts  under 
$10.  monthly 

c.  Credit  balance  report  on  demand 

d.  Automatic  collection  messages 

e.  Ability  to  add  customized  collection 
messages 

f.  Ability  to  record  report  following  data  on 
collection  accounts: 

— Date  contacted 
— Amount  promised 
— Amount  to  be  received  by  specific  date 
— Weekly  report  on  non- 
compliant  FRP's 

g.  Two  automatic  collection  letters  at  60  and 
90  days 

h Monthly  listing  of  accounts  turned  over  to 
collection  agencies 

3-  Insurance  Billing 

Insurance  claim  forms 

a.  Blue  Shield  forms 

b.  HFCA  ISOO  form  (universal  claim  form) 
c State  Medicaid  form 

d.  Standardized  Disability  Report 
Insurance  Claim  Data  Base,  Repon 
Generator 

a.  individual  patient  insurance  status  and  indi- 
vidual FRP  insurance  status  indicating: 

— Date  filed 
— Amount  filed 
— Date  of  service 
— Insurance  carrier  and  address 
— Assignment/nonassignment  of  benefits 

b.  Insurance  company  third  party  data.  Ability 
to  obtain  total  listing  of  insurance  claims  out- 
standing by  third  party  with  all  itemized  pa- 
tient data  listed  above 

4 Management  Reports/ Frequency 
Daily  Journal  of  Transaction 

a.  All  patients  listed 

b.  All  receipt  numbers  listed 

c.  All  charges,  payments,  and  adjustments  listed 

d.  Individual  account  listing  (as  needed) 

e.  Bank  deposit  detail  listing 
Monthly  Activity  Reports — Charges, 

Paymaents,  Adjustments 


a.  By  doctor 

b.  By  department 

c.  By  service  code 

d.  By  diagnosis  code 

e.  Subtotals  by  category: 

— Surgery 

— Office 

f.  By  day,  month-to-date,  year-to-date 

g.  Adjustments  by: 

— Doctor 

— Doctor — professional  courtesy 

— .Medicare 

— .Medicaid 

— Bad  debts  by  doctor  and  total 

h.  Number  of  statements  printed  ( monthly ) 

i.  Number  of  insurance  claims  filed  ( monthly ) 

j.  Accounts  deleted  list  ( monthly ) 

— By  doctor 

— All  zero  balance  for  two  years 
— All  inactive  since  three  years 
Demand  Reports 

a.  Patient  listing  report  ( as  needed  ) 

— Alphabetically 

— Account  number 
— File  labels 

— .Mailing  labels 

— Patient  assignment  by  doctor 
— New  patients  by  doctor  and  total 
( monthly ) 

b Diagnosis  code  list  ( as  needed ) 

— ICDA  code 
— Alphabetically 
— Modifiable  by  practice 

c.  Service  code  list  by 
— CPT  code 

— Alphabetically 
— Modifiable  by  practice 
d Fee  schedule  report  by  sen  ice  code  ( as 
needed ) 

e Number  of  accounts  on  file  ( as  needed ) 

5.  Genera!  Ledger  Program 

a Interfaces  with  A R program 

b.  Cash  disbursements  journal 

c Income  and  expense  distribution  to  general 
ledger  accounts 

d.  Income  statement  ( monthly ) 

e.  Balance  sheet  (as  needed) 

6.  Optional  Programs  ( price  separately ) 

a.  Payroll  program 
b Prior  year  comparisons  by: 

— Service  code 
— Doctor 
— Month-to-date 
— Year-to-date 

c.  Family  financial  summary,  end-of-year 
d VisiCalc  equivalent 

e Data  base  management  program  for  medical 
information  on  patients 


HARDWARE  SPECIFICATIONS 

/.  Central  Processing  Unit 
a.  Expandable 

b .Multiple  inputs  up  to  5 CRTs 

c.  .Multiple  outputs  for: 

— Tape  back-up 
— Two  printers 
— MODE.M 

d .All  programs  accessible  at  any  time  by  any 
work  station 

2.  CRTs  ( work  stations) 

a.  Three  initially  (front  desk,  bookkeeper, 
secretary  ) 
b 12-inch  screens 
c 80  columns  by  2S  lines  minimum 
d Nonflickering  screens 
e Keyboard  with  umbilical 

f.  10-key  pad 

g.  Separate  cursor  movement  keys 
h Standard  ( IBM-tvpe  ) keyboard 

.J.  Storage  Capacity 

a.  Expandable  to  handle  up  to  1 S.OOO  accounts 
b Hard  disk 

4 Printers 

a.  5S  CPS  letter  quality  printer 
b High  speed  dot-matrix  printer  to: 

— Print  through  S copies 
— Be  adjustable  from  3-inch  labels  to  1~- 
inch-wide  reports 
— Have  variable  spacing  and  lining 

5 Modems  ( 1200  baud  minimum) 

To  provide  communications  links  to: 

— Outside  data  bases 
— Doctors'  home  computers 
— Vendor 
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THINGS  TO  WATCH  FOR 

There  are  several  system  features  and  flaws  that  the 
physician  should  be  aware  of  when  observing  a 
computer  demonstration: 

a.  Batch  data  entry — It’s  generally  faster  to  post  a 
batch  of  transactions  in  one  sitting. 

b.  The  ability  to  post  charges,  payments,  and  ad- 
justments at  the  same  time  on  the  same  screen. 

c.  Ability  to  post  multiple  items  on  the  same  ac- 
count on  the  same  screen. 

d.  Overly  “menu-driven”  structure — Some  sys- 
tems require  seemingly  endless  paging  through 
menus  to  select  functions  on  which  to  work.  A “key 
word  access”  allows  hopping  from  one  function  to 
the  next  without  selecting  from  a menu. 

e.  Many  complex  commands  to  remember  or 
key  strokes  required  to  execute  functions.  Look  for 
“cheat  sheets”  taped  to  the  terminal  and  dog-eared 
operator  manuals  indicating  frequent  references. 
These  are  both  good  indicators  that  the  system  is 
hard  to  remember. 

f New  account  set-up  time — The  time  it  takes  to 
establish  a new-patient  account  can  be  a killer  for 
the  solo-  or  two-doctor  practice  with  a high  ratio  of 
patients  seen  only  once  or  twice. 

g.  Name  and  number  look-up — Every  patient  has 
a number  and  you’ll  need  it  to  do  your  work.  How 
fast  can  you  find  it? 

h.  Documentation — The  operator  manuals  should 
be  simple  to  read  and  easy  to  understand  with  clear 
organization  and  easy-to-find  sections  answering  the 
most  common  questions. 

i.  Training — Ask  users  to  describe  the  training 
process  and  the  availability  of  continuing  support 
when  questions  arise.  What  about  retraining? 

j.  System  backup  time — All  computer  systems 
should  be  backed-up  ( the  process  of  making  a sepa- 
rate copy  of  your  data  to  safeguard  it),  but  many 
systems  take  so  long  to  do  this  that  operators  avoid 
the  process. 

Program  features 

During  the  demonstration,  you  should  ask  the  ven- 
dor to  actually  perform  the  “essential”  program  fea- 
tures from  your  RFP.  Don’t  just  listen  to  his  or  her 
assurances  that  the  program  meets  those  needs — 
see  it  done.  Ask  the  users  for  their  assessment  of  the 
strengths  and  weaknesses  of  the  program.  Don’t  be 
sold  by  the  razzle-dazzle  features  one  vendor  has 
that  no  others  have.  If  it’s  not  on  your  list,  consider 
it  later.  That’s  why  these  features  are  there.  For  ex- 
ample, one  system  we  recently  reviewed  has  an 
optional  bar  code  reader  for  use  with  bar  codes 
printed  on  the  superbill,  similar  to  the  standard 
product  codes  printed  on  items  in  grocery  stores. 
The  rationale  is  that  this  reduces  keystrokes  and 
keystroke  errors.  In  fact,  these  superbills  make  little 
sense  for  most  practices  because  the  number  of 
codes  you  can  print  is  so  severely  limited  and  it’s 


just  as  easy  to  scan  the  wrong  bar  code  as  it  is  to 
make  a keystroke  error. 

Always  ask  yourself,  “Will  this  application  make 
sense  in  my  office?”  Exotic  features  that  may  turn 
your  head  but  make  little  practical  sense  include: 
appointment  scheduling  programs;  medical  records 
the  ability  to  print  your  own  superbill  on  blank 
paper  stock  and  the  like. 

Hardware  features 

Generally,  the  hardware — the  computer  itself — is 
the  least  interesting  part  of  the  project.  There  are 
usually  few  options  for  the  buyer.  You’ll  make  your 
selection  based  on  the  software  to  do  your  work. 
The  hardware  decision  follows  automatically  be- 
cause the  vendor  will  have  developed  the  software 
to  run  on  a specific  piece  of  equipment.  Therefore, 
you  are  looking  for  “deal  breakers”  in  the  hard- 
ware— items  you  simply  cannot  live  with. 

Generally,  the  equipment  should  be  easy  and 
comfortable  for  operators  to  use  over  long  periods 
of  time.  The  work  stations  should  be  adaptable  to 
desks  in  your  office.  Just  ask  yourself,  “Where  will  I 
actually  put  this  computer?” 

The  central  processing  unit — the  brain  of  the 
computer — should  be  expandable,  and  multi- 
tasking/multi-user  in  architecture.  This  means  that 
more  than  one  person  can  use  the  computer  at  one 
time — and  two  people  can  do  different  functions  at 
the  same  time.  This  is  where  many  computer  sys- 
tems break  down. 

Reliability  of  hardware  and  quick-response,  rea- 
sonable-costs service  is  another  essential.  Comput- 
ers are  complicated  and  occasionally  require  repair. 
Be  sure  to  cover  this  critical  area  in  your  reference 
checking. 

Audit  trail/system  security 

Generally,  we  think  it’s  advisable  to  have  your  CPA 
review  the  system  for  complete  audit  trail.  This 
means  getting  an  assurance  that  the  system  is  not 
vulnerable  to  dishonest  employees. 

Specific  items  you  can  look  for  in  the  demonstra- 
tion, however,  include: 

a.  Batch  controls — Entering  a batch  of  transac- 
tions at  one  time  permits  the  operator  to  also  enter 
the  total  of  the  transactions  and  have  it  verified  by 
the  computer.  This  is  an  assurance  of  accuracy  of 
data  entry.  Some  systems  will  not  total  the  batch 
since  each  transaction  is  a batch  unto  itself.  Others 
total  batches  but  “prompt”  the  operator  with  the 
machine  total.  We  feel  it’s  better  for  the  operator  to 
enter  the  batch  total  and  have  the  computer  com- 
pare it  to  the  machine  total  without  “prompting.” 

b.  Delete — Some  systems  have  a specific  menu 
function  enabling  the  operator  to  delete  an  account. 
This  is  to  make  room  on  the  disk  for  new  accounts. 
Test  the  system  by  attempting  to  delete  an  account 
with  an  open  balance.  This  is  analagous  to  taking  a 
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ledger  card  out  of  the  ledger  card  tray  and  throwing 
(it  out.  The  accounts  receivable  will  not  reconcile 
iwith  the  accounts  receivable  control,  and  it  could 
be  a method  for  subverting  the  system. 

c.  Password  access — All  program  functions 
•should  be  accessible  only  by  authorized  persons, 
ilhe  ability  to  code  passwords  with  program  area 
f access  is  an  important  control. 

t Conclusion 

( In  general,  you  should  go  to  a computer  demonstra- 

ftion  with  a predetermined  set  of  questions.  Don’t 
let  the  salesperson  stage  the  demonstration.  They 
i:may  just  show  you  what  they  like  to  show  and  gloss 
fover  other  critical  areas.  Listen  politely,  but  inter- 
t jrupt  operators  to  see  how  they  can  cope  with  inter- 
I Eruptions.  For  example,  as  an  operator  is  posting  a 
batch  of  checks,  you  may  interrupt  and  ask  him  or 
|[ier  to  look  up  a patient  account  balance  on  the 
.'^creen  and  then  resume  posting.  Some  systems 
(don’t  permit  operations  to  be  interrupted  and  then 
I resumed,  but  this  happens  in  your  office  all  the 
. time. 

You  may  also  ask  an  operator  to  print  a statement 
^ on  demand,  or  set  up  a new  patient  account  while 
in  the  midst  of  posting  a batch  of  charges,  or  backup 
the  system  or  printout  a report  to  see  how  long  it 
(takes,  and  the  like.  Stick  to  your  own  agenda  and 
(make  sure  it’s  the  same  agenda  for  each  demonstra- 
tion you  attend.  This  will  enable  you  to  keep  things 
clear  in  your  own  mind  and  compare  systems  fairly. 
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The  Texas  Medical  Association 
endorsed  I.C.  System’s  collection 
program  on  February  7,  1983 

Already,  over  2,200  member  practices  are 
enrolled  and  have  recovered  some 
$5.6  million  in  overdue  receivables. 


I.C.  System  is  endorsed  as  a respoasible  tdternative  for  members  who  need  help 
keeping  their  receivables  under  control.  All  collection  practices  are  legal,  ethical 
and  professional.  The  objective  is  to  collect  without  htirming  the  doctor  patient 
relationship.  That’s  importimt. 

In  these  economic  times  \'ou  need  a collection  program  you  can  turn  to  in 
confidence.  Consider  I.C.  S>'stem.  Return  this  form.  The  system  is  endorsed  by 
the  Association.  The  System  Works! 


Tell  me  more  about  this  program  endorsed  by  the 
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The  fluoridation  of  drinking  water  has  been  asso- 
ciated with  substantial  reductions  in  the  incidence 
of  dental  caries.  By  1980,  approximately  46%  of 
the  US  population  had  artiflcally  fluoridated  water 
supplies.  Opponents  of fluoridation  claim  that  flu- 
oridated water  is  associated  with  increased  occur- 
rence of  cancer.  However,  numerous  animal  and 
human  studies  have  revealed  no  convincing  evi- 
dence of  such  an  association. 


During  the  past  three  years,  two  large  Texxs 
cities,  Houston  and  San  Antonio,  proposed 
fluoridation  of  the  drinking  water  supply. 
This  was  done  to  comply  with  the  health  consensus 
that  drinking  water  containing  fluoride  levels  of  up 
to  1 ppm  ( 1 mg/L)  was  associated  with  60%  or 
more  reduction  in  dental  caries  compared  to  water 
containing  0.2  ppm  or  less  ( 1 ).  By  19B0,  46%  of  the 
total  population  of  the  United  States  was  supplied 
with  artificially  fluoridated  water  ( 1 ).  As  cities  pro- 
posed fluoridation,  opposition  was  generated  by 
claims  that  fluoridation  caused  adverse  health  side 
effects,  among  these,  cancer.  Neither  epidemiologic 
nor  biologic  evidence  supports  these  claims  that  flu- 
oridation increases  the  occurrence  of  cancer. 

The  lack  of  carcinogenic  activity  of  fluoride  was 
demonstrated  ( 2,3 ) after  an  early  report  had  impli- 
cated fluoride  in  enhanced  tumor  incidence.  In  fact, 
protective  effects  of  fluoride  have  been  reported  for 
spontaneous  tumors  in  mice  ( 4 ) and  in  Drosophila 
rnelanogaster  after  exposure  to  fluoride  in  com- 
bination with  known  mutagens  ( 5 ).  fn  bacteria, 
yeast,  and  fruit  flies,  a lack  of  genotoxic  activity  was 
reported  from  fluoride  levels  that  were  orders  of 
magnitude  greater  than  those  found  in  drinking 
water  ( 2 ).  In  a more  sensitive  assay  for  genetic  dam- 
age, chromosomal  aberrations  in  human  lympho- 
cytes were  not  increased,  relative  to  controls,  when 
the  lymphocytes  were  grown  in  1 0,000  ppm  so- 
dium fluoride  ( 2 ).  When  higher  levels  of  fluoride 
were  added  to  cultured  cells,  an  increase  in  chro- 
mosome aberrations  was  reported  in  hamster  em- 
bryo cells  (6)  and  human  fibroblasts  (7).  These 
conclusions  were  based  entirely  on  the  presence  of 
chromatid  gaps  and  breaks.  Since  the  interpretation 
of  a chromatid  gap  is  subjective,  this  technique  may 
be  an  unreliable  indicator  of  real  genetic  damage  in 
the  absence  of  a standardized  classification  system 
(8).  The  observations  in  hamster  embryo  cells  have 
not  been  substantiated  with  human  lymphocytes 
(2,9),  even  when  concentrations  of  fluoride  much 
greater  than  those  found  in  municipal  water  sup- 
plies were  tested.  In  summary,  no  ill  effects  of  fluo- 
ride at  optimal  levels  of  1 ppm  in  drinking  water 
have  been  reported  and  validated  in  numerous  test 
systems  from  bacteria  to  man. 

Recently  the  effects  of  fluoride  on  hydrogen 


bonding  in  a yeast  mitochondrial  enzyme  have  bee 
used  out  of  context  to  instill  fears  that  such  an 
effect  might  occur  in  human  DNA.  The  purpose  of 
that  study  ( 10 ) was  to  determine  the  conversion  of 
peroxides  into  water  in  yeast  mitochondria;  high 
levels  of  fluoride,  as  well  as  other  chemicals,  were 
used  to  probe  the  structure  of  the  enzyme.  Thus, 
there  was  little  or  no  relevance  to  human  safety. 
Furthermore,  the  National  Cancer  Institute  has 
stated  on  record  that  the  exhaustive  search  for  a 
fluoride-cancer  association  has  provided  no  con- 
vincing scientific  evidence  of  such  a relationship. 
Some  of  the  best  biological  evidence  regarding  a 
lack  of  association  between  fluoride  and  human  car 
cer  comes  from  epidemiological  studies  of  areas 
with  natural  levels  of  fluoride  that  often  exceed 
1 ppm. 

Epidemiologic  studies  of  fluoride  and  cancer 

One  of  the  earliest  studies  of  medical  effects  of 
natural  fluoride  in  the  water  supply  was  conducted 
in  two  Texas  communities  ( 1 1 ).  A 10-year  study  of 
1 16  persons  in  Bartlett  and  121  in  Cameron,  Texas, 
was  done  between  1943  and  1953-  Bartlett’s  water 
contained  8 ppm  of  fluoride  naturally  until  1952 
when  it  was  defluoridated.  Cameron’s  water  con- 
tained 0.4  ppm  and  served  as  the  control  com- 
munity. No  significant  differences  in  the  medical 
findings  of  participants  were  observed  except  for  a ' 
slightly  higher  rate  of  cardiovascular  disease  in 
Cameron  ( low  fluoride ) and  marked  dental  fluorosis 
in  Bartlett  (high  fluoride).  An  added  benefit  of  re-  | 
duced  bone  fragility  has  been  reported  in  a commu 
nity  with  1 ppm  fluoride  in  the  drinking  water  (12) 
A protective  effect  against  osteoporotic  fractures 
was  previously  thought  possible  only  with  higher  | 
levels  of  fluoride  (13).  | 

Fluoridation  of  water  supplies  in  the  United  State;  i 
began  in  1945.  Cancer  was  included  among  health 
effects  routinely  monitored  for  evaluation  of  safety,  j 
Except  for  the  few  biologic  studies  described  above 
none  of  the  early  studies  indicated  a risk  of  cancer 
from  water  fluoridation  ( 14).  In  1975,  two  individu- 
als ( Yiamouyiannis  and  Burk)  from  the  National 
Health  Federation  alleged  there  was  an  increase  in 
cancer  deaths  in  selected  US  counties  and  cities  that 
had  added  fluoride  to  their  water  supply.  Their 
“studies,”  which  have  never  been  published  in  the 
legitimate  scientific  literature,  were  evaluated  by 
staff  of  the  National  Cancer  Institute  (NCI ) ( 1 5 ).  In 
addition,  the  NCI  requested  an  independent  evalua- 
tion by  the  US  National  Academy  of  Sciences  (16) 
and  the  Royal  College  of  Physicians  of  Great  Britain, 
which  commissioned  the  Royal  Statistical  Society  to 
conduct  the  review  (17).  None  of  these  reviews 
found  any  effect  on  cancer  mortality  attributable  to 
fluoridation. 

The  controversy  continued  by  new  allegations 
that  fluoridation  increased  deaths  from  cancer. 
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I'ianioiiyiannis  and  Burk  claimed  that  cancer  death 
ates  had  increased  more  between  1952  to  1969  in 
luoridated  compared  to  nontluoridated  cities  ( 16.6 
')er  lOO.OOO  more  among  persons  from  45  to  64 
ears  old  and  36.7  per  100,000  more  among  per- 
|ons  65  years  of  age  or  older ).  Because  of  the  large 
ge  groupings,  failure  to  take  into  account  sex  and 
ace  differences,  inaccuracy  of  estimating  popula- 
ion  denominators,  and  individual  variation  among 
ities,  half  of  the  excess  in  the  45-  to  64-year  age 
;roup  could  be  explained  by  disregarding  differ 
:nces  of  sex  and  race  (18),  and  for  the  65  and  older 
ge  group  the  difference  could  have  arisen  by  chance 
jJongwith  a probability  of  1 in  4 ( 19).  In  other 
Ivords,  the  differences  found  were  not  unusual  given 
Ihe  trends  and  variability  between  different  cities. 
Tie  dispute  continued,  and  is  reviewed  in  detail  by 
Cnox  (20).  Standardized  mortality  ratios  for  the  20 
JS  cities  in  question  are  given  in  Fig  1 (21).  The 
lifferences  in  time  trends  are  small  and  not  statis 
ically  significant. 

I The  report  by  Knox  ( 20 ) concludes  that  “the  US 
ime-trend  studies  by  Yiamouyiannis  and  Burk  are 
o seriously  flawed  that  their  conclusion  of  a link- 
ge’  between  increases  in  cancer  mortality  and  the 
ntroduction  of  fluoridation  is  untenable.”  Others 
Have  reported  results  of  appropriately  performed 
.ind  validly  analyzed  studies,  none  of  which  have 
[ound  any  association  of  fluoridation  and  cancer 
leaths  ( 13,15,18,21-23).  In  total,  there  are  at  least 
10  epidemiologic  studies  of  fluoride  and  cancer 
20),  none  of  which  found  an  association.  In  addi- 
ion  to  studies  in  the  United  States  and  the  United 
Gngdom,  studies  in  ten  other  countries  have  been 
lone  (Fig  2).  None  of  the  studies  which  have 
m adequate  design  and  evaluation  have  found  a 
luoride-cancer  association 
Lastly,  the  International  Agency  for  Research  on 
Cancer,  an  official  arm  of  the  World  Flealth  Organi- 
sation concluded  in  April  1982  ( 2 ):  “When  proper 
iccount  was  taken  of  the  differences  among  popu- 
ation  units,  in  demographic  composition,  and  in 
iome  cases  also  in  their  degree  of  industrialization 
ind  other  social  factors,  none  of  the  studies  pro- 
dded any  evidence  that  an  increased  level  of  fluo- 
ride in  water  was  associated  with  an  increase  in 
cancer  mortality.” 


Conclusion 

In  conclusion,  there  is  probably  no  human  health 
issue  more  extensively  evaluated  for  adverse  medi- 
cal outcomes  with  consistently  negative  results.  No 
association  between  fluoridation  of  water  and  in- 
creased cancer  death  rates  in  consumers  has  been 
demonstrated;  fluoride  at  1 ppm  is  not  mutagenic  in 
such  diverse  organisms  as  bacteria  and  human  cells; 
and  no  biochemical  or  biologic  mechanism  whereby 
fluoride  at  1 ppm  causes  cancer  by  genotoxic  or 
epigenetic  means  has  been  proposed.  Tlie  fact  that  a 
nonscientific  dispute  has  been  allowed  to  slow  the 
process  of  implementing  a worldwide  accepted 
public  health  measure  during  the  past  ten  years 
demonstrates  a flaw  in  the  scientific  system.  Individ- 
ual freedom  of  expression  should  not  allow  for  con- 
tinual allegations  made  outside  of  the  standard 
practice  of  scientific  pursuit,  based  on  analyses  of 
straightforward  data  and  subjected  to  peer  review, 
which  is  a matter  of  routine  procedure  througliout 
the  world.  The  time,  effort,  cost,  and  deprivation  of 
preventive  dental  measures  are  incalculable. 
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Standardized  mortality  ratios  (SMR ) * for  20  US  cities  (10). 


luoride  Status 

1950 

Average  SMR 

1970 

Increase 
( 1950  to  1970) 

% Increase 
( 1950  to  1970) 

Difference 
of  % Increase 

luoridated 

1 23 

118 

-0  05 

-4  1 

-2.4 

lot  fluoridated 

115 

1.17 

0.02 

1.7 

SMR  - the  actual  ( observed ) number  of  deaths  divided  by  the  expected  number  in  each  five-year  age  group  for  each  of  the  two  groups 
if  cities. 
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The  first  medical  periodical  in  Texas  was  founded 
in  Galveston  by  Greensville  Dowell,  MD,  shortly 
after  the  close  of  the  Civil  War.  This  article  de- 
scribes Dowell’s  efforts  to  publish  the  Galveston 
Medical  Journal  and  to  organize  the  medical  pro- 
fession at  a time  ivhen  there  existed  no  state  medi 
cal  association.  The  Texas  Medical  Journal,  the 
state's  only  medical  periodical  in  the  187()s,  also 
came  into  being  in  Galveston.  Both  journals  drew 
\supportfrom  the  faculty  of  the  Galveston  Medical 
\College  and  later  the  Texas  Medical  College  and 
Hospital.  Medical  joumcdism  began  flourishing  in 
^ the  1880s,  as  the  Texas  State  Medical  Association 
pecame  firmly  established  and  activity  shifted  to 

\\ustin,  Dallas,  and  Fort  Worth. 
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The  year  1865  marks  a significant  point  in  the 
history'  of  organized  medicine  in  Texas.  Soon 
after  the  close  of  the  Civil  War,  Galveston 
became  the  scene  of  three  important  developments. 
'On  July  1 7,  a group  of  local  physicians  established 
the  Galveston  Medical  Society  and  adopted  a consti- 
tution and  bylaws.  Although  there  had  been  several 
attempts  to  form  local  medical  societies  in  the  1850s, 
‘including  the  organization  of  the  short-lived  Texas 
Medical  Association,  the  Civil  War  had  disrupted 
these  activities.  The  founding  of  the  Galveston  so- 
ciety was  an  early,  if  not  the  first,  manifestation  of 
medical  professionalism  in  Texas  after  the  Civil  War. 

I The  second  development  involved  the  opening  of 
the  first  medical  school  in  the  Lone  Star  State:  Gal- 
|veston  Medical  College.  An  announcement  issued 
by  the  board  of  trustees  of  Soule  University  in  Chap- 
pell Hill  on  Nov  30,  1865,  informed  the  public  that 
the  university’s  medical  department  had  been  re- 
'organized  and  moved  to  Galveston,  The  circular  in- 
cluded a list  of  the  faculty',  and  announced  the  com- 
mencement of  clinical  lectures  in  the  Island  City 
Hospital  early  in  December.  First  conceived  in 
1857,  the  plans  for  the  medical  department  had  lain 
! dormant  until  1859,  when  the  board  of  trustees  had 
authorized  the  medical  chairs  and  appointed  the 
I faculty  ( 1 ).  The  department,  however,  did  not  actu- 
ally become  operational  until  after  the  Civil  War.  It 
was  moved  to  Galveston  because  of  the  availability 
of  clinical  material  in  the  city’s  hospitals.  Hence  it 
I 'became  known  as  Galveston  Medical  College, 
h The  third  area  of  development  was  the  publica- 
V tion  of  the  Galveston  Medical  Journal:  A Monthly 
VRecord  of  Medical  Science  under  the  editorship  of 
f Greensville  Dowell,  MD  (Fig  1 ).  Although  the  cover 
of  the  first  issue  bears  the  date  “January  1866,” 
the  journal  was  planned  and  printed  during  the  last 
months  of  1865.  “ . . . We  have  no  apologies  to  offer, 
and  no  promises  to  make,”  said  the  editor.  He  in 
fended  to  publish  the  journal  for  a year  and  hoped 
|that  there  would  be  enough  support  from  the  state’s 
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2,000  physicians.  As  the  editor  of  the  first  medical 
journal  published  in  Texas,  Dr  Dowell  was  justified 
in  showing  a certain  degree  of  caution.  He  knew 
undoubtedly  that  any  attempt  to  start  a new  journal 
involved  considerable  risks.  Editor  Dowell,  the  43- 
year-old  professor  of  anatomy  at  Galveston  Medical 
College,  further  noted:  “Thougii  connected  with 
this  school,  the  journal  will  be  independent,  and 
stand  on  its  own  merits.  We  expect  assistance  from 
the  Professors,  but  will  remain  sole  Editor.” 

Admittedly,  many  of  the  articles  that  appeared  in 
the  new  journal  came  from  within  the  ranks  of  the 
Galveston  Medical  Society  and  the  Galveston  Medi- 
cal College,  without  whose  support  the  journal 
would  not  have  survived.  Dowell’s  determination  to 
assume  the  fiscal  as  well  as  the  full  editorial  respon- 
sibility, however,  constituted  the  real  reason  for  the 
journal’s  continued  existence.  As  it  turned  out,  the 
Galveston  Medical  Journal  was  a financial  failure, 
an  enterprise  subsidized  for  five  years  by  Dowell 
himself.  Its  influence  on  the  development  of  Texas 
medicine  remains  immeasurable. 

Dowell’s  medical  enterprise 

From  1866  to  1871,  the  Galveston  Medical  Journal 
provided  the  major  means  of  communication  among 
Texas  physicians.  In  terms  of  content  and  scope,  the 
Texas  journal  was  no  different  from  medical  jour- 
nals published  elsewhere  in  the  country  (2).  It  in- 
cluded articles  on  medical  and  surgical  topics 
(either  written  by  Texas  physicians  or  extracted 
from  other  journals),  reports  and  proceedings 
of  meetings,  letters  to  the  editor,  notices  of  books, 
hospital  statistics,  and  advertisements  for  medical 
instruments  and  drugs.  Articles  dealt  mostly  with 
infectious  diseases  experienced  in  Texas,  such  as 
yellow  fever,  cholera,  and  smallpox,  and  with  sur- 
gical operations.  Dowell  insisted  on  publishing 
original  material  and  the  latest  information  on  new 
developments.  Fond  of  the  study  of  foreign  lan- 
guages, he  offered  to  Texas  readers  excerpts  from 
foreign  medical  journals  that  he  himself  had  trans- 
lated. It  is  reported  that  Dowell  could  read  French, 
German,  Spanish,  Italian,  Greek,  and  Latin. 

Dowell  used  the  Galveston  Medical  Journal  as 
a vehicle  to  promote  professional  ethics  and  unity 
among  Texas  physicians.  In  the  very  first  issue,  he 
printed  the  constitution  and  the  bylaws  of  the  Gal- 
veston Medical  Society,  which  he  hoped  would 
serve  as  a guide  to  physicians  living  in  other  coun- 
ties. Also  included  in  this  issue  was  the  Code  of 
Medical  Ethics  of  the  American  Medical  Associa- 
tion. “We  hope  every  county  will  form  a similar 
society,”  wrote  Dowell,  and  “no  physician  is  fit  to 
practice  his  profession  until  he  has  in  his  possession 
some  such  guides.”  In  the  subsequent  issues,  one 
finds  frequent  appeals  to  organize  local  societies.  It 
must  have  been  gratifying  to  Dowell  to  see  a num- 
ber of  societies  being  formed  in  the  late  1860s. 


Inci  A Bowman.  PhD, 
Curator  of  the  Truman 
(j  Blocker,  Jr,  History 
of  Medicine  Collec- 
tions, Moody  Medical 
Library,  The  University 
of  Texas  Medical 
Branch,  (iaiveston, 
Texas  77550-2782. 


In  recognition  of  Texas’ 
Sesquicentennial,  and 
in  tribute  to  the 
people,  the  times,  and 
events  that  have  shaped 
the  medical  profession, 
Texas  Medicine 
presents  the  Heritage 
Series.  The  guest  editor 
is  Chester  R.  Bums, 

MD,  Rockwell  Profes- 
sor of  the  History  of 
Medicine  and  member 
of  the  Institute  for  the 
Medical  Humanities, 
The  University  of  Texas 
Medical  Branch, 
Galveston. 


Medical  journalism 


1 


1 


52 
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Texas  surgeon,  medical 
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publisher.  He  serced  as 
professor  of  surgery’  at 
Gali’eston  Medical 
College  arui  edited  the 
Galveston  Medical 
Journal  the  first 
medical  periodical  in 
Texas  Original  oil 
painting  byJ.C.  Evans. 
Courtesy  of  Moody 
Medical  Library. 
Galveston 


When  the  Washington  County  Medical  Society  is- 
sued a call  for  the  reorganization  of  the  state 
medical  association  in  the  spring  of  1869,  Dowell 
responded  enthusiastically  by  printing  the  an- 
nouncement in  the  journal  and  urging  his  readers  to 
attend  the  meeting.  This  historic  meeting,  held  in 
Houston  on  June  15-17,  was  attended  by  physi- 
cians representing  20  counties  in  the  state.  Dowell 
immediately  published  the  proceedings  as  well  as 
the  constitution  and  bylaws  of  the  new  Texas  State 
Medical  Association  in  his  journal. 

Eager  to  establish  contact  with  as  many  practition- 
ers as  possible,  Dowell  urged  his  readers  to  send 
him  names  of  physicians  living  in  their  counties.  De- 
veloping a subscription  list  at  a time  when  there 
existed  no  state  organization  and  no  mailing  lists  to 
be  purchased  would  be  a challenge  for  any  editor. 
Dowell  sent  extra  issues  to  postmasters  throughout 
Texas  and  asked  them  to  distribute  the  journal  and 
send  him  names  of  physicians  in  their  districts.  Ap- 
parently postmasters  responded  obligingly  to  his  re- 
quest. Throughout  the  first  year,  Dowell  gradually 
built  a subscription  list,  which  he  published  in  the 
December  1866  issue  of  the  Galveston  Medical 
Journal.  The  list  includes  nearly  600  names,  with 
counties  of  residence,  and  is  believed  to  be  the  first 
of  its  kind  to  be  published  in  Texas.  He  continued 
his  efforts  to  keep  the  list  current,  reminding  the 
readers  to  send  him  notices  of  deaths,  changes  of 
address,  and  new  names.  Plainly,  Dowell’s  office 
served  as  a clearinghouse  of  information  for  Texas 
physicians. 


As  the  publisher  of  the  Galveston  Medical  Jour-  ' 
nal,  Dowell  ran  into  continual  obstacles.  In  the  first 
two  years,  he  had  to  contend  with  printers  whose 
work  left  a great  deal  to  be  desired.  Even  in  Gal- 
veston, the  largest  metropolitan  area  in  the  state 
( 13,818  population  in  1870)  high  quality  printing 
could  not  be  obtained.  Dowell  also  complained  that 
printers  did  not  like  to  work  with  medical  material 
and  charged  extra  for  typesetting  medical  texts. 
There  were  undue  delays,  and  sometimes  parts  of 
the  journal  were  printed  without  Dowell’s  proof- 
ing them.  In  addition  to  the  problems  of  printing, 
Dowell’s  office  became  a target  for  theft  and  suf- 
fered two  fires.  The  fire  in  1868  resulted  in  consid-  i 
erable  damage,  forcing  him  to  operate  without  an  ! 
office  for  six  months.  He  finally  bought  an  office  anc 
his  own  press. 

Dowell’s  new  establishment,  called  simply  “Medi- 
cal Journal  Office,”  was  located  at  223  20th  Street, 
across  from  the  post  office.  In  addition  to  printing 
the  journal  ( Fig  2 ),  he  olfered  a variety  of  services 
to  Texas  physicians.  One  could  order  medical  boole 
or  subscribe  to  medical  or  popular  journals  throughj 
Dowell’s  office.  Also  on  sale  were  surgical  instru-  j 
ments,  patent  legs  and  arms,  orthopedic  supplies, 
and  glass  eyes.  The  printing  facilities  at  the  office  of 
the  Galveston  Medical  Journal  could  be  used  by 
individual  physicians  or  medical  societies.  One 
could  get  “all  kinds  of  job  work  done  with  neatness 
and  dispatch”  at  Dowell’s  press. 

Although  the  Galveston  Medical  Journal  was  in- 
tended as  a monthly  publication,  Dowell  was  unabltj 
to  issue  it  on  a regular  schedule.  This  was  due  partly 
to  certain  personality  conflicts  that  surfaced  among  ^ 
the  faculty  of  the  Galveston  Medical  College.  As 
early  as  March  1866,  the  president  of  the  college, 

Dr  Jesse  Boring,  expressed  his  dissatisfaction  with 
the  Galveston  Medical  Journal  and  proposed  to  * 
publish  a journal  under  the  auspices  of  the  fac- 
ulty. Furthermore,  tension  had  developed  between 
Dowell  and  the  rest  of  the  faculty  in  regard  to  the  ] 
use  of  the  hospital  facilities.  The  Island  City  Hospi-  ■ 
tal,  where  the  clinical  lectures  were  held,  had  been 
leased  to  Dowell  in  1865.  The  city  authorities  knew, 
and  trusted  Dowell  because  he  had  served  previ- 
ously as  surgeon  to  the  Confederate  forces  in 
charge  of  the  defense  of  Galveston.  When  the 
faculty  asked  the  city  to  grant  them  “the  use  and 
control  of  the  Island  City  Hospital  for  the  use  and 
benefit  of  the  college,”  their  request  was  turned 
down. 

The  following  year,  in  1867,  Dr  Boring  brought 
up  the  subject  of  the  journal  once  again,  and  the 
faculty  approved  the  publication  of  a new  journal. 
The  first  and  last  issue  of  Texas  Medical  Journal  was 
issued  by  Dr  Boring  and  W.H.  Gantt,  MD,  in  July/ 
August  of  1867.  A faculty  member  at  the  college,  Dr 
Gantt  died  soon  after,  an  unfortunate  victim  of  the 
yellow  fever  epidemic  that  struck  Galveston  that 
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immer.  Left  alone  and  ailing,  Boring  was  forced  to 
ach  a compromise  with  Dowell,  who  by  this  time 
id  been  elected  professor  of  surgery'  and  dean  of 
jie  college.  The  two  journals  would  now  merge  and 
e published  under  the  title  Galveston  and  Texas 
ledical  Journal.  The  editorial  board,  the  first  to  be 
ipointed  for  a medical  journal  in  the  state,  con- 
sted  of  the  following  faculty  members;  Dr  Boring, 
nior  editor;  and  TJ.  Heard,  MD;  W.D.  Kelley,  MD; 
id  F.E.  Daniel,  MD,  co-editors.  Greensville  Dowell 
•mained  the  publisher  and  proprietor  of  the  new 
lurnal.  The  arrangement,  however,  did  not  last 
mg.  Jesse  Boring  resigned  on  account  of  poor 
ealth  and  left  Texas  in  April  1868.  Further  tensions 
id  disputes  led  to  the  departure  of  three  more 
'culty  members,  wbo  happened  to  be  the  remain 
ng  editorial  staff  of  the  Galveston  and  Texas  Medi 
\il Journal.  In  May  1868,  Dowell  once  again 
isumed  the  full  editorial  responsibility  and  con- 
nued  the  journal  under  its  original  title,  Galveston 
'edical  Journal,  for  another  three  years  ( Fig  3 ) 

Struggle  continues 

Ifter  the  closing  of  the  Galveston  Medical  Journal 
1871,  Texas  physicians  went  without  a home 
'•urnal  for  two  years.  In  1 870,  the  first  president  of 
le  Texas  State  Medical  Association  (after  its  1869 
'^organization ),  Dr  TJ.  Heard,  had  suggested  the 
lea  of  publishing  a state  journal.  The  issue  came  up 
'nee  again  in  1873  and  again  in  1879.  The  consen- 
ts was  that  it  would  be  unwise  to  undertake  such 
project  without  a strong  financial  footing.  The 
3ung  state  medical  society  simply  did  not  have  the 
^sources  to  sponsor  a journal.  One  must  also  re- 
jiember  that  the  1870s  w'ere  a difficult  period  for 
|ie  association.  The  attendance  at  the  annual  meet- 
ligs  was  poor,  averaging  about  35  members  through 
jut  the  decade.  The  budget  typically  showed  either 
‘ deficit  or  a balance  of  less  than  $ 1 00.  By  the  end 
f the  decade,  less  than  1 0%  of  the  state’s  3,000 
hysicians  had  joined  the  association  ( 3,4 ). 

Texas,  however,  had  no  shortage  of  individuals 
filling  to  give  medical  journalism  another  chance, 
he  move  to  publish  the  state’s  second  major  jour- 
al  came  once  again  from  the  faculty  of  the  Gal- 
teston  Medical  College.  (The  name  of  the  college 
/as  changed  to  Texas  Medical  College  and  Hospital 
fi  1873).  Texas  Medical  Journal  was  issued  in  Janu- 
;ty  1873  by  John  D.  Rankin,  MD,  professor  of  theory 
md  practice  of  medicine.  According  to  an  arrange- 
ment made  with  a local  printer,  the  new  journal 
/ould  be  owned  and  published  by  Kay  and  Mc- 
,Ienna  Printers  in  Galveston.  Its  object  was  declared 
o be  “the  discovery  and  dissemination  of  truth,  and 
fie  promotion  of  the  welfare  of  the  medical  profes- 
iion.”  Editor  Rankin  intended  to  include  original  pa- 
ters by  Texas  physicians,  case  histories,  hospital 
eports,  proceedings  of  medical  societies,  and  ex- 
erpts  from  journals.  In  terms  of  purpose  and  scope, 
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the  new^  journal  did  not  offer  anything  different 
from  the  defunct  Galveston  Medical  Journal.  The 
difference  lay  in  the  style  of  editorship. 

Although  associated  with  Galveston  Medical  Col- 
lege since  1867,  Dr  Rankin  lived  and  practiced  in 
rural  Texas.  One  assumes  that  he  stayed  in  Cial- 
veston  for  several  months  while  the  college  was  in 
session  and  returned  to  his  home  practice  in  the 
spring.  At  the  time  he  assumed  the  editorship  of  the 
Texas  Medical  Journal,  he  was  living  in  Calvert, 
Tex,  and  was  operating  a school  and  infirmaty  de- 
signed to  provide  young  men  aspiring  to  be  physi- 
cians with  practical  experience.  Dr  Rankin  later 
moved  his  Primary'  School  of  Medicine  and  Infirm- 
ary to  Groesbeck. 

In  1874,  Dr  Rankin  appointed  a board  of  six  cor- 
responding editors  in  an  effort  to  gain  further  sup- 
port of  the  profession  and  to  extend  the  journal's 
sphere  of  influence.  The  board  consisted  of  Drs  A.R. 
Kilpatrick  of  Navasota  (TMA  president,  1880 ),  S.F. 
Starley  of  Corsicana  (TMA  president,  1882),  J.M. 
Fort  of  Paris,  O H.  Seeds  of  Columbia,  S.R.  Bur- 
roughs of  Galveston  (TMA  president,  1887 ),  and 
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H.A.  West  of  Galveston  (TMA  secretary,  1891- 
1901).  The  last  two  editors  taught  at  the  Texas 
Medical  College  and  Hospital,  and  in  1891  Dr  West 
would  become  the  first  professor  of  medicine  at  the 
medical  department  of  The  University  of  Texas.  A 
competent  group  of  Texas  physicians  with  connec- 
tions throughout  the  state  now  sat  on  the  editorial 
board  of  the  Texas  Medical  Journal. 

No  longer  controlled  by  a strong-minded  individ- 
ual like  Greensville  Dowell,  the  state’s  only  medical 
journal  continued  to  be  published  for  six  years. 

Most  of  the  articles  were  written  by  the  editors  or 
the  faculty  of  the  Texas  Medical  College  and  Hospi- 
tal. Despite  its  distinguished  group  of  editors,  the 
journal  failed  to  approach  the  earlier  Galveston  pub- 
lication in  liveliness.  One  does  not,  for  example, 
find  such  spirited  statements  as  this  one  taken  from 
the  Galveston  Medical  Journal.  “Let  us  hear  from 
one  and  all.  Send  your  contributions.  Get  up  your 
societies.  Boards  of  Health,  . . . Build  up  for  your- 
selves a name,  and  especially  assist  in  the  medical 
history  of  your  State.”  Rankin  and  his  associates  failed 
to  establish  the  kind  of  rapport  that  would  be  needed 


3.  An  announcement 
issued  to  the 
subscribers  of  the 
Galveston  Medical 
Journal  It  reveals  some 
of  the  difficulties  Dr 
Dowell  encountered  in 
publishing  the  journal 


NOTICE  TO  SUBSCRIBERS. 


(t.\.i.\  KSTo.N,  JAty,  VHh  tSOS. 

Tile  present  Nos.,  Iiitve  lieeii  deliiyed  tVoiii  viiiious  eanscs, 
wliieli  are  partly  iiulieateil  fy  tlie  eoiitents. 

1 seiul  out  with  this  No.,  a list  ot  all  the  jihysieians  of 
the  8tate.  ami  aeetanit  up  to  date.  AVe  take  siihserijitioiis 
only  from  volume  to  \iihime.  he<;iniiiiio  with  .Jamiary  of 
eaeh  vaar.  We  will  siijiply  all  hack  uumliers  that  have  not 
Iiceu  received,  and  anv  aeevaiut  that  has  hceii  ]iaid,  or  any 
error,  will  he  eorrected.  iMy  foriuoi'  iderk  is  now  in  Phila- 
del]ihia,  and  there  are,  no  doubt,  omissions  and  erroi's  whicli 
will  be  efirreeted  b\'  me  in  ]>erson.  T hope  every  ]>hysieian 
will  remit  as  soon  as  jiossible  and  correct  all  eri’ors  in  name 
and  jHist  ottice. 

We  have  a tine  e,\chanp:e  list  and  will  devote  much  ot  our 
time  to  selections.  We  will  issue  the  Journal  regularly 
oil  the  oth  of  each  month.  And  we  have  every  assurance 
of  our  publishers  that  there  will  be  no  delay  in  its  ])ubli- 
eation.  In  resuming  the  Editorshiji  I do  so  hv  compulsion, 
hut  will  do  my  best,  amt  solicit  communications  from  every 
physician  in  the  state.  We  continue  to  send  the  Journal 
to  all  physicians  whose  names  we  can  get,  and  shall  ask  them 
to  return  them,  if  not  wanted,  when  their  names  will  be 
ilrojiped  from  our  snliserijition  list.  But  we  do  not  wish 
them  returned  after  inontha  have  passed,  but  shall  expect  to 
lie  paid. 

GREENSVILLE  DOWELL,  M.  D. 

E'litor  and  Propr  'idor. 


for  the  survival  of  the  journal.  For  example,  al- 
though there  were  more  than  20  county  or  district 
medical  associations  in  Texas  in  the  late  1870s,  one 
can  hardly  find  any  notice  of  their  activities  in  the 
pages  of  the  Texas  Medical  Journal.  The  calls  for 
dues  became  more  and  more  frequent,  and  finally 
the  publication  folded  in  the  spring  of  1879-  What- 
ever the  reasons,  indifference  on  the  part  of  the 
medical  profession  or  the  economic  depression  of 
the  late  1870s,  there  was  not  enough  interest  in  the 
state  to  support  even  one  medical  journal. 

Medical  journalism  reaches  maturity 

During  the  1880s,  Texas  experienced  unprece- 
dented economic  and  demographic  growth.  As  pop- 
ulation grew  to  nearly  2,236,000  in  1890,  showing 
an  increase  of  40%  for  the  decade,  the  number  of 
physicians  in  the  state  increased  at  an  equally  re- 
markable rate.  The  physician  population  showed  a 
gain  of  over  40%  from  3,000  in  1880  to  4,340  in 
1890.  Clearly,  the  Texas  State  Medical  Association 
could  not  remain  unaffected.  Its  membership  nearly 
doubled,  the  annual  meetings  were  better  attended 
( averaging  1 60  for  the  decade  ),  and  the  committees 
multiplied  and  became  more  efficient.  One  interest- 
ing development  in  medical  journalism  was  the 
adoption  in  1881  of  the  Texas  Medical  and  Surgical 
Record  as  the  official  publication  of  the  association. 

This  new  journal,  which  made  its  appearance  in 
January  1881,  was  edited  by  Dr  Cary  H.  Wilkinson, 
the  physician  in  charge  of  St  Mary’s  Hospital  in  Gal- 
veston. The  Texas  Medical  and  Surgical  Record  was 
owned  by  a group  of  physicians  who  had  formed 
the  Texas  Medical  Publishing  Company.  According 
to  the  arrangement,  the  editor  of  the  Record  would 
publish  the  proceedings  of  the  Texas  State  Medical 
Association  as  well  as  original  papers,  and  a copy  of 
the  journal  would  be  sent  free  of  charge  to  mem- 
bers in  good  standing.  In  return,  the  association 
would  pay  the  owners  of  the  Record  two  dollars  per 
member.  The  arrangement  did  not  last  long.  In  1883 
the  membership  voted  to  discontinue  its  relation- 
ship with  the  Texas  Medical  and  Surgical  Record, 
and  the  journal  ceased  publication  that  year. 

Until  the  early  1880s,  Galveston  remained  the 
scene  for  all  activity  in  Texas  medical  journalism.  As 
the  island  city  lost  its  distinction  as  the  publishing 
center,  the  focus  shifted  to  Austin,  Dallas,  and  Fort 
Worth  (5,6).  With  the  publication  of  Texas  Courier- 
Record  of  Medicine  in  1883,  Fort  Worth  became  the 
first  city  after  Galveston  to  boast  of  a medical  jour- 
nal. Edited  by  F.E.  Daniel,  MD,  and  W.B.  Brooks,  MD, 
this  journal  was  received  favorably  in  Texas  and 
elsewhere.  After  Dr  Daniel  moved  to  Austin  to  start 
his  spirited  Daniel’s  Texas  Medical  Journal  in  1885, 
Dr  Brooks  assumed  the  senior  editorship,  and  the 
Texas  Courier-Record  of  Medicine  became  one  of 
the  state’s  successful  publications,  remaining  in  exis- 
tence until  1917. 


Texas  Medicine 


Meanwhile,  Daniel’s  journal  flourished,  and  its 
^ pages  reflected  rather  vividly  the  frustrations  and 
accomplishments  of  Texas  physicians.  It  also  served 
as  the  unofficial  publication  of  the  Texas  State  Medi- 
cal Association,  at  least  during  Dr  Daniel’s  tenure  as 
secretary  ( 1886-1890).  After  a slight  change  in 
I title  in  1893  (the  name  Daniel  was  dropped),  the 
Texas  Medical  Journal  continued  to  be  published 
[until  1919. 

[ Two  other  journals  that  came  into  being  during 
this  period,  the  Texas  Health  Journal  and  the  Texas 
Sanitarian,  had  more  specific  purposes  than  the 
previous  medical  journals.  Both  periodicals  aimed 
to  educate  physicians  and  laymen  in  matters  of  pub- 
lic health,  to  promote  preventive  medicine,  and  to 
lobby  for  legislation  against  unqualified  practi- 
tioners and  their  questionable  remedies.  Founded  in 
Dallas  in  1888,  the  Texas  Health  Journal  became 
the  official  organ  of  the  Texas  State  Sanitary'  Associa- 
tion, and  its  editor,  John  R.  Briggs,  MD,  was  not  a 
reluctant  critic  of  the  state  medical  association.  He 
nevertheless  campaigned  relentlessly  to  improve 
public  health  until  1897.  The  second  journal,  the 
Texas  Sanitarian,  was  founded  by  a distinguished 
group  of  Austin  physicians  in  1891,  with  the  specific 
aim  of  promoting  the  principles  of  public  hygiene. 
The  journal  undoubtedly  benefited  from  the  fact 
that  the  state  health  officer.  Dr  R.M.  Swearingen,  was 
on  its  editorial  staff.  Under  the  editorship  of  Thomas 
J.  Bennett,  MD,  the  Texas  Sanitarian  quickly  gained 
the  support  and  the  respect  it  deserved.  One  out-of 
state  observer  remarked  enviously  that  “The  Lone 
Star  State  is  ahead  in  matters  pertaining  to  hygiene,” 
as  Texas  now  had  two  journals  devoted  to  preven- 
tive medicine.  The  title  of  the  publication  was 
changed  to  Texas  Medical  News  in  1895,  and  by  the 
end  of  the  decade  it  had  become  the  state’s  largest 
medical  journal. 

The  thriving  medical  journalism  of  the  1880s  and 
1890s  was  a clear  indication  of  the  growing  strength 
of  the  medical  profession  in  Texas.  These  journals, 
moreover,  provide  a rich  source  documenting  the 
efforts  of  Texas  physicians  in  the  area  of  health  care, 

' medical  education  and  research,  and  health  legisla- 
' tion.  The  political  influence  of  the  Texas  Medical 
' Association  remained  limited  until  the  first  decade 
; of  this  century,  when  the  association  succeeded  in 
obtaining  a medical  practice  act,  a state  board  of 
health,  a pure  food  and  drugs  act,  and  an  anatomical 
; law  (7).  The  groundwork  for  this  legislative  achieve- 
ment, however,  was  laid  in  the  1880s — as  chronicled 
in  the  pages  of  the  early  Texas  medical  journals. 
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Qlhiical  Abstracts 


Clinical  abstracts  are  selected  from  current  reviews  in  100 
internationally  recognized  journals  received  by  the  TMA  Me- 
morial Library  each  month. 

Intravenous  hyperalimentation  as  nutritional  support 
for  the  cancer  patient — an  update.  Thomas  O.  Rumley,  Jr, 
MD,  and  Edward  M.  Copeland  III,  MD.  Alan  R.  Liss,  Inc,yoi/r- 
nal  of  Surgical  Oncology,  vol  30,  1985,  pp  164-173. 

Debilitating  cancer  cachexia  is  multifactorial,  but  many  of  the 
etiologies  and  most  of  the  resulting  effects  are  similar  to  those 
seen  in  malnourished  patients  without  cancer.  From  the  work 
in  human  beings  and  experimental  animals,  nutritional  support 
of  the  tumor-bearing  host  can  replenish  lean  body  mass,  vis 
ceral  protein  components,  and  immunocompetence.  This  in- 
duction of  anabolism,  however,  depends  on  time,  content,  the 
method  of  administration  of  hyperalimentation  solutions;  the 
initial  and  continuing  catabolic  response  of  the  patient,  as  well 
as  the  degree  of  initial  malnutrition;  the  energy  expenditure  of 
the  patient  required  during  oncologic  therapy;  and  the  exper- 
tise of  the  physician  administering  nutritional  support.  In- 
creased tumor  stimulation  resulting  from  intravenous  hyper- 
alimentation ( IVH  ) has  never  been  observed  in  humans;  the 
stimulatory'  effects  of  IVH  on  animal  tumor  systems  have  been 
identified  only  in  previously  depleted  animals,  and  then 
growth  rates  have  not  been  out  of  proportion  to  that  of  the 
host  or  to  that  of  otherw  ise  healthy  animals.  Animal  data  sug- 
gest that  tumor  growth  characteristics  can  be  affected  by  nutri- 
tional state  and  the  exact  substrates  administ  red,  ie,  amino 
ac  ds,  carbohydrates,  or  fat.  Further  evidence  suggests  that  the 
apparent  enhanced  tumor  growth  can  be  used  to  increase  re- 
sponsiveness to  cell  cycle-specific  chemotherapeutic  agents 
during  nutritional  repletion.  Current  evidence  supports  the 
use  of  intravenous  hyperalimentation  in  malnourished  cancer 
patients  who  have  effective  oncologic  therapeutic  options; 
such  patients  should  not  be  denied  these  options  simply  on 
the  basis  of  severe  nutritional  cachexia. 

Preme.istrual  syndrome:  concerns,  controversies,  and 
treatment.  Stephen  F.  Pariser,  MD;  Stephen  F.  Stern,  MD;  My- 
ron F.  Shank,  PhD,  et  al.  The  C.V.  Mosby  Company,  American 
^ Journal  of  Obstetrics  and  Gynecology,  vol  153,  no.  6,  Novem- 
96  ber  15,  1985,  pp  599-604.' 


Premenstrual  syndrome  is  of  interest  to  health  care  profes- 
sionals today  because  of  media  attention  and  large  numbers  of 
women  who  are  concerned  about  their  premenstrual  symp- 
toms. At  the  same  time,  there  is  a lack  of  consensus  as  to 
diagnostic  criteria  and  specific  treatment.  There  appears  to  be 
a relationship  between  mood  disorders  such  as  major  depres- 
sion and  luteal  phase  symptoms.  An  approach  to  the  diagnosis 
and  treatment  of  the  patient  with  premenstrual  syndrome  is 
described. 


Management  of  infections  caused  by  gram-negative 
bacilli:  the  role  of  antimicrobial  combinations.  J.  Davis 
Allan  and  Robert  C.  Moellering,  Jr.  Copyright  1985,  The  Uni- 
versity of  Chicago  Press,  Reviews  of  Infectious  Diseases,  vol  7, 
supplement  4,  November-December  1985,  pp  S559-S571. 

Treatment  with  antimicrobial  combinations  is  generally  used 
to  provide  broad-spectrum  coverage  and/or  to  enhance  anti- 
microbial activity  ( synergism ).  Extensive  in  vitro  documenta- 
tion of  synergism  exists  for  many  such  combinations,  but  an 
obvious  benefit  has  been  difficult  to  demonstrate  clinically. 
Several  types  of  therapeutically  useful  combinations  often  re- 
sult in  synergism;  these  combinations  include  a cell  wall-active 
agent  with  an  aminoglycosidic  aminocyclitol,  a (B-lactamase  in- 
hibitor with  a (3-lactam  antibiotic,  and  agents  that  inhibit  se- 
quential steps  in  a metabolic  pathway.  Combinations  of  (3- 
lactam  antibiotics  may  be  synergistic  by  means  of  several 
mechanisms,  but  such  combinations  have  significant  potential 
for  antagonism  when  used  against  gram-negative  bacilli  and, 
thus,  must  be  evaluated  closely  before  clinical  use. 


Vitamin  C and  cancer — How  convincing  a connection? 

William  K.  Yamanaka,  PhD.  McGrdw -Hill,  Postgraduate  Medi- 
cine, vol  78,  no.  7,  November  15,  1985,  pp  47—49,  52-53. 

Several  investigators  have  reported  using  vitamin  C to  treat  or 
prevent  cancer,  but  the  data  on  its  effectiveness  are  inconclu- 
sive thus  far.  In  this  article,  the  author  reviews  the  current 
thinking  on  the  use  of  megadoses  of  vitamin  C and  the  role  of 
nutrition  in  cancer  control.  He  stresses  a diet  of  fresh  fruits 
and  vegetables,  foods  high  in  vitamin  C and  other  nutrients, 
and  whole-grain  products  as  the  most  effective  method  now 
available  to  reduce  the  incidence  of  cancer  in  humans. 


Trans-oral  approach  to  the  upper  cervical  spine.  A report 
of  16  cases.  George  Bonney,  MS,  FRCS,  and  J.P.R.  Williams, 
MBE,  FRCS.  The  Journal  of  Bone  and  Joint  Surgery,  Inc,  Journal 
of  Bone  and  Joint  Surgery,  vol  67B,  no.  5,  November  1985,  pp 
691-698. 

The  authors  report  16  cases  in  which  the  upper  cervical  spine 
was  approached  through  the  mouth  for  operative  decompres- 
sion and  stabilization,  with  or  without  removal  of  diseased 
tissues.  The  indications  are  discussed  and  the  technique  is  de- 
scribed. Results  are  compared  with  those  of  other  reported 
series.  The  authors  believe  that  this  operation  has  a place  in 
the  treatment  of  certain  conditions  affecting  the  upper  part  of 
the  cervical  spine  and  the  foramen  magnum,  with  or  without 
involvement  of  the  medulla  and  spinal  cord. 
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BLOCKAnS 


Low  incidence  of  side  effects 

CARDIZEM®  (diltiazem  HCl) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

’Cardizem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronary  artery  spasm  and  in  the  management  of  chronic  stable 
angina  (classic  effort-associated  angina)  in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
symptomatic  despite  adequate  doses  of  these  agents. 
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Reduces  angina  attack  frequency 

42%  to  46%  decrease  reported  in 
multicenter  study 

Increases  exercise  tolerance* 

In  Bruce  exercise  testf  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (P<.005). 

CARmZEM 

Cdiltiazem  HCl) 

THE  BALANCED 
CALCIUM  CHAHNEL  BLOCKER 


Please  see  full  prescribing  information  on  following  page. 


PROFLSSIONAI.  USE  INFORMATION 

cardl25em. 

(dilhazem  HCI) 

30  and  60  mg  tablets 

DESCRIPTION 

CARDIZEM'  (diltiazem  hydrochloride)  is  a calcium  ion  influx 
inhibitor  (slow  channel  blocker  or  calcium  antagonist).  Chemically 
diltiazem  hydrochloride  Is  1,5-Benzothiazepin-4(5H)one,3-(acetyloxy) 
•5  [2-(dimethylamino)ethyl]-2.3-dlhydro-2-(4  methoxyphenyl)-, 
monohydrochloride,(+)  -cis-  The  chemical  structure  is 


Diltiazem  hydrochloride  is  a white  to  ott  white  crystalline  powder 
with  a bitter  taste  It  is  soluble  in  water,  methanol,  and  chloroform 
It  has  a molecular  weight  ot  450  98  Each  tablet  of  CARDIZEM 
contains  either  30  mg  or  60  mg  diltiazem  hydrochloride  tor  oral 
administration, 

CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  Its  ability  to  inhibit  the  influx  of  calcium  ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle 

Mechanisms  ol  Action.  Although  precise  mechanisms  of  its 
antianginal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  tbe  following  ways 

1  Angina  Due  to  Coronary  Artery  Spasm  CARDIZEM  has  been 
shown  to  be  a potent  dilator  ol  coronary  arteries  both  epicardial 
and  subendocardial  Spontaneous  and  ergonovine-induced  cor- 
onary artery  spasm  are  inbibited  by  CARDIZEM 
2,  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand  This  is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads 
In  animal  models,  diltiazem  interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue  It  causes  excitation-contraction 
uncoupling  in  various  myocardial  tissues  without  changes  in  the 
configuration  ot  the  action  potential,  Diltiazem  produces  relaxation 
ot  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect  The  resultant  increases  in  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys 
temic  blood  pressure  and  decreases  In  peripheral  resistance 
Hemodynamic  and  Electrophyslologic  EHecls.  Like  other 
calcium  antagonists,  diltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations  In  the  intact  animal,  prolongation  ot  the  AH 
interval  can  be  seen  at  higher  doses 
In  man.  diltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  tall  in  blood  pressure  and.  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate-blood  pressure  product  tor  any  given  work  load 
Studies  to  date,  primarily  in  patients  with  good  ventricular  function, 
have  not  revealed  evidence  ol  a negative  inotropic  effect,  cardiac 
output,  election  fraction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected  There  are  as  yet  few  data  on  the  interaction 
of  diltiazem  and  beta-blockers  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  diltiazem 

Intravenous  diltiazem  in  doses  ol  20  mg  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  approxi- 
mately 20%,  In  a study  involving  single  oral  doses  of  300  mg  ol 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  of  greater  than  first-degree 
AV  block  Diltiazem-associaied  prolongation  ol  the  AH  interval  is  not 
more  pronounced  in  patients  with  first-degree  heart  block  In  patients 
with  sick  sinus  syndrome,  diltiazem  significantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases). 

Chronic  oral  administration  ol  CARDIZEM  in  doses  ot  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation  There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  instance  ol  third 
degree  AV  block  in  a group  of  959  chronically  treated  patients 
Pharmacokinetics  and  Metabolism.  Diltiazem  is  absorbed 
from  the  tablet  formulation  to  about  80%  of  a reference  capsule  and 
IS  subject  to  an  extensive  first-pass  effect,  giving  an  absolute 
bioavailability  (compared  to  intravenous  dosing)  ol  about  40%  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  ot  the 
unchanged  drug  appears  in  the  urine  In  vitro  binding  studies  show 
CARDIZEM  IS  70%  to  80%  bound  to  plasma  proteins  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  of  digoxin,  hydrochlorothiazide, 
phenylbutazone  propranolol,  salicylic  acid,  or  warfarin  Single  oral 
doses  of  30  to  120  mg  ot  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration  The  plasma  elimination  half-life 
following  single  or  mulfiple  drug  administrafion  is  approximately  3 5 
hours  Desacetyl  oiltiazem  is  also  present  in  the  plasma  at  levels  ot 
10%  to  20%  of  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  diltiazem  Therapeutic  blood  levels  of 
CARDIZEM  appear  to  be  in  the  range  ol  50  to  200  ng/ml  There  is  a 
departure  from  dose-lmearity  when  single  doses  above  60  mg  are 
given:  a 120-mg  dose  gave  blood  levels  three  times  that  of  the  60-mg 
dose  There  is  no  information  about  the  effect  ol  renal  or  hepatic 
impairment  on  excretion  or  metabolism  of  diltiazem 

INDICATIONS  AND  USAGE 
1 Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


Is  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm  CARDIZEM  has  been  shown  effective  in  the 
treatment  ol  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal's  variant  angina  (resting  angina  with  ST  segment 
elevation  occurring  during  attacks) 

2  Chronic  Stable  Angina  (Classic  ERort  Associated  Angina). 
CARDIZEM  IS  indicated  in  the  management  ol  chronic  stable 
angina  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance 

There  are  no  controlled  studies  of  the  effectiveness  ot  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  of  a functioning  ventricular  pacemaker 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  ot  a functioning  ventricular  pacemaker,  and  (3)  patients 
With  hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov 
ery  time,  except  in  patients  with  sick  sinus  syndrome  This 
effect  may  rarely  result  in  abnormally  slow  heart  rates  (particularly 
in  patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1243  patients  lor  0 48%)  Concomilant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction  A patient  with  Prinzmetal's 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  of  60  mg  ol  diltiazem 

2 Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  bssue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt)  Experience  with  the  use  ot 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited  Caution  should 
be  exercised  when  using  the  drug  in  such  patients 

3 Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension 

4 Acute  Hepatic  Injury.  In  tare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS  ) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  and  excreted  by  the  kidneys  and  in  bile  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  ot  diltiazem  were  associated  with  hepatic  damage  In 
special  subacute  hepatic  studies,  oral  doses  ot  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  in  the  liver 
which  were  reversible  when  the  drug  was  discontinued  In  dogs, 
doses  ol  20  mg/kg  were  also  associated  with  hepatic  changes, 
however,  these  changes  were  reversible  with  continued  dosing 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta-blockers  or  digitalis  concomitantly  with  CARDIZEM  (See 
WARNINGS) 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  ol  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20% 

Carcinogenesis,  Mutagenesis,  Impairment  ol  Fertility.  A 

24-month  study  in  rats  and  a 21 -month  study  in  mice  showed  no 
evidence  ot  carcinogenicity  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests.  No  intrinsic  effect  on  lertllity  was  observed 
in  rats 

Pregnancy.  Category  C Reproduction  studies  have  been  con- 
ducted in  mice.  rats,  and  rabbits  Administration  ot  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kq  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities  In  the  perinatal/postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rates 
There  was  an  increased  incidence  ol  stillbirths  at  doses  of  20  times 
the  human  dose  or  greater 

There  are  no  well-controlled  studies  In  pregnant  women,  therefore, 
use  CARDIZEM  in  pregnant  women  only  If  the  potential  benefit 
justifies  tbe  potential  risk  to  the  fetus 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  if  the  drug's  benefits  are  thought  to  outweigh  Its  potential 
risks  in  this  situation 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded 

In  domestic  placebo-controlled  trials,  the  incidence  ol  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  reported  during  placebo  therapy 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition  In  many  cases,  the  relationshm  to 
CARDIZEM  has  not  been  established  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are  edema  (2,4%), 


headache  (2.1%),  nausea  (1,9%),  dizziness  (1.5%),  rash  (1.3 
asthenia  (1,2%),  AV  block  (1,1%)  In  addition,  the  following  eve 
were  reported  Infrequently  (less  than  1%)  with  the  order  of  presei 
tion  corresponding  to  the  relative  frequency  of  occurrence 


Cardiovascular 


Nervous  System 


Gastrointestinal 


Dermatologic 

Other 


Flushing,  arrhythmia,  hypotension,  brady 
dia.  palpitations,  congestive  heart  taili 
syncope 

Paresthesia,  nervousness,  somnolen 
tremor,  insomnia,  hallucinations,  and  amne 
Constipation,  dyspepsia,  diarrhea,  vomit 
mild  elevations  of  alkaline  phosphatase,  SG 
SGPT,  and  LOH 

Pruritus,  petechiae,  urticaria,  photosensitii 
Polyuria,  nocturia. 


The  following  additional  experiences  have  been  noted: 

A patient  with  Prinzmetal's  angina  experiencing  episodes 
vasospastic  angina  developed  periods  ol  transient  asymptomj 
asystole  approximately  five  hours  after  receiving  a single  60 ' 
dose  of  CARDIZEM 

The  following  postmarketing  events  have  been  reported  int 
quently  in  patients  receiving  CARDIZEM:  erythema  multltorme;  I 
kopenia,  and  extreme  elevations  of  alkaline  phosphatase,  SG 
SGPT,  LDH,  and  CPK  However,  a definitive  cause  and  effect  betwi 
these  events  and  CARDIZEM  therapy  is  yet  to  be  established. 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  limit 
Single  oral  doses  ol  300  mg  of  CARDIZEM  have  been  well  tolera 
by  healthy  volunteers  In  the  event  of  overdosage  or  exaggerai 
response,  appropriate  supportive  measures  should  be  employee 
addition  to  gastric  lavage  The  following  measures  may  be  consider 


Bradycardia 


High-Oegree  AV 
Block 


Cardiac  Failure 


Hypotension 


Administer  atropine  (0  60  to  1.0  mg)  If  th 
is  no  response  to  vagal  blockade,  adminis' 
isoproterenol  cautiously 
Treat  as  for  bradycardia  above.  Fixed  hii 
degree  AV  block  should  be  treated  with  c 
diac  pacing 

Administer  inotropic  agents  (isoproteren 
dopamine,  or  dobutamine)  and  diuretics. 
Vasopressors  (eg,  dopamine  or  levarterei 
bitartrate) 

Actual  treatment  and  dosage  should  depend  on  the  severity  of  I 
clinical  situation  and  the  judgment  and  experience  of  the  treat! 
physician 

The  oial/LDsd's  In  mice  and  rats  range  from  415  to  740  mg/ 
and  from  560  to  810  mg/kg,  respectively  The  intravenous  LDjj's 
these  species  were  60  and  38  mg/kg,  respectively  The  oral  LDst 
dogs  is  considered  to  be  in  excess  ot  50  mg/kg,  while  lethality  w 
seen  in  monkeys  at  360  mg/kg  The  toxic  dose  in  man  Is  not  knov 
but  blood  levels  in  excess  ol  800  ng/ml  have  not  been  associat 
with  toxicity. 


DOSAGE  AND  ADMINISTRATION 
Exertional  Angina  Pectoris  Due  to  Atherosclerotic  Coi 
nary  Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to  Cot 
nary  Artery  Spasm.  Dosage  must  be  adjusted  to  each  patlen 
needs  Starting  with  30  mg  four  times  daily,  before  meals  and 
bedtime,  dosage  should  be  increased  gradually  (given  in  divid. 
doses  three  or  (our  times  daily)  at  one-  to  two-day  intervals  ur 
optimum  response  is  obtained  Although  individual  patients  iti 
respond  to  any  dosage  level  the  average  optimum  dosage  ran 
appears  to  be  180  to  240  mq/day  There  are  no  available  data  conce 


ing  dosage  requirements  in  patients  with  impaired  renal  or  hepa||| 


function  If  the  drug  must  be  used  in  such  patients,  titration  should  ‘ 
carried  out  with  particular  caution  | 


Concomitant  Use  With  Other  Antianginal  Agents: 


1 


Sublingual  NTG  may  be  taken  as  required  to  abort  acii 
anginal  attacks  during  CARDIZEM  therapy  L 

2 Prophylactic  Nitrate  Therapy -CARDIZEM  may  be  safrr 

coadministered  with  short-  and  long-acting  nitrates,  but  thejL 
have  been  no  controlled  studies  to  evaluate  the  antiangir^ 
effectiveness  of  this  combination  f 

3 Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS ) ||i 

HOW  SUPPLIED  i' 

Cardizem  30-mg  tablets  are  supplied  in  bottles  of  100  (NI . 
0088  1771-47)  and  in  Unit  Dose  Identification  Paks  ot  100  (NlA 
0088-1771-49)  Each  green  tablet  is  engraved  with  MARION  on  o U 
side  and  1771  engraved  on  the  other  CARDIZEM  60-mg  scor  r' 


tablets  are  supplied  in  bottles  ot  100  (NDC  0088-1772-47)  and  in  Ui  t 

^ ■ 


Dose  Identification  Paks  of  100  (NOC  0088-1772-49)  Each  yelli 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on  the  oth  jk 
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Welcome 
you 


1^5  Medical  Association  is  joining  the  cele- 
•E  )n  of  the  State  of  Texas  Sesquicentennial 
^ Several  special  features  in  connection 
he  1986  Annual  Session  are  planned, 
part,  and  enjoy! 


J 


nvention 

fladquarters/Housing 


hever  facility  you  select  for  your  stay  dur- 
le  Session,  it  will  be  outstanding.  The 
s housing  members  and  guests  are  some 
; most  elegant  in  the  country.  Headquar- 
acilities  include  the  following: 


tfitific  Sessions  and  Exhibits — Fairmont 
tel 


less  Sessions  (House  of  Delegates 
etings.  Boards,  Councils,  Committees) — 
eraton  Dallas  Hotel 

H liary  Headquarters— Adolphus  Hotel 

•jral  Housing/Meetings — Plaza  of  the 
ijiericas  Hotel 

dpional  housing  is  available  at  the  Hyatt  Re- 
*iy  Dallas,  Crescent  Court,  Grenelefe,  and 
Ojlay  Inn  Downtown. 


I 


i 


p/ete  the  Official  Housing  Request 
I,  and  mail  today. 


Features 

Exhibits — Scientific,  Technical,  Historical. 

Section  Programs — Some  500  scientific  pre- 
sentations in  Allergy — Colon  and  Rectal  Sur- 
gery— Digestive  Diseases — Diseases  of  the 
Chest — Endocrinology — Family  Practice — In- 
ternal Medicine — Neurological  Surgery — Neu- 
rology— Nuclear  Medicine — Obstetrics  and 
Gynecology — Occupational  Medicine — On- 
cology— Ophthalmology — Otolaryngology — 
Pathology — Pediatrics — Physical  Medicine 
and  Rehabilitation — Plastic,  Reconstructive 
and  Maxillofacial  Surgery — Psychiatry — Public 
Health — Radiology — Surgery — Urology. 

Specialty  Society  Programs — In  addition  to 
numerous  topics  of  general  interest,  you  will 
have  an  opportunity  for  an  update  on  your  own 
particular  specialty. 

Sunrise  Sessions — Informal  presentations  by 
guest  speakers  on  topics  of  interest  to  all  spe- 
cialists. Have  coffee  with  one  of  the  professors 
from  8:15  to  9:15  am  on  Thursday,  Friday,  and 
Saturday  and  join  the  discussions. 

Sports/Alumni  Events — Golf  and  Tennis  Tour- 
naments; Fun  Run;  Alumni  Parties;  Class 
Reunions. 

Spouse  Program 

Spouse  program  activities  will  include  tours 
of  the  Symphony  Showhouse,  the  new  Dallas 
Museum  of  Art,  and  the  spectacular  new  retail 
center  in  the  Crescent  complex  near  down- 


town. Plans  also  are  being  made  for  a cooking 
demonstration  by  the  Adolphus  chef.  The  very 
popular  boutique  featuring  items  sold  by  Auxil- 
iary members  who  are  in  business  will  be 
repeated. 

Prudence  Mackintosh,  author  and  popular 
writer  for  Texas  Monthly,  will  be  a luncheon 
speaker  on  Friday,  May  9. 

For  additional  information,  contact  TMA  Auxil- 
iary, 1801  North  Lamar  Blvd.,  Austin,  Texas 
78701  512/477-6704. 

Auxiliary  Program 

The  theme  for  the  1986  convention  of  the  TMA 
Auxiliary  will  be  “Texas  One  Fifty"  in  commem- 
oration of  the  Sesquicentennial  celebration  of 
Texas. 

The  Auxiliary's  business  sessions  will  be  on 
Thursday  morning.  May  8,  with  awards  granted 
to  county  presidents  that  afternoon.  A luncheon 
honoring  county  presidents,  with  a speaker,  will 
be  held  at  noon;  and  a reception  will  honor 
them  and  their  accomplishments  Thursday 
afternoon. 

A seminar  will  highlight  Friday  morning’s 
session,  and  the  installation  luncheon  that  day 
will  also  feature  an  outstanding  speaker.  The 
1986-1987  board  will  meet  Friday  afternoon  at 
3:00.  All  functions  will  be  held  at  the  Adolphus 
Hotel. 

For  additional  information,  contact  TMA  Auxil- 
iary, 1801  North  Lamar  Blvd.,  Austin,  Texas 
78701  512/477-6704. 


Registration 

There  is  no  registration  fee  for  members  of  the 
Texas  Medical  Association,  for  participants  and 
exhibitors  in  the  annual  session  program,  and 
for  nonmembers  such  as  officially-invited 
guests  of  the  Association. 

Registration  fees  are  charged  for  some  non- 
member categories,  and  these  are  mentioned 
in  the  nonmember  categories  listed  below: 

Nonmember  Registration 

Participants 

Program  Participants;  Exhibitors  Fee  Waived 

Medical  Society  Executives 

TMA  and  County  Medical  Society  Executives 
(including  staff  and  family  members) 

Fee  Waived 

Attendees 

a.  Physicians  $100 

b.  Allied  Health  Disciplines — Nurses,  Tech- 
nicians, Medical  Assistants  $10 

c.  In-Training — Interns,  Residents,  Fellows 

$10 

d.  Students  $10 

e.  Officially-Invited  Attendees  Fee  Waived 

f.  Prospective  Exhibitors  and  Approved 
Visitors  $50 

g.  Spouses  of  Nonmember  Physicians  $10 


Registration  times  and  places: 

Fairmont  Hotel 

International  Ballroom  Foyer 

Registration  Ticket  Sales 
Wednesday,  May  7,  9 am-5:30  pm 
Thursday,  May  8,  7 am-5:30  pm 
Friday,  May  9,  7 am-5:30  pm 
Saturday,  May  10,  7 am-3:30  pm 

Auxiliary  registration  desk  open  Thursday 
and  Friday,  May  8 and  9,  8 am-4  pm 


Sheraton  Dallas  Hotel  | 

Convention  Registration  Checkroom 

Registration 

Wednesday,  May  7,  3-10  pm 
Thursday,  May  8,  7 am -3  pm  ' 

Friday,  May  9,  7 am- 12  noon  i 

Ticket  Sales 

Thursday,  May  8,  7-11  am 

Plaza  of  the  Americas  Hotel 

Plaza  Foyer 

Registration  i 

Friday,  May  9,  7:30  am-3  pm  , 

Saturday,  May  10,  7:30  am-3  pm  j 

Ticket  Sales 

Friday,  May  9,  7:30  am-3  pm  t 

Adolphus  Hotel 

Auxiliary  Registration 
Mezzanine  Level 
Registration  and  Ticket  Sales 
Wednesday,  May  7,  1 1 am-6  pm 
Thursday,  May  8,  8 am-4  pm 
Friday,  May  9,  8 am-4  pm 


You  may  register  in  advance  of  the  sessiO' 
completing  the  Advance  Registration  Fori 
printed  here.  Pick  up  badge  and  registratic 
materials  on  site  at  locations  indicated. 


Guest  Speakers 

Louis  V.  Avioli,  MD 

St.  Louis,  Mo 

internal  medicine  (endocrinology  and  metabolism) 

Edward  N.  Brandt,  Jr.,  MD,  PhD 

Baltimore.  Md 
academic  administration 

Ralph  J.  Caparosa,  MD 

Pittsburgh,  Pa 
otolaryngology 

John  N.  Chappel,  MD 

Reno,  Nev 

psychiatry  (behavioral  medicine) 

Harold  O.  Conn,  MD 

West  Haven,  Conn 

internal  medicine  (digestive  diseases) 

Martin  L.  Dalton,  MD 

Jackson,  Miss 
thoracic  surgery 

Fred  Downing,  D Min 

Wickenburg.  Ariz 
family  therapy 

Robert  L.  DuPont,  MD 

Rockville.  Md 

psychiatry  (behavioral  medicine) 

Elliot  F.  Ellis,  MD 

Buffalo,  NY 

pediatrics;  pediatric  allergy 

Leonard  M.  Freeman,  MD 

Bronx,  NY 

radiology;  nuclear  medicine 

Frank  Gawin,  MD 

New  Haven.  Conn 
psychiatry;  clinical  pharmacology 

Donald  F.  N.  Harrison,  MD,  PhD 

London.  England 
otolaryngology 


William  E.  Huger,  Jr.,  MD 

Atlanta.  Ga 

plastic,  reconstructive,  and  maxillofacial  surgery 

Robert  Jackson,  MD 

Toronto,  Ontario.  Canada 
orthopaedic  surgery 

Ernest  W.  Johnson,  MD 

Columbus,  Ohio 

physical  medicine  and  rehabilitation 

Terry  Kellogg 

Minneapolis,  Minn 
family  counseling 

Luella  Klein,  MD 

Altanta,  Ga 

obstetrics  and  gynecology 

Donald  R.  Laub,  MD 

Palo  Alto,  Calif 

plastic  and  reconstructive  surgery 

M.  Steven  Mahaley,  Jr.,  MD,  PhD 

Chapel  Hill.  NC 
neurological  surgery 

Hugh  A.  McAllister,  Jr.,  MD 

Houston,  Tex 

pathology  (cardiovascular  diseases) 

Robert  M.  McCormack,  MD 

Rochester.  NY 

plastic  and  reconstructive  surgery 

Ann  McGee-Cooper,  PhD 

Dallas,  Tex 

specialist,  education  for  gifted  children 

John  R.  Michael,  MD 

Baltimore,  Md 

internal  medicine  (pulmonary  diseases) 

Rodney  R.  Million,  MD 

Gainesville,  Fla 
therapeutic  radiology 

William  C.  Montgomery,  MD 

Detroit,  Mich 
pediatrics 


Jeffrey  P.  Morray,  MD 

Seattle,  Wash 
anesthesiology;  pediatrics 

Byron  A.  Myhre,  MD,  PhD  V 

Torrance,  Calif  j 

pathology  | 

Jacob  Rajfer,  MD  ~| 

Torrance,  Calif 
urology 

Theodore  R.  Reiff,  MD  ^ 

Boston.  Mass  1 

internal  medicine  (geriatric  medicine)  ^ 

Reed  P.  Rice,  MD  1 

Durham,  NC  ( 

radiology  J 

Leon  S.  Robertson,  PhD  1 

Branford,  Conn  | 

in)ury  epidiomology  and  control;  public  policy  j 


Harrison  L.  Rogers,  Jr.,  MD 

Atlanta,  Ga  i 

President,  American  Medical  Association  ( 

Robert  J.  Rubin,  MD  f 

Plainfield.  NJ  i 

colon  and  rectal  surgery 

Michael  Salcman,  MD,  PhD  ^ 

Baltimore,  Md  -l 

neurological  surgery  | 

W.  Mitchell  Sams,  Jr.,  MD  < 

Birmingham,  Ala  -j 

dermatology  ^ 

Sidney  H.  Schnoll,  MD,  PhD  f 

Chicago,  III  ) 


psychiatry  (behavioral  medicine);  pharmacology  ^ 

Peter  Wolkonsky,  MD  t 

Chicago,  III 

occupational  medicine 

Benjamin  H.  Word,  MD 

Charlottesville,  Va 

obstetrics  and  gynecology;  flying  physicians  association  ( 


h Evening  With  the  Kingston  Trio 


Evening  With  the  Kingston  Trio”  will  recall 
>/ears  of  nonstop  fun  and  memorable  melo- 
J ) Friday,  May  9,  at  the  Fairmont  Hotel  when 
r as  Medical  Association  and  Auxiliary  mem- 
|[3  and  guests  get  together  in  Dallas  during 
f Annual  Session.  Proceeds  from  the  eve- 
I ) will  benefit  the  Texas  Medical  Association 
^ iliary  Student  Loan  Fund. 

)!rse,  enthusiastic,  always  entertaining,  the 
! )ston  Trio's  three-part  harmony  and  clean, 

I ) sound  will  add  sparkle  to  a five-hour  eve- 
ffl  of  dinner,  dancing,  show  and  silent  auc- 
c The  contagious  optimism  of  the  Trio — Bob 
I ne,  George  Grove,  and  Bob  Haworth — will 
liilight  the  1986  Annual  Session  social  event. 


The  Fairmont  International  Ballroom,  one  of  the 
country's  most  beautiful  ballrooms,  will  be  the 
perfect  setting  for  an  elegant  evening.  Come 
at  7 pm  for  cocktails  (cash  bar).  Dinner  will  be 
served  at  7:45  pm,  to  be  a memorable  occa- 
sion served  in  the  impeccable  Fairmont  style. 
The  Kingston  Trio  will  perform  later  in  the  eve- 
ning. The  Ron  Lawrence  Orchestra,  a versatile 
group,  will  provide  dance  music  after  the  show. 

As  an  added  attraction,  party-goers  will  have 
an  opportunity  to  buy  some  Texas-style  items, 
such  as  original  art,  hand-crafted  jewelry,  a 
crate  of  locally-produced  foodstuff,  or  some 
hand-made  needlework.  It's  all  a part  of  the 
Sesquicentennial  Silent  Auction  to  make  some 
money  for  the  TMA  Auxiliary  Student  Loan 
Fund.  Don't  be  quiet  about  this  auction.  Spread 
the  word,  and  bring  your  friends  to  bid  on  these 
beautiful  objects  which  will  be  donated  by 
medical  societies  and  auxiliaries  from  all  over 
the  State. 

An  American  institution,  the  Trio  has  been  a 
participant  in  the  myriad  of  changes  which 
have  taken  place  in  the  musical  world. 

From  their  first  million-seller,  "Tom  Dooley"  to 
the  present,  their  music  has  remained  consis- 
tent in  sound  and  outlook.  "Scotch  and  Soda, " 
“Tijuana  Jail,"  "Worried  Man, " will  bring  back  a 
lot  of  good  memories  from  1957,  when  they  got 
started,  to  the  present.  Although  their  musical 
influences  include  country,  calypso,  pop,  blue- 
grass,  rock,  they  became  best  known  as  the 
nation's  top  folk  group,  inspiring  artists  such  as 
Bob  Dylan,  Joan  Baez,  and  Peter,  Paul  and 
Mary. 


Recipients  of  five  Gold  records  and  a Grammy 
Award,  the  Kingston  Trio  will  bring  the  TMA 
and  Auxiliary  members  some  of  the  old  and 
some  of  the  new  tor  a lively,  enjoyable  evening. 

The  elegant,  exciting  big  band  sound  of  the 
Ron  Lawrence  Orchestra  will  get  underway  at 
10  pm  and  play  until  midnight  for  dancing.  Ron 
Lawrence  has  appeared  on  "Dallas  " several 
times  and  has  performed  for  and  with  numer- 
ous stars  such  as  Tony  Bennett,  Ella  Fitz- 
gerald, Robert  Goulet,  and  Jerry  Lewis.  The 
power  and  excitement  of  this  band  makes 
dancing,  as  well  as  listening,  most  enjoyable. 

Tickets  are  $50  per  person,  and  should  be 
ordered  in  advance  of  the  Session  by  complet- 
ing the  form  here. 


I 


bneral  Membership 
Lincheons 

v special  luncheons  have  been  planned  for 
ill 986  Session,  and  will  be  of  interest  to  all 
(pciation  and  Auxiliary  members. 

ifjie  podium  on  Friday,  May  9,  will  be  Robert 
iluPont,  MD,  President,  Center  for  Behav- 
h Medicine,  Rockville,  Maryland.  His  Gen- 
r Meeting  Luncheon  topic,  “Drug  Abuse, 
•tors,  and  Fun:  Rediscovering  Aescula- 
i js'  Second  Daughter,"  presents  in  unique 
l ion  how  physicians  and  their  families  can 
I lead  in  drug  abuse  prevention,  and  in  pro- 

Ing  healthy  lifestyles.  As  Dr.  DuPont  ex- 
is,  the  Greek  god  of  medicine,  Aescula- 
js,  had  two  daughters.  The  first.  Panacea, 
the  goddess  of  medication,  which  formed 
3asis  of  medicine.  Within  the  last  few 
s,  science  has  been  focusing  medicine  on 
:ulapeous'  second  daughter,  Hygea,  the 
Jess  of  healthy  living.  The  Surgeon  Gen- 
in  a recent  report  has  indicated  that  seven 
le  ten  leading  killers  are  strongly  influenced 
festyle.  His  address  will  be  thought- 
'oking,  and  helpful  in  your  practice  and  in 
r own  life. 


TV  Today  Show  discusses  people,  especially 
young  people,  getting  hooked  on  these  gate- 
way drugs — alcohol,  marijuana,  and  cocaine — 
because  they  are  perceived  as  easily  con- 
trolled and  harmless.  Dr.  DuPont's  challenge  to 
Dr.  Timothy  Leary  regarding  his  public  posi- 
tions on  the  use  of  drugs  in  the  1950s  and 
1960s  points  out  the  consequences  which, 
some  say,  are  with  us  today. 

In  addition  to  his  work  as  health  commentator 
on  ABC-TV's  Good  Morning,  America,  Dr.  Du- 
Pont has  appeared  on  many  network  TV  shows 
over  the  years,  including  the  Phil  Donahue 
Show,  the  David  Susskind  Show,  and  the  Dick 
Cavett  Show. 

A luncheon  program  of  interest  to  entire 
membership  is  planned  for  Saturday,  May  10. 

Both  luncheons  are  scheduled  in  the  Interna- 
tional Ballroom,  Fairmont  Hotel,  12:15-2  pm. 
Purchase  tickets  in  advance  by  completing  the 
form  here. 


Dr.  DuPont,  a psychiatrist  and  former  director 
of  the  National  Institute  of  Drug  Abuse,  is 
author  of  the  new  book,  "Getting  Tough  on 
Gateway  Drugs:  A Guide  for  the  Family.  " A re 
cent  interview  with  Jane  Pauley  on  the  NBC- 


1986  Annual  Session  Advance  Registration  Form 


1 


name 

address  ' 

i 

city 

state 

zip 

I 

Specialty 


Members,  please  check  all  applicable  spaces  below: 

Nonmember 

f' 

f 

□ Physician 

□ 50  Year  Club 

□ Speakers,  Exhibitors 

Wfi 

□ Intern  Resident/Fellow 

□ Hospital  Medical  Staff  Section  Representative 

□ TMA  and  County  Medical  Society 

□ Medical  Student 

□ TEXPAC 

Staff  and  Family 

□ TMA  Officer 

□ TEXPAC  300  Club 

□ Physicians 

□ TMA  Trustee 

□ MSS  Executive  Council 

□ Interns,  Residents,  Fellows 

$M 

□ TMA  Delegate 

□ MSS  Chapter  Officer 

□ Medical  Students 

sH 

□ TMA  Alternate  Delegate 

□ MSS  Chairman 

□ Allied  Health  Personnel 

$' 

□ TMA  Councilor 

□ RPS  Chairman 

□ Prospective  Exhibitors, 

$1 

□ TMA  Vice  Councilor 

□ RPS  Councilor 

Approved  Visitors 

□ TMA  Council/Committee 

□ RPS  Executive  Council 

H 

□ AMA  Member 

□ Speaker 

Nonmember’s  Family 

1 

□ AMA  Delegate 

□ Scientific  Exhibitor 

□ Family  of  Nonmembers 

$1 

□ AMA  Alternate  Delegate 

□ Children  (21  and  under) 

wH 

□ CMS  President 

□ Satisfying  state  level  meeting  requirement 

r 

Please  mail  check  and  registration  card  to:  Texas  Medical  Association  Business  Office,  1801  North  Lamar 

1 

Blvd.,  Austin,  Texas  78701 

Advance  Ticket  Reservation  Form 


name 


address 


Final  Program  Order  Form 

The  Program  and  Abstracts  of  the  1 19th  Texas  Medical  Associc 
Annual  Session  will  be  available  in  early  April.  If  you  wish  to  ore 
your  copy  in  advance,  please  return  this  coupon  with  a check  fc 
$5.00  to  Texas  Medical  Association,  Business  Office,  1801  Nor 
Lamar  Blvd.,  Austin,  Texas  78701 . 

Please  send  a copy  of  the  Program  and  Abstracts  for  the  1 19th 
Annual  Session  to: 


city  state  zip 

Avoid  the  lines,  the  last  minute  rush,  and  the  possibility  of  missing  out  on  the 
TMA  functions  listed  below  Complete  the  advance  ticket  reservation  order 
form,  return  it  to  TMA  with  your  check.  Pick  up  tickets  at  the  registration  area. 
Note  ticket  sales  location  and  hours 

Number  of  Function  and  Price  Amount 

Tickets  inclusive  of  tax  and  gratuity 

An  Evening  With  the  Kingston  Trio  

Ron  Lawrence  Orchestra 
Dinner/Dancing/Show/Silent  Auction 

Friday,  May  9,  7 pm-Midnight 
$50  per  person 

General  Meeting  Luncheon  

Robert  L.  DuPont,  MD,  Speaker 

Friday,  May  9,  12:15  pm-2  pm 
$20  per  person 

General  Meeting  Luncheon  

Speaker  Pending 

Saturday,  May  10,  12:15  pm-2  pm 
$20  per  person 

TOTAL  $ 

Advance  registration  cards  and  ticket  money  must  be  received  by  April  1.  No 
refunds  after  April  23. 

Please  complete  and  return  before  April  1 to:  Texas  Medical  Association 
Business  Office,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701 


f 

1 

name  . 


address 


city  state  zip 

My  check  lor  $5.00  is  enclosed. 


'xas  Medical 
jsociation 

9th  Annual  Session 
^illas  May  7-11, 1986 


1 ike  Your 
j‘servations  Now 


'tel  rooms  will  be  assigned  on  a first-come, 
ut-served  basis  by  the  Dallas  Convention  & 
:itors  Bureau. 

^ mplete  in  full  the  Official  Housing  R0- 
Tesf  Form  and  return  it  immediately  to: 

fiusing  Service — Texas  Medical 
'^Association 

Sjullas  Convention  and  Visitors  Bureau 
!jt07  Pacific  Avenue 
j|tlas,  Texas  75201 

f;t  six  hotels  in  order  of  preference. 

ily  reservations  received  on  the  Official 
^vsing  Request  Form  will  be  accepted. 
i>tels  will  not  accept  reservations  directly, 
d telephone  requests  cannot  be  accepted. 

I not  send  housing  form  to  Texas  Medical 
sociation.  This  will  only  delay  your  request. 

iiadline  for  reservations  is  April  23. 
frmations 


ur  room  confirmation  will  be  sent  to  you 
ectly  from  the  hotel  within  three  weeks  of 
, :eipt  of  your  request  by  the  Housing  Bu- 
,iu.  Please  check  it  carefully  to  be  sure  all 
Drmation  is  correct. 


m Deposits 


ur  room  will  be  held  until  6:00  pm  on  the 
:te  of  arrival  unless  you  send  one  night’s 
)m  deposit.  It  is  always  a good  idea  to 
nd  a deposit  no  matter  what  time  you  plan 
'arrive. 


i make  a deposit  on  your  room,  after  you 
lire  received  confirmation  from  the  hotel, 
nd  one  night's  room  deposit  directly  to  the 
lei,  or  call  the  hotel  with  your  credit  card 
Tiber.  (American  Express,  VISA,  Master- 
rd.  Diners  Club  and  Carte  Blanche  are 
l:epted.) 


iges  and  Cancellations 

ou  must  change  your  hotel  reservation, 
te  or  call  the  hotel  indicating  the  change 
sired. 

ou  must  cancel  your  reservation,  please 
te  the  Housing  Bureau  in  Dallas  imme- 
tely  so  that  others  can  be  accommodated, 
lur  notice  of  cancellation  must  be  received 
hin  48  hours  of  your  scheduled  arrival  or 
| jr  deposit  cannot  be  refunded.  Remember 
1 Don’t  be  a no  show! 


Participating  hotels  and  codes: 


Deadline  for  Reservations — April  23 

1.  Adolphus  Hotel  (ADL) 

1321  Commerce 

(Auxiliary  Headquarters,  General 
Housing) 

Singles  $90 
Doubles  $98 

2.  Crescent  Court  Hotel  (CRC) 

2215  Cedar  Springs  Street 
(General  Housing) 

Singles  $95 
Doubles  $95 

3.  Fairmont  Hotel  (FAI) 

1717  North  Akard  Street 

(Exhibits,  Scientific  Sessions,  Program 
Participants) 

Singles  $82 
Doubles  $94 

4.  Granelefe  Hotel  (GRL) 

1011  South  Akard  Street 
(General  Housing) 

Singles  $65 
Doubles  $70 


5.  Holiday  Inn  Downtown  (HID) 

1015  Elm  Street 
(General  Housing) 

Singles  $60 
Doubles  $65 

6.  Hyatt  Regency  Dallas  (HYR) 

300  Reunion  Boulevard 
(General  Housing) 

Singles  $82 
Doubles  $94 

7.  Plaza  of  the  Americas  Hotel  (PTA) 

650  North  Pearl  Boulevard 
(Scientific  Sessions,  General  Housing) 

Singles  $80 
Doubles  $92 

8.  Sheraton  Dallas  Hotel  (SHD) 

400  North  Pearl  Boulevard 

(Business  Sessions,  Delegates'  Housing) 

Singles  $82 
Doubles  $94 


FOR  HOUSING  BUREAU  USE  ONLY 


Texas  Medical  Association 
119th  Annual  Session 
May  7-11,  1986 
Dallas 

OFFICIAL  HOUSING  REQUEST  FORM 

PLEASE  READ  CAREFULLY 


MAIL  TO: i| 

Housing  Service — Tx.  Med. 
Dallas  Convention  & 
Visitors  Bureau 
1507  Pacific  Avenue  . 
Dallas,  TX  75201  I 
-I 


• PLEASE  PRINT  OR  TYPE  ALL  ITEMS  TO  ASSURE  ACCURACY. 

• COMPLETE  EACH  PART  BELOW  IN  DETAIL  FOR  CORRECT  AND  RAPID  COMPUTER  PROCESSING. 

• SHOULD  MORE  THAN  THREE  (3)  ROOMS  BE  NEEDED,  SUPPLEMENTAL  ROOM  LIST  MUST  BE  ATTACHED  USING  SAME  FORMAT  AS  IN  PA 

• ALL  ACKNOWLEDGEMENTS  WILL  BE  SENT  TO  INDIVIDUAL  INDICATED  IN  PART  I.  ACTUAL  CONFIRMATION  WILL  FOLLOW  FROM  HOTEL 

PARTI 

INSTRUCTIONS;  Complete  requested  data  using  abbreviations  as  necessary 
(NAME  OF  PERSON  REQUESTING  ROOMS) 


PART  II 


INSTRUCTIONS:  Select  SIX  Hotel/Motels  of  your  choice.  No  request  will  be  processed  without  SIX  choices. 


FIRST  CHOICE  EH  D D 
(HOTEL  CODE) 

SECOND  CHOICE  D EH  C 
(HOTEL  CODE) 

THIRD  CHOICE  D EH  ^ 
(HOTEL  C l 

FOURTH  CHOICE  D D D 
(HOTEL  CODE) 

FIFTH  CHOICE  EH  D El 

(HOTEL  CODE) 

SIXTH  CHOICE  n n t 
(HOTEL  C !' 

II 

PART  III 

INSTRUCTIONS:  1 PRINT  OR  TYPE  NAMES  OF  ALL  PERSONS  OCCUPYING  EACH  ROOM 

2.  SELECT  TYPE  ROOM  DESIRED  WITH  ARRIVAL  AND  DEPARTURE  DATES. 

3.  SUPPLEMENTAL  LIST  FOR  ADDITIONAL  ROOM  MUST  USE  SAME  FORMAT. 

4.  PRINT  OR  TYPE  LAST  NAME  FIRST 


GUEST  NAME/S  (PRINT  LAST  NAME  FIRST)  P + 1 — Parlor  & one  bedroom  P + 2 — Parlor  A two  hedrnom.s  i 

ROOM 

NO.  1 

1 

CHECK  ONE 
Single  Triple 

Double  Quad 
Twin  P * 1 

_ Dbl/Dbl  P * 2 

ARR  DATF  DFP  DATF  i 

2 

ARR.  TIME  □ AMD  PM  (Check  (il 

3 

NOTE:  Reservation  will  be  held  only  until  6 p.m. 
unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit. 

4 

’ 

ROOM 

NO.  2 

1 

CHECK  ONE 
Single  Triple 
Double  _ Ouad 
Twin  P + 1 

Dbl/Dbl  P * 2 

1 

ARR  DATE  DFP  DATF 

ARR.  TIME  □ AM  □ PM  (Check  t 1 

2 

3 

NOTE:  Reservation  will  be  held  only  until  6 p.m.  | 
unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit. 

4 

I'ii 


1 

CHECK  ONE 

ROOM 

2 

Single  Triple 

NO.  3 

3 

Twin  .J’  + 1 

4 

Dbl/Dbl  _ P + 2 

APR.  DATE 
ARR.  TIME 


_DEP.  DATE 


□ AM  □ PM  (Check  o i 
NOTE:  Reservation  will  be  held  only  until  6 p.iTi.  ji 


unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit. 


NOTE:  PLEASE  RECHECK  ALL  ITEMS  FOR  CORRECT  INFORMATION 


I. 


■^nfowuitio) i for  A/  ( (hoi's 


I 'xas  Mctiiciric  has  two  purposes:  As  a cotuimiiiij*  education  vehicle 
■ir  physicians,  it  publishes  clinically  useful  .scientific  articles  and  other 
ehnical  information.  As  the  official  publication  of  the  Texas  Medical 
Ksoeiation,  it  informs  members — througli  editorials,  news  pages,  and 
gular  departments — about  medical  events,  legislative  and  govern- 
Icntal  news,  meetings,  continuing  education  courses,  and  programs 
id  policies  of  the  Association 

Material  for  Texiis  Medichie  may  be  sent  to  the  Managing  Hditor, 

|f()l  North  Ijmar  Blvd,  .Austin  ■’8"'()1  It  must  be  offered  solely  to  this 
umal.  Kaeh  article  is  reviewed  by  a consultant  specialist  and  an  edi 
rial  board,  and  is  accepted  or  rejected  on  the  basis  of  its  individual 
erit  and  the  availability  of  other  material  Reviews  usually  take  six  to 
ght  weeks. 

apyright  assignment 

view  of  The  (aipyright  Revision  Act  of  19'^6,  effective  Jan  1.  19"'8, 

1 transmittal  letters  to  the  editor  must  contain  the  following  lan- 
,iage:  "In  consideration  of  the  Texas  Medical  Association  taking  action 
reviewing  and  editing  my  submi.ssion,  the  authorf  s ) undersigned 
.■reby  transfers,  assigns,  or  othenxise  conveys  all  copyright  ownership 
' the  Texas  Medical  Association  in  the  event  that  such  work  is  pub- 
>hcd  by  the  TMA.” 

We  regret  that  transmittal  letters  not  containing  the  foregoing  Ian- 
lage  signed  by  all  authors  of  the  manuscript  will  necessitate  return  of 
le  manuscript. 

:ientiiic  articles 

lanu.scripts  should  be  typed  double-spaced  with  ample  margins.  Three 
bpies,  including  illustrations,  should  be  submitted  and  the  author 
lould  keep  a copy. 

I Please  indicate  six  key  words  for  indexing. 

j Titles  should  include  the  words  most  suitable  for  indexing  the  ar- 
!cle  in  “Index  Medicus,”  should  stress  the  main  point,  and  should  be 
rief.  Subtitles  should  not  be  connected  grammatically  with  the  main 
'tie. 

1 Include  a mailing  address  and  telephone  number  for  each  author 
I An  introductory  summary  of  100—  150  words  is  required 
Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
ons,  and  logical  subheadings.  For  spelling  and  usage  the  editors  follow 
Dorland’s  Illustrated  Medical  Dictionary,"  26th  edition,  and  “W'ebster's 
hird  New  International  Dictionary,  Unabridged." 

The  text  of  observational  and  experimental  articles  is  usually — but 
ot  necessarily — divided  into  sections  with  the  headings:  Introduction, 
lethods.  Results,  and  Discussion.  Subheadings  may  be  needed  to  clar- 
y content.  Other  types  of  articles  may  need  different  formats, 
i For  more  extensive  information  about  preparing  medical  articles  for 
ublication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Fditors:  Uniform  re- 
huirements  for  manuscripts  submitted  to  biomedical  journals.  The 
omplete  document  is  available  in  the  June  1982  issue  of  the  Annals 
[Internal  Medicine. 

Barclay  WR,  Southgate  MT,  Mayo  RW:  Manual  for  authors  and  edi- 
nrs:  editorial  style  and  manuscript  preparation  l.os  Altos,  Calif, 
ange  Medical  Publications,  1981.  Ciompiled  for  the  American  Medical 
issociation. 

CBE  Style  Manual  Committee:  Ciouncil  of  Biolog>’  Fditors  style  man- 
lal:  a guide  for  authors,  editors,  and  publishers  in  the  biological  sci- 
nces.  4th  ed.  Council  of  Biology'  Editors,  Inc,  1978.  Distributed  by  the 
unerican  Institute  of  Biological  Sciences,  Arlington,  VA. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to  prin- 
iples  and  techniques  of  clear,  concise  writing,  and  are  applicable  to 
cientific  as  well  as  general  topics. 

keferences 

references  to  scientific  publications  should  be  listed  in  numerical  order 
t the  end  of  the  article,  with  reference  numbers  placed  in  parenthc.ses 
t appropriate  points  in  text. 

Minimum  acceptable  data: 

Journals.  Author,  article  title,  journal,  volume,  inclusive  pages,  year 
Books.  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  must  be  included  so  that  the 
nformation  can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  available 
I hould  be  excluded  from  the  reference  list,  but  may  be  mentioned 
|j)arenthetically  or  in  footnotes. 
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Illustrations 

Illustrations  should  be  black  and  whili-  drawings  or  positive  photo 
graphs,  with  neat,  uniform,  fairly  large  lettering  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author's 
name,  and  title  of  article  in  brief 

Legends  should  be  in  complete  sentences,  numbered,  and  typed  on 
a .separate  sheet  of  paper. 

Tables  should  be  typed  on  separate  sheets  Uolumn  headings  should 
show  points  of  similarity;  side  headings,  points  of  difference 

Previously  published  material 

Written  permission  should  be  obtained  from  the  publishers  and  the 
authors  for  use  of  any  previously  published  material  (extensive  textual 
matter,  illustrations,  tables)  used.  Short  verbatim  quotations  in  the  text 
may  be  used  without  permission,  but  should  be  quoted  exactly  with 
the  source  credited  (iopies  of  permi.ssion  letters  should  be  submitted 
with  manuscript 

Editorials 

Editorials  should  be  written  in  clear,  concise  language.  Length  should 
be  about  two  or  three  pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor,  con- 
sultants, and  Board  of  Publication 

News 

News  items  should  be  sent  to  the  Editorial  Offices,  1801  North  latmar 
Blvd,  Austin  ^8'’()1 

Obituaries 

Brief  obituaries  of  deeea.sed  TMA  members  are  published  if  adequate 
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In  October  1984,  representatives  of  the 
Texas  Medical  Foundation  penned  an 
$18.5  million  contract  with  the  Health 
Care  Financing  Administration  and 
became  the  peer  review  organization 
( PRO ) for  the  state  of  Texas.  As  the  des- 
ignated PRO  through  October  1986,  the 
foundation  reviews  Medicare-financed 
hospital  admissions  in  Texas.  The  PRO  ’S 
objectives  are  designed  to  improve  the 
quality  and  cost  effectiveness  of  the 
Medicare  program  by  eliminating  medi- 
cally  unnecessary  admissions. 

PROS  have  raised  eyebrows  and  con- 
troversy in  the  medical  community. 
During  a recent  interview  ivith  Texas 
Medicine  news  editor  Donna  Jones, 

TMF’s  chief  executive  officer  S.  Robert  L 
King  Jr,  and  bis  assistant  Phil  Dunne 
answered  questions  about  TMF's  opera- 
tion and  some  of  the  charges  that  have 
been  leveled  against  the  review  system. 

TM:  HCFA  recently  announced  that  deci- 
sions regarding  payment  for  physician 
services  under  Part  B of  the  Medicare 
program  will  he  tied  to  review'  of  hospi- 
talization ( Part  A ) claims.  As  a conse- 
quence the  agency  will  deny  payment  for 
some  physician  services  related  to  hospi- 
talizations that  are  judged  medically  un- 
necessary'. What  is  TMF’s  involvement  in 
this  process  and  how  will  physicians  be 
affected? 

Mr  King:  That’s  hard  for  us  to  say  be 
cause  we  are  not  going  to  participate  in 
the  review  of  doctors.  This  review  of 
doctors  is  all  being  handled  through  the 
Medicare  carriers. 

Mr  Dunne:  The  Part  B carriers  will  be 
involved  The  new  requirement  increases 
from  10%  to  15%  the  portion  of  all  Part 
B claims  that  the  carrier  must  review. 

Any  time  we  make  a Part  A denial  on  the 
inpatient  care,  we  communicate  that  fact 
to  the  Part  B carrier.  Then  they  decide  if 
they  also  will  review  it.  We  allow  them 
access  to  any  medical  records  that  we 
obtain  through  our  Part  A work  to  use  in 
their  Part  B work. 

Mr  King:  1 think  that’s  the  key.  We  are 
giving  them  a copy  of  the  medical  rec 
ord.  Tliat  does  not  give  the  carrier,  as  I 
understand  it,  access  to  our  review  pro- 
eess  or  deliberations.  They  make  their 
own  independent  review  of  this  record, 
and  their  own  determination  regarding 
medical  necessity'. 


Mr  Dunne:  We  may  deny  the  Part  A 
claim.  We  may  say  that  the  patient  didn 
need  to  be  in  the  hospital  to  have  his  or 
her  cataract  removed.  We  are  not  sayinj 
that  he  didn’t  need  to  have  a cataract  re 
moved — he  just  didn’t  need  to  be  in  the 
hospital.  When  the  Part  B carriers  look  ; 
that  case,  they  will  be  making  a decision 
as  to  ( 1 ) medical  necessity  of  the  proce 
dure,  and  ( 2 ) the  reimbursement  the 
physician  would  have  gotten  had  he 
done  the  procedure  on  an  outpatient 
basis.  They  may  roll  the  payment  back 
from  an  inpatient  reimbursement  to  an 
outpatient  reimbursement.  There  is  not 
necessarily  any  threat  that  doctors’  pay- 
ments are  going  to  be  lifted.  It’s  more 
often  a rollback. 

Mr  King:  That’s  why  I would  be  reluc- 
tant to  say  that  this  change  is  going  to 
have  a major  impact  on  Part  B services. 
If  it’s  medically  necessary  for  you  to  see 
a physician,  that  physician  is  going  to 
be  paid  for  his  services,  regardless  of 
whether  they  are  in  the  acute  care  inpa- 
tient arena  or  the  outpatient,  ambulator 
setting. 

TM:  Does  the  increase  from  10%  to  15^ 
for  all  Part  B claim  reviews  influence  tht 
number  of  Part  A reviews  that  TMF  will 
perform? 

Mr  Dunne:  We  do  our  review  accordin 
to  the  structure  of  what  we  call  the  re- 
quired review  for  Medicare.  Added  to 
that  are  any  of  our  contract  objectives. 
Those  objectives  have  not  changed  over 
the  period  of  our  contract.  If  we  have 
more  Part  A denials,  then,  of  course,  the 
Part  B carrier  would  have  more  cases 
that  they  would  have  a chance  to  look  a 
If  our  Part  A denials  decrease,  then  Part 
would  have  fewer  cases  to  look  at. 

TM:  Will  TMF  increase  the  number  of 
cases  it  reviews? 

Mr  King:  No.  The  increase  has  no  impat 
on  what  the  PRO  does.  Our  volume  is 
going  to  be  the  .same. 

TM:  Has  TMF  renegotiated  its  contract 
with  the  federal  government  and  adjustet 
the  goals  set  out  in  the  original  contract: 

Mr  Dunne:  Every  PRO  can  renegotiate 
its  objectives.  We  have  submitted  a con- 
tract modification  to  HCFA  in  relation  to 
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j,  our  three  admission  objectives  and  our 
[‘five  quality  objectives.  Tlie  objectives 
[ themselves  have  not  changed,  but  the 
!' baselines  against  which  we  measure 
If  achievements  have  changed.  Because  we 
I’did  not  have  a PSRC)  in  Texas,  we  initially 
I put  together  all  the  kinds  of  information 
L^we  could  find  to  get  our  contract  ac- 
I’cepted.  We  waited  until  the  end  of  the 
I first  year,  and  recently  went  back  to 
! HCFA  with  data  based  on  our  first  year 
of  operation.  Remember,  the  content  of 
' the  objectives  has  not  changed,  but  the 
'threshold  of  achievement  has  changed  in 
‘some  cases.  At  this  point,  they  have  not 
I agreed  to  our  contract  modifications.  So, 
Iwe  still  operate  under  the  same  objec 
Itives  and  the  same  thresholds  of  achieve- 
(ment  that  were  in  our  original  contract 
|With  HCFA. 

ijXM;  Do  you  know  when  HCFA  will  make 
ha  decision  on  the  proposed  modifica- 
jtions? 

fjMr  Dunne:  Many  PROs  have  submitted 
I'contract  modifications,  and  HCFA  has 
I been  slow  in  responding. 

[I  Mr  King:  However,  the  modifications 
! already  have  been  screened  by  the  HCFA 
i regional  office,  and,  normally,  if  the  re- 
;igional  project  officer  endorses  the  modi 
i fications,  you’re  OK  We  have  no  real 
I concerns  about  our  modifications  be- 
ijcause  they  don’t  call  for  an  adjustment  in 
!| costs.  We’re  not  asking  for  any  more- 
money. 

I TM:  Have  the  numbers  set  out  in  your 
j objectives  changed? 

i Mr  Dunne:  On  some  of  them,  the  actual 
|jnumber  of  patients  we  said  we  would 
jj  impact  has  decreased.  One  or  two  have 
I increased. 

hMr  King:  The  number  of  affected  pa- 
ijtients  has  changed,  not  the  percentages. 

'I 

t|TM:  You  are  one  year  into  a two-year  con 
tract.  Are  you  halfway  to  your  objectives? 

I Mr  Dunne:  We  are  meeting  the  objec- 
tives that  we  can  measure.  We  are  chang- 
ing data  processors,  and  we  are  unable  to 
! get  a full,  accurate  reading  at  this  time  on 
'several  objectives.  But,  I would  say  that 
we  are  about  where  we  should  be. 
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TM:  How  many  reviews  and  denials  did 
TMF  effect  during  1984,  the  first  year  of 
the  contract? 

Mr  King:  There  is  so  much  misconcep- 
tion about  these  statistics.  A physician  in 
Dallas  called  the  TMA  office  wanting  to 
know  about  our  20%  denial  rate.  ITiere 
is  no  such  thing.  We’ve  reviewed  2 1 1,000 
cases.  Of  those,  approximately  10%  have 
been  referred  for  physician  review.  Of 
the  10%  referred,  94%  have  been  ap- 
proved. So,  our  denial  rate  is  some  6%  of 
the  cases  referred  to  a physician  re- 
viewer. The  denial  rate  in  the  state  of 
Texas  fluctuated  to  a high  of  19%  at  the 
inception  of  the  program.  And,  that’s  un- 
derstandable because  it  is  the  first  time 
Texas  has  had  an  operational  statewide, 
independent  peer  review  program  for 
Medicare.  So,  sure,  it  was  high,  but  it’s 
coming  down  because  the  patterns  are 
being  adjusted. 

Mr  Dunne:  Out  of  the  2 1 1 ,000  cases  re- 
viewed from  October  1 984  to  October 
1985,  we  had  10,500  denials.  Of  that, 
2,700  of  them  were  paid  under  waiver. 
What  that  means  is,  we  denied  the  case, 
but  in  2,700  cases,  we  allowed  the  hos- 
pital to  be  paid  because  we  were  just 
bringing  to  their  attention  the  fact  that 
these  services  either  were  not  medically 
necessary  or  could  have  been  provided 
on  an  outpatient  basis.  Our  objective  is 
to  reduce  medically  unnecessaiy  admis- 
sions. That  is  not  equal  to  denying 
10,000  cases.  We  are  going  to  operate  a 
program  and  put  out  information  so  that 
the  admissions  don’t  occur  in  the  first 
place.  The  denials  do  not  have  a direct 
relationship  to  our  contract  objectives. 
For  example,  we  re  saying  cataracts  possi 
bly  can  be  done  on  an  outpatient  basis, 
except  when  the  patient  has  extenuating 
medical  circumstances.  We  don't  achieve 
our  objective  by  putting  them  in  the  hos- 
pital and  then  denying  payment.  We  will 
achieve  our  objective  by  reducing  the 
number  of  people  going  into  the  hospital 
without  medical  necessity'.  Denials  are  a 
secondary'  part  of  our  program.  First,  we 
want  to  deter  the  admission  that  is  not 
medically  necessary.  If  we  deny  the  medi- 
cal necessity  of  an  admission  and  tell  the 
physician  that  this  patient  didn’t  need  to 
be  an  inpatient,  then  possibly  we  can 
help  the  physicians  begin  to  use  alter- 
natives to  hospital  admission,  when  ad- 
mission is  not  medically  necessary. 
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TMF’S  OBJECTIVES 


Following  are  Texas  Medical  Founda- 
tion’s admissions  and  quality  objectives. 
At  press  time,  the  foundation  was 
awaiting  approval  of  revised  objectives. 
The  revised  objectives  have  different 
numbers,  reflecting  decreasing  admis- 
sions as  physicians  become  familiar 
with  the  system.  Percentages  will  remain 
the  same. 

Admissions  objectives; 

1.  Reduce  by  50%  (30,291 ) the  num- 
ber of  patients  admitted  for  selected 
diagnostic  and  therapeutic  invasive  pro- 
cedures that  can  be  performed  safely 
and  effectively  in  an  ambulatory  sur- 
gical setting  or  on  an  outpatient  basis. 

2.  Reduce  by  15%  (35,728)  the  num- 
ber of  inappropriate  or  unnecessary  ad- 
missions for  esophagitis,  gastroenteritis, 
and  miscellaneous  digestive  disorders 
(DRG  182/183);  simple  pneumonia  and 
pleurisy  (DRG  89/90),  chronic  ohstruc 
live  pulmonary  disease  (DRG  88);  bron 
chitis  and  asthma  (DRG  96/97);  and 
medical  back  problems  ( excluding  dis- 
locations and  fracture  of  vertebra) 

(DRG  243). 

3.  Reduce  by  10%  (34,786)  the  num- 
ber of  inappropriate  or  unnecessar\> 
admissions  to  hospitals  identified  as 
having  a greater  than  2.5%  admission 
denial  rate. 

Quality  objectives: 

1.  Reduce  inappropriate  hospital 
readmissions  within  20  days  resulting 
from  premature  discharges  or  incom- 
plete care  on  the  first  admission  by  50%y 
(12,504). 

2.  Reduce  avoidable  postoperative  res- 
piratory’ and  pulmonary)  complications 
fcjr  abdominal  and  thoracic  surgical 
procedures  by  10%  (2,133) 

3.  Reduce  the  incidence  of  avoidable 

deaths  from  acute  myocardial  infarc- 
tion (AMI)  by  50%  (102). 

4.  Reduce  by  40%  (1,478)  the  inci 
dence  of  unnecessary  surgery  for  trans- 
urethral resection  of  prostate  ( DRG 
336),  cholecystectomy  (DRG  197/198), 
unilateral  inguinal  hernias  (DRG  161 ), 
blepharoplasty  ( DRG  040 ),  total  knee 
replacement  ( DRG  209),  and  total  hys- 
terectomy (DRG  354). 

5.  Reduce  the  incidence  of  nosocomial 
postoperative  urinary  tract  infections  by 
20%  (3,503). 


Mr  King:  It’s  often  said  that  any  patient 
who  has  cataract  surgery  as  a Medicare 
beneficiary  has  to  have  that  surgery  on  an 
outpatient  basis.  If  it’s  medically  neces- 
sary for  that  patient  to  be  admitted  to  the 
hospital,  and  the  physician  documents 
reasons  for  the  necessity,  then  those  rea- 
sons are  going  to  be  taken  into  consid- 
eration. The  biggest  problem  we  have  in 
Texas  is  that  we  have  so  many  miscon- 
ceptions about  what  the  Texas  Medical 
Foundation -Peer  Review  Organization  of 
Texas  is  trying  to  do. 

TM:  In  May  1985,  the  national  rate  of 
denied  admissions  was  reported  to  be 
2.3%.  What  is  the  admission  denial  rate 
in  Texas,  and  how  does  the  state  rank 
with  other  states? 

Mr  Dunne:  There  is  no  national  ranking 
as  to  where  Texas  is.  Our  denial  rate  is 
down.  In  fact,  we’ve  heard  that  the  New 
York  group  is  running  higher  than  us. 

Our  number  of  denials  is  still  higher  than 
some  other  states,  but  we  have  the  third 
or  fourth  largest  operating  PRO  in  the 
country.  The  fact  that  it’s  a brand  new 
program  does  make  some  difference.  For 
example,  until  we  put  out  our  announce- 
ment about  performing  cataract  removals 
on  an  outpatient  basis,  ophthalmologists 
were  putting  cataract  patients  in  the  hos- 
pital. Once  we  made  our  announcement, 
there  was  a significant  decline  in  the 
number  of  admissions  for  cataract  re 
moval.  Two  years  ago,  I believe,  cataract 
extraction  was  the  most  frequent  DRG 
for  hospital  admissions  under  the  Medi- 
care program.  Now  it’s  down  to  fourth, 
fifth,  or  sixth  place.  That’s  across  the 
whole  nation. 

TM:  You  said  that  you  have  reviewed 
21 1,000  admissions.  What  percent  of 
Medicare  admissions  does  that  reflect? 

Mr  Dunne:  We  review  approximately 
63%  of  all  patients  who  are  hospitalized 
under  Part  A. 

TM:  TMA’s  Council  on  Socioeconomics 
has  requested  that  contradictory  state- 
ments be  clarified  in  TMF’s  Physician 
Advisor  Handbook,  which  sets  out  guide- 
lines for  physician  members  of  TMF  who 
review  Medicare  admissions.  Would  you 
comment  on  that  language? 


Mr  Dunne:  We  tell  our  doctors  that 
when  they  make  review  decisions,  they 
cannot  make  them  solely  on  the  basis  of ' 
the  patients’  social  needs.  We  qualify  tha  | 
statement  by  saying  that  if  there  is  a 
causative  relationship  between  a social 
circumstance  and  the  patient’s  medical 
condition,  then  the  physician  advisor  . 

( PA ) can  use  that  information. 

Mr  King:  On  one  page,  the  handbook 
says  that  the  reason  for  hospitalization 
must  be  medical  rather  than  social.  Then 
on  the  next  page  we  say  that  if  you  com-i 
promise  the  patient’s  safety  by  treating 
him  on  an  outpatient  basis,  that  has  to  be 
documented  to  justify  hospitalization.  In 
our  opinion,  these  statements  are  not 
contradictory.  One  paragraph  clarifies  tht 
other. 

Mr  Dunne:  A social  condition,  the  fact 
that  somebody  is  50  miles  from  the  hos- 
pital, is  not  necessarily  a reason  to  allow 
hospitalization.  But,  if  the  patient  lives  50 
miles  from  the  hospital,  is  blind,  or  some 
other  way  impaired,  and  cannot  safely 
do  certain  things  for  himself,  or  prepare 
himself  for  surgery,  that  is  a tie  between  a ' 
social  factor  and  a medical  factor,  and  i 
that  hospitalization  is  allowable.  But,  to 
just  say  that  you’re  going  to  approve  the 
case  because  the  patient  lives  on  a rural 
ranch  in  Brewster  County,  and  has  to 
drive  80  miles  over  dirt  roads  . . . that 
social  reason  cannot  be  approved.  Why 
not  have  the  patient  come  into  town  the 
night  before  and  stay  in  a hotel  and  go  to  ' 
have  outpatient  treatment  the  next 
morning.  If  the  law  stays  the  way  it  is,  the' 
Medicare  deductible  will  jump  from 
$400  to  $492.  Now,  I’ll  tell  you  person- 
ally that  for  $492,  1 probably  can  find 
some  real  nice  motels. 

TM:  Some  hospital  administrators  and 
physicians  claim  that  there  is  pressure  to 
dismiss  patients  prematurely.  Are  physi- 
cians overly  concerned  with  the  length 
of  stay  averages  that  are  tied  to  diag- 
nostic related  groups  ( DRG )? 

Mr  King:  You’ve  got  to  keep  in  mind  that 
only  a doctor  can  admit,  and  only  a doc- 
tor can  discharge.  If  that  doctor  feels  that 
his  patient  should  not  be  discharged, 
then  that  patient  should  remain  hospi- 
talized, regardless  of  the  DRG’s  average 
length  of  stay.  And,  1 feel  very  strongly 
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ibout  that.  ITiat  is  a physician  dcterniina 
tion,  not  a determination  that  should  he 
dictated  hy  financial  reimhursement. 

'Mr  Dunne:  With  each  DRG  group,  there 
IS  an  average  length  of  stay.  Further  out 
there  are  the  day  outlier  and  cost  outlier 
thresholds.  The  average  length  of  stay, 
let’s  say,  is  five  days,  and  the  patient  stays 
seven  days.  The  DRG  is  saying  that  on 
the  average,  50%  of  the  patients  have 
gone  home  hy  that  fifth  day.  There’s  an- 
Wher  50%  out  here,  and  if  this  patient 
stays  an  extremely  long  period  of  time, 
that  hospital  is  not  going  to  get  just  the 
average  DRG  payment  for  that  patient.  It 
has  the  potential  to  qualify  under  either  a 
iday  outlier  additional  benefit,  or  a cost 
outlier  additional  benefit.  A DRG  pay- 
ment is  really  the  average.  The  hospitals 
never  talk  about  the  cases  where  they  get 
their  patients  well  in  four  days,  rather 
than  five,  and  the  hospital  profits.  The 
doctors  who  call  every  day  tell  me  they 
don’t  practice  medicine  by  cookbook, 
and  nobody’s  going  to  tell  them  when  to 
discharge  and  when  to  admit  the  patient. 
Personally,  1 don’t  know  of  a doctor 
who’s  going  to  be  intimidated  by  some 
hospital  administrator  and  send  home 
a patient  who  is  really  still  too  sick  to 
go  home. 

TM:  The  South  Carolina  Medical  Care 
Foundation,  the  nation’s  first  PRO,  has  de- 
cided to  voluntarily  cancel  their  contract 
with  the  federal  government.  Has  TMF 
had  any  problems  with  HCFA? 

Mr  King:  No,  no,  no  . . . we  haven’t  had 
any  problems  with  HCFA.  For  one  thing, 
they  haven’t  asked  us  to  re-review  the 
volume  of  cases  that  they  asked  South 
Carolina  to  do.  The  South  Carolina  PRO 
has  an  excellent  track  record,  but  it  is 
taking  issue  with  the  government’s  re- 
I quest  that  the  PRO  re-review  a large  vol- 
! ume  of  cases.  Under  the  same 
; circumstances,  I think 
I I would  do  the  same  thing  that  South 
I Carolina  did. 

I Mr  Dunne:  That  would  be  saying,  do  all 
I your  first  year’s  work  over  for  no  more 
j money.  Our  contract  has  a lot  more  work 
! required  of  us  than  did  South  Carolina. 
But,  we  were  able  to  negotiate.  If  you 
want  us  to  do  this  work  volume,  this  is 
how  much  money  it’s  going  to  take.  We 
got  money  for  some  of  the  things  that  we 


are  doing,  that  South  Carolina  didn’t  get 
paid  for.  It’s  simply  because  they  went 
first. 

TM:  Do  you  think  you  avoided  problems 
by  having  a good  contract  in  the  first 
place? 

Mr  King:  1 think  the  contract  is  fair 

TM:  A TMA  member  has  written  our 
headquarters  expressing  his  concern 
about  the  qualifications  of  physician  re- 
viewers. He  specifically  referred  to  one 
reviewer  who  did  not  have  expertise  in 
the  treatment  of  the  elderly.  Are  spe- 
cialists available  to  review  cases? 

Mr  King:  We  wrote  that  same  physician 
and  reminded  him  that  all  he  has  to  do  is 
ask  for  a reconsideration  and  specify  that 
he  would  like  for  a specialist  to  review 
that  case. 

Mr  Dunne:  The  attending  physicians 
sometimes  treat  patients  outside  their 
own  specialties.  For  example,  in  West 
Texas,  you’ll  see  a board  certified  sur- 
geon treat  a pediatric  case.  Now,  let’s  say 
that  this  was  a Medicare  case,  it’s  an 
older  person.  You  see  a general  surgeon 
treating  an  elderly  person  who  has  gas 
troenteritis.  A board  certified  surgeon 
may  not  routinely  treat  a gastroenteritis 
case.  But,  in  West  Texas,  some  board  cer- 
tified general  surgeons  may  also  do  what 
I call  general  practice.  If  we  deny  that 
case,  what  kind  of  physician  should  we 
have  review  it?  What  we  re  saying  is,  our 
physicians  are  asked  to  review  a variety 
of  cases.  If  at  any  time  they  enter  a case 
in  which  they  feel  they  do  not  have  the 
necessary  expertise  or  resources,  they 
can  seek  consultation  from  a specialist, 
who  comes  from  our  cadre  of  physician 
reviewers.  We  make  available  a specialist 
when  either  our  physician  or  the  appeal- 
ing party  asks  for  a specialist. 

Mr  King:  And,  I think  it’s  important  to 
note  that  the  specialists  that  we  use  are 
those  specialists  who  responded  to  our 
request  through  the  Texas  Medical  Asso- 
ciation for  specialty  input. 

TM:  What  kind  of  response  did  you  get? 

Mr  King:  We  didn’t  get  all  the  response 
that  we  had  hoped  for.  We  made  two  dif- 


ferent efforts  to  get  it.  Organized  medi- 
cine has  got  to  become  involved  in  the 
plans  and  activities  of  the  peer  review 
organizations  in  order  to  be  familiar  with 
what  we  are  doing.  That’s  the  input  that 
we  re  lacking  and  we  need.  It’s  real  easy 
to  sit  out  there  and  write  a letter  and  say, 
‘Tou  should  have  done  this,”  or  “You 
should  have  done  that.”  Maybe  that  par- 
ticular writer  is  correct — we  should  have 
done  this,  we  didn’t  do  that.  But,  until  he 
gets  actively  involved  in  what  we’re  try- 
ing to  do,  I know  of  no  way  that  we  can 
adjust  our  review  methodology.  We  have 
been  seeking  tbe  input  of  the  members 
of  the  Texas  Medical  Association,  the 
Texas  Osteopathic  Medical  Association, 
even  the  Texas  Hospital  Association,  in 
what  we  are  doing.  We’re  looking  at  a 
membership  of  4,000  physicians,  with 
28,000  physicians  licensed  to  practice 
medicine  today  in  Texas.  We  need  more 
involvement.  We  need  more  participa- 
tion. We  will  lay  criteria  out,  we  put  a 
physician  handbook  out,  we  want  the 
practicing  physician  to  be  aware  of  wbat 
we  re  trying  to  do  because,  as  we  said, 
the  physician  admits,  the  physician  dis- 
charges. 
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MALPRACTICE 

Ifs  an  allegation  that  can  happen  to  anyone. 


You  don’t  have  to  stand  alone! 


We  wrote  the  book  on  malpractice  insur- 
ance. We  started  writing  professional  liability 
insurance  over  10  years  ago,  when  the  other 
insurance  companies  were  looking  for  a way  out. 

Why?  Because  we’re  100%  owned  and 
controlled  by  physicians.  We  know  a physician 
can’t  operate  his  practice  without  malprac- 
tice insurance. 


We  know  a good  insurance  company  must 
insure  all  specialties.  And  we  have  never 
settled  a claim  without  the  physician’s  written 
consent.  We  believe  that  you  shouldn’t  have 
to  stand  alone.  If  you’re  concerned  about  your 
insurance  company’s  commitment  to  you,  give 
us  a call  or  send  us  the  coupon  in  this  ad. 
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Recommend! 
Step-1  thera 
hypertension  < 


The  addition  of  a diuretic 
enhances  the  efficacy 
of  the  beta-blocker. 


IN  HYPERTENSION 
END  POINT: 

COMTTOL, 

COMPLIANCE. 

CONVENIENCE 

When  hypertension  control  is  complicated  by  the  need  for 
a beta-blocker  plus  a thiazide,  CORZIDE®  simplifies  patient 
compliance  with  reliable  once-a-day  dosing  in  a single  tablet. 

coRzior 

(nadolol-bendroflumethiazide  tablets) 


Makes  good  sense 


(nadolol-bendroflumethiazide  tablets) 


CORZIDE"  40/5 
CORZIDE'  80/5 

Nadolol-Bendroflumethiazide  T ablets 

DESCRIPTION:  CORZIDE  (Nadolol-Bendroflumethiazide  Tablets)  ter  oral  administratidn 
cemblnes  twe  antihypertensive  agents:  CORGARD®  (nadolol),  a nonselective  beta-adrener- 
gic bldcking  agent,  and  NATURETIN®  (bendfotiumethiazide),  a thiazide  diuretic-antihyper- 
tensive.  Formulations,  40  mg  and  80  mg  nadolol  per  tablet  combined  with  5 mg  bendroflu- 
methiazide 

CONTRAINDICATIONS:  Nadolol  — Bronchial  asthma,  sinus  bradycardia  and  greater  than 
first  degree  conduction  block,  cardiogenic  shock,  and  overt  cardiac  failure  (see  WARNINGS). 
Bendroflumethiazide  — Anuria,  and  in  those  with  previous  hypersensitivity  to  bendroflu- 
methiazide  or  other  sultonamide-derived  drugs 

WARNINGS:  Nadolol  — Cardiac  Failure  — Sympathetic  stimulation  may  be  a vital  com- 
ponent supporting  circulatory  (unction  in  patients  with  congestive  heart  failure,  and  its  inhibi- 
tion by  beta-blockade  may  precipitate  more  severe  failure.  Although  beta-blockers  should  be 
avoided  m overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  caution  in 
patients  with  a history  of  failure  who  are  well  compensated,  usually  with  digitalis  and  diuretics. 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle,  IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta- 
blockers  can.  in  some  cases,  lead  to  cardiac  failure  Therefore,  af  the  firsf  sign  or  symptom  of 
heart  failure,  digitalize  and/or  give  diuretics,  and  closely  observe  response,  or  discontinue 
nadolol  (gradually,  if  possible). 


Exacerbation  of  Ischemic  Heart  Disease  Following  Abrupt  Withdrawal  — 

Hypersensitivity  to  catecholamines  has  been  observed  in  patients  withdrawn  trom 
beta-blocker  therapy,  exacerbation  of  angina  and.  in  some  cases,  myocardial  infarc- 
tion have  occurred  after  abrupt  discontinuation  of  such  therapy  When  discontinuing 
chronic  use  of  nadolol,  particularly  in  patients  with  ischemic  heart  disease,  gradually 
reduce  dosage  over  a 1-  to  2-week  period  and  carefully  monitor  the  patient 
Reinstitute  nadolol  promptly  (at  least  temporarily)  and  take  other  measures  appro- 
priate tor  management  of  unstable  angina  if  angina  markedly  worsens  or  acute 
coronary  insufficiency  develops  Warn  patients  not  to  interrupt  or  discontinue 
therapy  without  physiciah's  advice.  Because  coronary  artery  disease  is  common 
and  may  be  unrecognized,  it  may  be  prudent  not  to  discontinue  nadolol  therapy 
abruptly  even  in  patients  treated  only  for  hypertension 


Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  — PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA-BLOCKERS, 
Administer  nadolol  with  caution  since  it  may  block  bronchodilation  produced  by  endogenous 
or  exogenous  catecholamine  stimulation  of  betaj  receptors  Major  Surgery  — Because  beta 
blockade  impairs  the  ability  of  the  heart  to  respond  to  reflex  stimuli  and  may  increase  the  risks 
of  general  anesthesia  and  surgical  procedures,  resulting  in  protracted  hypotension  or  low 
cardiac  output,  it  has  generally  been  suggested  that  such  therapy  should  be  withdrawn 
several  days  prior  to  surgery.  Recognition  of  the  increased  sensitivity  to  catecholamines  of 
patients  recently  withdrawn  trom  beta-blocker  therapy,  however,  has  made  this  recommenda- 
tion controversial  If  possible,  withdraw  beta-blockers  well  before  surgery  takes  place  In 
emergency  surgery,  inform  the  anesthesiologist  that  the  patient  is  on  beta-blocker  therapy 
Use  of  beta-receptor  agonists  such  as  isoproterenol,  dopamine,  dobutamine,  or  levarterenol 
can  reverse  the  effects  of  nadolol.  Difficulty  in  restarting  and  maintaining  the  heart  beat  has 
also  been  reported  with  beta-adrenergic  receptcr  blocking  agents.  Diabetes  and  Hypogly- 
cemia — Beta-adrenergic  blockade  may  prevent  the  appearance  of  premonitory  signs  and 
symptoms  (e  g.,  tachycardia  and  blood  pressure  changes)  of  acute  hypoglycemia.  This  is 
especially  important  with  labile  diabetics.  Beta-blockade  also  reduces  release  of  insulin  in  re- 
sponse to  hyperglycemia,  therefore,  it  may  be  necessary  to  adjust  ddse  of  antidiabetic  drugs. 
Thyrotoxicosis  — Beta-adrenergic  blockade  may  mask  certain  clinical  signs  (e  g,,  tachy- 
cardia) of  hyperthyroidism.  To  avoid  abrupt  withdrawal  of  beta-adrenergic  blockade  which 
might  precipitate  a thyroid  storm,  carefully  manage  patients  suspected  ot  developing 
thyrotoxicosis 

Bendroflumethiazide  — Use  with  caution  in  severe  renal  disease  In  patients  with  renal 
disease,  azotemia  may  be  precipitated.  With  impaired  renal  function,  effects  of  the  drug  may 
be  cumulative  Use  with  caution  in  impaired  hepatic  function  or  progressive  liver  disease, 
since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipitate  hepatic  coma.  Sensi- 
tivity reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma  Possibility 
ot  exacerbation  or  activation  ot  systemic  lupus  erythematosus  has  been  reported 
PRECAUTIONS:  General  — Nadolol  — Use  with  caution  in  patients  with  impaired  hepatic 
or  renal  function  (see  DOSAGE  AND  ADMINISTRATION). 

Bendroflumethiazide  — At  appropriate  intervals,  perform  serum  electrolytes  determination 
to  detect  possible  electrolyte  imbalance  warning  signs  of  which  are  dryness  of  mouth,  thirst, 
weakness,  lethargy,  drowsiness,  restlessness,  muscle  pains  or  cramps,  muscular  fatigue, 
hypotension,  oliguria,  tachycardia,  and  G,l  disturbances  such  as  nausea  and  vomiting. 
Observe  patients  for  clinical  signs  of  fluid  or  elecfrolyle  imbalance,  namely,  hyponatremia, 
hypochloremic  alkalosis,  hypokalemia  Serum  and  urine  electrolyte  determinations  are  partic- 
ularly important  when  the  patient  is  vomiting  excessively  or  receiving  parenteral  fluids  Drugs 
such  as  digitalis  may  influehce  serum  electrolytes.  Hypokalemia  may  develop,  especially  with 
brisk  diuresis,  in  presence  of  severe  cirrhosis.  Interference  with  adequate  oral  electrolyte 
intake  will  also  contribute  to  hypokalemia.  Response  ot  the  heart  to  toxic  effects  ot  digitalis 
can  be  exaggerated  with  hypokalemia  Use  potassium  supplements  such  as  high  potassium 
foods  to  avoid  or  treat  hypokalemia.  Any  chloride  deficit  is  generally  mild  and  usually  does  not 
require  specific  therapy  except  under  extraordinary  circumstances  (as  in  liver  or  renal 
disease).  Dilutional  hyponatremia  may  occur  in  edematous  patients  in  hot  weather,  appro- 
priate therapy  is  water  restriction  rather  than  salt  administration  except  in  rare  instances 
when  the  hyponatremia  is  life  threatening  In  actual  salt  depletion,  appropriate  replacement  is 
the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  thiazide-treated 
patients.  Latent  diabetes  mellitus  may  become  manifest  during  thiazide  therapy  Antihyper- 
tensive effects  ot  bendroflumethiazide  may  be  enhanced  in  the  postsympathectomy  patient 

Careful  reappraisal  of  therapy  and  consideration  given  to  withholding  or  stopping  diuretic 
therapy  is  necessary  if  rising  nonprotein  nitrogen  or  BUN  (indicative  ot  progressive  renal  im- 
pairment) occurs.  Thiazides  may  decrease  serum  FBI  levels  without  signs  ot  thyroid  distur- 
bance. Thiazides  decrease  calcium  excretion  Pathologic  changes  in  parathyroid  gland  with 
hypercalcemia  and  hypophosphatemia  have  been  occasionally  observed  with  proldnged 
therapy.  Common  complications  of  hyperparathyroidism  have  not  been  seen. 


Information  for  Patients  — Warn  patients,  especially  those  with  evidence  of  coronary  arte 
insufficiency,  against  interruption  or  discontinuation  of  nadolol  without  physiciah's  advic 
Although  cardiac  failure  rarely  occurs  in  properly  selected  patients,  advise  patients  beii 
treated  with  beta-adrehergic  blocking  agents  to  consult  physician  at  the  first  sign  or  sympto 
of  impending  failure.  Advise  patients  of  proper  course  it  dose  inadvertently  missed. 
Laboratory  Tests  — Regularly  monitor  serum  and  urine  electrolyte  levels  (see  WARNING 
Benprotiumethiazide.  and  PRECAUTIONS,  General,  Bendroflumethiazide). 

Drug  Interactions  — Nadolol  — When  administered  concurrently  the  following  drugsrti.I 
interact  with  beta-adrenergic  biccking  agents  Anesthetics,  general  — exaggeration  i 
anesthetic-induced  hypotension  (see  WARNINGS,  Nadolol.  Major  Surgery).  Antidiabll 
drugs  (oral  agents  and  insulin)  — hypoglycemia  or  hyperglycemia,  adjust  antidiabetic  di  . 
dosage  accordingly  (see  WARNINGS,  Nadolol.  Diabetes  and  Hypoglycemia).  Catechi. 
amine-depleting  drugs  (e.g.,  reserpine)  — additive  effect,  monitor  closely  for  evidence 
hypotension  and/or  excessive  bradycardia. 

Bendroflumethiazide  — When  administered  concurrently  the  following  drugs  may  inters, 
with  thiazide  diuretics;  Alcohol,  barbiturates,  or  narcotics  — may  potentiate  orthostetl 
hypotension  Antidiabetic  drugs  (oral  agents  and  insulin)  — thiazide-induced  hypeifl 
cemia  may  require  adjustment  of  antidiabefic  drug  dosage  Other  antihypertenJH 
drugs  — additive  or  potentiated  effect  Corticosteroids,  ACTH  — intensified  elecfrolytec 
pletion,  parficularly  hypokalemia  Ganglionic  or  peripheral  adrenergic  blocking  drugs 
potentiated  effect.  Preanesthetic  and  anesthetic  agents  — effects  may  be  potentiaU 
adjust  dosage  accordingly  Pressor  amines  (e.g.,  norepinephrine)  — possible  decree 
response  but  not  sufficient  to  preclude  their  use  Skeletal  muscle  relaxants,  nondep^ 
izing  (e.g.,  tubocurarine)  — possible  increased  response 

Drug/Laboratory  Test  Interactions  — Discontinue  thiazides  before  tests  for  parafhyrt 
function  (see  PRECAUTIONS,  General,  Bendroflumethiazide). 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility  — Nadolol  — In  1 to  2 years  oi 
toxicologic  studies  in  mice,  rats,  and  dogs,  nadolol  did  not  produce  significant  toxic  effects. ' 
2-year  oral  carcinogenic  studies  in  rats  and  mice,  nadolol  did  not  produce  neoplastic,  prene 
plastic,  ot  nonneoplastic  pathologic  lesions  Bendroflumethiazide  — Long-term  studies 
animals  have  not  been  performed,  I 

Pregnancy  — Teratogenic  Effects  — Nadolol  — Category  C In  animal  reproductij 
studies  with  nadolol,  evidence  of  embryo-  and  fetoloxicify  was  found  in  rabbits,  but  not  in  ra' 
or  hamsters,  at  doses  5 to  10  times  greater  (on  a mg/kg  basis)  than  the  maximum  indicate 
human  close,  no  teratogenic  potential  was  seen  in  any  of  these  species.  There  are  no  well-co 
trolled  studies  in  pregnant  women,  therefore,  use  nadolol  in  pregnant  women  only  if  pofenli 
benefit  justifies  potential  risk  to  the  fetus  Bendroflumethiazide  — Category  C.  Anim 
reproduction  studies  have  not  been  conducted  This  drug's  effect  on  the  fetus  when  admini 
tered  to  a pregnant  woman  ot  its  effect  on  reproductive  capacity  is  not  known.  Bendroli 
methiazide  should  be  given  to  a pregnant  woman  only  if  clearly  needed  Nonferafogtn 
Effects  — Since  thiazides  cross  the  placental  barrier  and  appear  in  cord  blood,  weigh  aniii 
paled  benefit  ot  the  drug  in  pregnant  women  against  possible  hazards  to  the  fetus;  the- 
hazards  include  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  reaefo 
which  have  occurred  in  adults. 

Nursing  Mothers  — Both  nadolol  and  bendroflumethiazide  are  excreted  ih  human  mil 
Because  of  the  potehtial  lor  serious  adverse  reactions  in  nursing  infants  either  discontin 
nursihg  or  discontinue  therapy,  taking  into  account  the  importance  of  CORZIDE  (Nadoli 
Bendroflumethiazide  Tablets)  to  the  mother. 

Pediatric  Use  — Safety  and  effectiveness  in  children  have  not  been  established. 
ADVERSE  REACTIONS:  Nadolol  — Most  adverse  effects  have  been  mild  and  transient ai 
have  rarely  required  nadolol  withdrawal  Cardiovascular  — Bradycardia  with  heart  rates 
less  than  60  beats  per  minute  occurs  commonly,  and  heart  rates  below  40  beats  per  minu 
and/or  symptomatic  bradycardia  were  seen  in  about  2 of  100  patients.  Symptoms 
peripheral  vascular  insufficiency,  usually  of  the  Raynaud  type,  have  occurred  in  appro: 
mately  2 df  100  patients.  Cardiac  failure,  hypofensicn,  and  rhythm/conduction  disturbanci 
have  each  occurred  lo  about  1 of  100  patienfs.  Single  insfances  of  first  degree  and  tfii 
degree  heart  block  have  been  reported,  intensification  of  AV  block  is  a known  effeef  of  bel 
blockers  (see  also  CONTRAINDICATIONS,  WARNINGS,  and  PRECAUTIONS)  Central  Nt, 
vous  System  — Dizziness  or  fafigue  reported  in  approximately  2 of  100  patients;  pare  I 
thesias,  sedation,  and  change  in  behavior  reported  in  approximately  6 of  1000  patierl| 
Respiratory  — Bronchospasm  reported  in  approximately  1 of  1000  palienis  (Sf 
CONTRAINDICATIONS  and  WARNINGS)  Gastrointestinal  — Nausea,  diarrhea,  abdomin 
discomfort,  constipation,  vomiting,  indigestion,  anorexia,  bloating,  and  flatulence  ear 
reported  in  1 to  5 of  1 000  patients  Miscellaneous  — Each  of  fhe  following  reported  in  1 to 
of  1000  patients:  rash,  pruritus;  headache,  dry  mouth,  eyes,  or  skin,  impotence  or  decreast 
libido,  facial  swelling,  weight  gam;  slurred  speech;  cough,  nasal  stuffiness,  sweating,  tinnitu 
blurred  vision  Although  relationship  to  drug  usage  is  not  clear,  sleep  disturbances  have  bei 
reported  The  oculomucocutaneous  syndrome  associated  with  practolol  has  not  bei. 
reported  with  nadolol  The  following  adverse  reactions  may  also  occur  Central  Nervon 
System  — reversible  mental  depression  progressing  to  catatonia,  visual  disturbance! 
hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  tor  time  ad 
place,  short-term  memory  loss,  emotional  lability  with  slightly  clouded  sensorium,  decreasi 
performance  on  neuropsychometrics  Gastrointestinal  — mesenteric  arterial  thrombosh 
ischemic  colitis  Hematologic  — agranulocytosis,  thrombocytopenic  or  nonthrombocytj 
penic  purpura  Allergic  — fever  combined  with  aching  and  sore  throat,  laryngospasi , 
respiratory  distress  Miscellaneous  — reversible  alopecia,  Peyronie's  disea(| 
erythematous  rash,  arterial  insufficiency  j 

Bendroflumethiazide  — Gastrointestinal  System  — anorexia,  gastric  irritation,  nause 
vomiting,  cramping,  diarrhea,  constipation,  jaundice  (intrahepatic  cholestatic  jaundice),  pa 
creatitis.  Central  Nervous  System  — dizziness,  vertigo,  paresthesia,  headache,  xantho 
sia  Hematologic  — leukopenia,  agranulocytosis,  thrombocytopenia,  aplastic  anenn 
Dermatologic-Hypersensitivity  — purpura,  photosensitivity,  rash,  urticaria,  necrotizir 
angiitis  (vasculitis,  cutaneous  vasculitis)  Cardiovascular  — orthostatic  hypotension  m. 
occur.  Other — hyperglycemia,  glycosuria,  occasional  metabolic  acidosis  in  diabetic! 
hyperuricemia,  allergic  glomerulonephritis,  muscle  spasm,  weakness,  restlessness.  Whe. 
ever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced  dr  therai  j 
withdrawn 

OVERDOSAGE:  Nadolol  may  cause  excessive  bradycardia,  cardiac  failure,  hypotension  ' 
bronchospasm  if  overdosed  Overdosage  of  thiazides  may  cause  lethargy,  which  mayp' 
gress  to  coma  within  a lew  hours,  with  minimal  depression  of  respiration  and  cardiovascul ' 
function  and  without  evidence  of  serum  elecfrolyle  changes  or  dehydration.  Gastrointeslm  i 
irritation  and  hypermotility  may  occur.  Transitory  increase  in  BUN  and  serum  electroly ; 
changes  may  occur,  especially  in  patients  with  renal  impairment.  , 

Treatment  — Nadolol  can  be  removed  from  the  general  circulation  by  hemodialysis.  Indelt  j 
mining  duration  of  correefive  therapy,  take  note  of  the  long  duration  of  the  effect  of  nadolol  , 
addition  to  gastric  lavage,  employ  the  following  measures,  as  appropriafe  Excel 
sive  Bradycardia  — Administer  atropine  (0.25  to  1.0  mg).  If  there  is  no  response  tovas; 
blockade,  administer  isoproterenol  cautiously  Cardiac  Failure — Administer  a digital  I 
glycoside  and  diuretic.  It  has  been  reported  that  glucagon  may  also  be  useful  in  this  situalio  | 
Hypotension  — Administer  vasepressers.  e g.,  epinephrine  or  levarterenol.  (There  ise'j 
dence  that  epinephrine  may  be  the  drug  of  choice.)  Bronchospasm  — Adminisfer  a beu  j 
stimulating  agent  and/er  a theophylline  derivative  Stupor  or  Coma  — Supportive  therapy  ■ , 
warranted  Gastrointestinal  Effects  — Symptomatic  treatment  as  needed.  BUN  and/  ; 
Serum  Electrolyte  Abnormalities  — Institute  supportive  measures  as  required  to  mainta  1 
hydration,  electrolyte  balance,  respiration,  and  cardiovascular  and  renal  function.  ! 

DOSAGE  AND  ADMINISTRATION:  DOSAGE  MUST  BE  INDIVIDUALIZED  Patients  vr  j 
renal  failure  require  adjustment  in  dosing  interval;  see  package  insert  tor  dosage  in  the'  i 
patients,  I 

Consult  package  insert  before  prescribing  CORZIDE  (Nadolol-Bendroflumethiazlt  I 
Tablets). 

HOW  SUPPLIED:  Available  as  scored  tablets  containing  40  mg  nadolol  combined  with  5 mg  be  . 
droflumethiazide  and  80  mg  nadolol  combined  with  5 mg  bendroflumethiazide  in  bottles  of  i'/  j 
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DTAZTOE 

25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 
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Everybody  deserves 
a chance  to  make  it 
on  their  own. 


Everybody. 


The  National  Urban  League  is  dedicated  to  achieving  equal  opportunity 
for  all.  And  you  can  help.  Contact  your  local  Urban  League  or  write: 


National  Urban  League 


500  East  62nd  Street 
New  York,  N.Y.  10021 


lAedicine  and  the  \uiw 


I 

Tax-exempt  status  and  separate 
funds  for  medical  societies  and 
auxiliaries 

I 

last  month’s  article  compared  the  legal  consequences  of 
membership  in  an  unincorporated  association  with  those  of 
membership  in  a nonprofit  corporation,  and  also  outlined 
the  steps  necessary  to  incorporate  an  organization.  The  fol- 
lowing article  describes  the  procedures  an  incorporated  or- 
ganization must  follow  to  apply  for  exemption  from  state 
franchise  and  federal  income  taxes.  Additionally,  the  article 
describes  procedures  for  creating  and  incorporatmg  a sepa- 
rate fund  for  charitable,  scientific  or  educational  purposes,  to 
which  contributions  are  tax  deductible. 


Texas  corporations  are  subject  to  federal  income  tax  and  state 
ranchise  tax  ( 1 ).  To  avoid  such  taxes,  incorporated  organiza- 
ions  must  seek  exemption  from  federal  income  tax  under 
ection  501(a)  of  the  Internal  Revenue  Code.  To  qualify  for 
exemption,  an  organization  must  be  formed  for  one  or  more  of 
he  purposes  designated  in  Section  501(c)  of  the  code.  Most 
ncorporated  societies  and  auxiliaries  qualify  as  “business 
eagues”  under  section  501(cX6)  of  the  code.  The  Internal 
levenue  Service  says  a business  league  is  an  association  of 
)ersons  having  some  common  business  interest,  which  pro- 
notes such  common  interest  and  does  not  engage  in  a for- 
)rofit  business  (2).  The  term  “business”  includes  almost  any 
nterprise  or  activity  conducted  for  remuneration.  Thus,  it  en- 
:ompasses  professions  as  well  as  mercantile  and  trade  busi- 
lesses  (3). 

The  IRS  has  ruled  that  under  section  501(cX6),  the  spouses 
)f  members  of  a tax-exempt  business  league  who  form  an 
)rganization  to  help  advance  their  spouses’  profession  have  a 
common  business  interest”  and  also  may  qualify  for  exemp- 
ion  (4).  The  auxiliary  involved  in  this  ruling  was  organized  to 
lelp  advance  the  profession  of  the  members’  husbands  and  to 
:reate  public  awareness  of  the  profession’s  role  in  the  commu- 
lity.  The  auxiliary  co-hosted  award  proceedings,  dinners,  ex- 
libitions,  and  lectures  by  the  professional  society,  and  also 
.‘ducated  the  public  on  matters  relating  to  the  profession.  Ad- 
litionally,  the  organization  periodically  awarded  scholarships 
o students  of  the  profession. 

An  organization  that  is  exempt  from  federal  income  tax 
tnder  section  501(cX6)  also  is  exempt  from  state  franchise 
ax,  the  tax  levied  by  the  state  on  all  corporations  doing  busi- 
less  in  the  state  ( 5 ). 

Procedures  for  applying  for  exemption  from  federal 
income  tax  and  state  franchise  tax 

The  following  checklist  will  aid  incorporated  medical  societies 
ind  auxiliaries  in  applying  for  tax  exempt  status  under  501 
,cX6)  of  the  Internal  Revenue  Code  and  exemption  from  state 
franchise  tax. 

1.  Obtain  the  most  recent  Form  1024  and  SS— 4 from 
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the  IRS,  as  well  as  publication  557,  which  should  be  read 
thoroughly. 

2.  Follow  the  instructions  in  Form  1024  so  the  application 
will  be  complete  when  submitted.  The  appropriate  corporate 
officer  must  sign  the  application  and  make  sure  all  organizing 
documents  are  signed. 

3.  The  organization’s  primary  activity  code  to  be  designated 
at  Part  1,  Item  6 most  likely  will  be  200  (business  league)  as  a 
county  medical  society,  or  206  (professional  association  auxil- 
iary ) as  an  auxiliary. 

4.  If  the  organization’s  bylaws  or  articles  of  incorporation 
are  silent  on  how  its  assets  will  be  distributed  on  dissolution, 
you  may  cite  the  text  of  Tex  Rev  Civ  Stat  Ann  art  1396-6.02 
(Vernon  1980)  in  response  to  the  question  posed  at  Part  III, 

Item  7 on  the  application  form  (6). 

5.  When  the  organization  receives  its  letter  authorizing 
exemption  from  federal  income  tax  under  501(cX6),  send  a 
copy  to  Flarry  Rogers,  Exempt  Organizations,  Comptroller  of 
Public  Accounts,  Capitol  Station,  Austin,  TX  78774.  The  orga- 
nization then  also  will  be  accorded  exemption  from  state  fran- 
chise tax.  This  second  application  should  be  filed  within  1 5 
months  of  the  creation  of  the  nonprofit  corporation.  If  the  IRS 
has  not  acted  within  this  time,  send  a letter  and  a copy  of  the 
application  to  Mr  Rogers  to  avoid  paying  any  franchise  tax 
pending  the  determination  of  the  IRS. 

6.  Organizations  exempt  from  federal  income  tax  under 
501(cX6)  must  file  an  annual  information  return  Form  990, 
unless  their  gross  receipts  are  under  $25,000.  While  most 
medical  societies  or  auxiliaries  should  not  need  to  file  such  a 
form,  they  should  obtain  a copy  of  IRS  Form  990  to  learn 
which  receipts  must  be  counted  toward  the  $25,000  total. 

7.  Submit  a signed  copy  of  amendments  to  the  society’s 
articles  of  incorporation  or  bylaws  to  the  IRS  District  Director. 

If  Form  990  will  be  filed,  submit  copies  of  the  amendments 
with  the  return. 

Separate  funds 

A tax-exempt  medical  society  or  auxiliary  may  establish  a fund, 
separate  from  its  other  funds,  to  be  operated  exclusively  for 
religious,  charitable,  scientific,  literary,  or  educational  pur- 
poses, to  foster  national  or  international  amateur  sports  com- 
petition, or  for  the  prevention  of  cruelty  to  children  or 
animals. 

If  the  fund  is  organized  and  operated  exclusively  for  such 
purposes,  it  may  qualify  for  federal  tax  exemption  as  an  organi-  ZZ 

zation  described  in  section  50 1(c)(3)  of  the  code,  and  contri-  

butions  made  to  it  will  be  tax  deductible  by  the  donors  (7), 

Such  a fund  may  not  be  used  for  the  general  purposes  of  the 
parent  organization  that  created  it  when  the  parent  organiza- 
tion is  dissolved  or  under  any  other  circumstances  (8).  If 
granted  exemption  from  federal  income  tax  as  501(cX3)  orga- 
nizations, such  funds  also  will  be  exempt  from  state  sales  tax 
and  possibly  hotel  occupancy  tax  (9). 

The  following  checklists  will  aid  501(c)(6)  organizations  to 
establish  separate  funds.  These  checklists  should  help  in  draft- 
ing articles  of  incorporation  and  applying  to  the  IRS  for  ex- 
emptions after  review  by  local  counsel.  Such  review  should 
be  less  expensive  than  an  initial  request  for  legal  assistance  in 
preparing  all  necessary  documents. 


Checklist  A:  procedures  for  incorporation  of  a separate 
fund 

1.  Choose  a name.  For  example;  An)'where  County  Medical 
Auxiliar\'  Separate  Fund. 

2.  State  the  purpose  of  the  corporation  in  a way  that  will 
trigger  recognition  of  the  corporation  by  the  IRS  as  a 50 1 

( c )(  3 ) entity.  Use  the  following  purpose  language  without  al- 
teration. However,  the  text  can  be  augmented  by  referring  to 
specific  charitable  activities  that  are  contemplated: 

“The  purpose  or  purposes  for  which  the  corporation  is  orga- 
nized are: 

To  receive  and  maintain  a fund  or  funds  of  real  or  personal 
property,  or  both,  and,  subject  to  the  restrictions  and  limita- 
tions hereinafter  set  forth,  to  use  and  apply  to  the  whole  or 
any  part  of  the  income  therefrom  and  the  principal  thereof 
exclusively  for  charitable,  religious,  scientific,  literary,  or  edu- 
cational purposes  either  directly  or  by  contributions  to  organi- 
zations that  quality  as  exempt  organizations  under  Section  501 
( c K 3 ) of  the  Internal  Revenue  Code  and  its  Regulations  as 
they  now  exist  or  as  they  may  hereafter  be  amended,  but 
contributions  shall  be  limited  to  organizations  described  in 
Section  170(b)(  1 )(A)  of  the  Internal  Revenue  Code  of  1954. 

No  part  of  the  net  earnings  of  the  corporation  shall  inure  to 
the  benefit  of  any  member,  trustee,  officer  of  the  corporation, 
or  any  private  individual  (except  that  reasonable  compensa- 
tion may  be  paid  for  services  rendered  to  or  for  the  corpora- 
tion affecting  one  or  more  of  its  purposes),  and  no  member, 
trustee,  officer  of  the  corporation,  or  any  private  individual 
shall  be  entitled  to  share  in  the  distribution  of  any  of  the 
corporate  assets  on  dissolution  of  the  corporation.  No  substan- 
tial part  of  the  activities  of  the  corporation  shall  be  the  carry- 
ing on  of  propaganda,  or  otherwise  attempting  to  influence 
legislation,  and  the  corporation  shall  not  participate  in,  or  in- 
tervene in  ( including  the  publication  or  distribution  of  state- 
ments ) any  political  campaign  on  behalf  of  any  candidate  for 
public  office. 

Notwithstanding  any  other  provision  of  these  articles,  the 
corporation  shall  not  conduct  or  carry  on  any  activities  not 
permitted  to  be  conducted  or  carried  on  by  an  organization 
exempt  under  Section  5()l(cK3)  of  the  Internal  Revenue 
Code  and  the  Treasury  Regulations  promulgated  pursuant 
thereto,  as  they  now  exist  or  as  they  may  hereafter  be  amended, 
or  by  an  organization  contributions  to  which  are  deductible 
under  Section  1 70( c X 2 ) of  such  Code  and  Regulations  as  they 
now  exist  or  as  they  may  hereafter  be  amended. 

Upon  the  dissolution  of  the  corporation  or  the  winding  up 
of  its  affairs,  the  assets  of  the  corporation  shall  be  distributed 
exclusively  to  charitable,  religious,  scientific,  literary,  or  educa- 
tional organizations  which  would  then  qualify  under  the  provi- 
sions of  Section  501(c)(3)  of  the  Internal  Revenue  Code  and 
the  Treasury  Regulations  promulgated  pursuant  thereto,  as 
they  now  exist  or  as  they  may  hereafter  be  amended.” 

3.  Designate  the  registered  office  and  agent  of  your 
organization. 

4.  The  corporation’s  board  of  directors  should  be  the  orga- 
nization’s board  of  directors. 

5.  Select  three  people  to  be  the  incorporators.  The  incor- 
porators do  not  have  to  be  members  of  the  organization,  but 
must  be  over  1 8 years  of  age.  At  least  two  of  the  incorporators 


must  be  citizens  of  Texas.  i 

6.  Fill  in  the  form  “Articles  of  Incorporation”  as  promul- 
gated by  the  Texas  Secretary  of  State  and  file  the  original  and 
one  copy  with  the  Texas  Secretary  of  State  at  PO  Box  1 3697, 
Austin,  TX  7871 1,  along  with  a filing  fee  of  S25. 

7.  Draft  bylaws  ( 10 ). 

Checklist  B:  procedures  for  applying  for  tax  exempt 
status  and  exemption  from  state  franchise,  sales,  and  I 
hotel  occupancy  taxes. 

1.  Obtain  the  most  recent  Forms  1023  and  SS— 4 from  the  IRS 
as  well  as  Publication  557,  and  read  them  thoroughly. 

2.  Follow  the  instructions  in  Form  1023  so  the  application 
will  be  complete  when  submitted.  Specifically,  the  appropriate! 
corporate  officer  must  sign  the  application  and  make  sure  all 
organizing  documents  are  signed. 

3-  The  organization’s  primary'  activity  codes  to  be  desig- 
nated at  Part  I,  Item  7,  most  likely  will  be  040  (scholarships), 
179  (other  health  services),  and  914  (achievement  prize  or 
award ). 

4.  When  the  IRS  determines  that  the  organization’s  separate 
fund  is  exempt  from  federal  income  tax  under  501(cX3),  sen< 
a copy  of  the  letter  to  Harry  Rogers,  Exempt  Organizations, 
Comptroller  of  Public  Accounts,  Capitol  Station,  Austin,  TX 
78774,  so  that  the  separate  fund  also  may  be  exempted  from 
state  franchise  tax.  This  should  be  done  within  1 5 months  of 
the  creation  of  the  nonprofit  corporation.  If  the  IRS  does  not  ! 
act  within  this  time,  send  a letter  along  with  a copy  of  the  IRS  ! 
application  to  Mr  Rogers  to  avoid  paying  any  franchise  tax 
pending  a determination  by  the  IRS. 

5.  In  the  letter  to  Mr  Rogers,  request  exemption  from  state  j 
sales  tax  under  Tex  Tax  Code  Ann  Section  151.310  (Vernon  ! 
Supp  1985 ).  If  sales  tax  exemption  is  granted  for  the  separate  | 
fund,  the  comptroller  of  public  accounts  will  notify  the  organ! 
zation  and  enclose  a copy  of  a Texas  sales  tax  exemption 
certificate.  Representatives  of  the  fund  then  will  be  able  to 
complete  the  exemption  certificate  when  purchasing  taxable 
items  for  the  fund  so  that  sales  tax  will  not  be  collected. 

6.  When  applying  for  exemption  from  state  franchise  tax  j 
and  state  sales  tax,  the  fund  also  may  request  an  exemption 
from  hotel  occupancy  tax  for  the  fund  under  Texas  Tax  Code 
Ann  Section  156.102  (Vernon  1982).  Such  an  exemption  may 
be  granted  by  the  comptroller,  and  the  separate  ftind  then  will ! 
be  exempt  from  hotel  occupancy  tax. 

7.  Organizations  exempt  from  federal  income  tax  under  sec ; 

tion  501(cX3)  must  file  an  annual  information  return  Form  1 
990,  unless  their  gross  receipts  are  under  S2 5,000.  Fund  repre 
sentatives  should  obtain  a copy  of  Form  990  to  determine  j 
what  constitutes  annual  gross  receipts  and  whether  a return  I 
might  be  required  in  a particular  year.  , 

8.  A signed  copy  of  amendments  to  the  fimd’s  articles  of 
incorporation  or  bylaws  must  be  submited  to  the  IRS  district 
director.  If  Form  990  will  be  filed,  submit  a copy  of  the  amend  , 
ments  with  the  return. 

Conclusion  | 

Incorporating  separate  funds  and  obtaining  tax  exempt  status  ] 
for  the  funds  and  the  incorporated  county  medical  societies  ' 
and  auxiliaries  should  not  be  an  arduous  task  if  these  checklist ; 

Texas  Medicint 


' ire  utilized.  Copies  of  other  societies’  applications  for  tax  ex- 
i.'mption  and  sample  articles  of  incorporation  for  5()l(cX3) 
irganizations  are  available  from  the  Office  of  the  General 
*C:ounsel. 

tdELENE  A.  ALTJD 
I !'MA  Assistant  (ieneral  Counsel 

t 

I 

i REFERENCES 

I 26  IRC  Sec  ll(Vl’est  Supp  1985)  and  Tex  Tax  Code  Ann  See  1^1  001 
I,  Vernon  1982  ). 

'■  2.  Treas  Reg  T501(c X6)- 1 ( 1958 ) 

! 3.  Rev  Rul  ■'0-641,  19^0-2CB  119. 

4.  Rev  Rul  67-343.  196^  CB  198 
. 5.  Tex  Tax  Code  Ann  1^1063  (Vernon  1982) 

6.  Tex  Rev  Civ  Stat  Ann  art  1 396—6.02  (Vernon  1980  ) 

A The  assets  of  a corporation  in  the  process  of  dissolution  shall  be  applied 
and  distributed  as  follows: 

I ( 1 ) All  liabilities  and  obligations  of  the  corporation  shall  be  paid,  satisfied 
land  discharged;  in  case  its  propern-  and  assets  are  not  sufficient  to  satisA  or 
discharge  all  the  corporation's  liabilities  and  obligations,  the  corporation  shall 
apply  them  so  far  as  they  will  go  to  the  just  and  equitable  payment  of  the 
ijliabilities  and  obligations 

I ( 2 ) Assets  held  by  the  corporation  requiring  return,  transfer  or  conveyance, 
ijwhich  condition  occurs  by  reason  of  the  dissolution,  shall  be  returned,  trans- 
1 ferred  or  conveyed  in  accordance  with  such  requirements 
I ( 3 ) Assets  received  and  held  by  the  corporation  subject  to  limitations  per- 
;imitting  their  use  only  for  charitable,  religious,  eleemosynary-,  benevolent,  educa- 
• tional  or  similar  purposes,  but  not  held  upon  a condition  requiring  return, 
transfer  or  conveyance  by  reason  of  the  dissolution,  together  with  any  income 
earned  thereon  shall  be  tranferred  or  conveyed  to  one  or  more  domestic  or 
foreign  corporations,  societies  or  organizations  engaged  in  activities  substantially 
: similar  to  those  of  the  dissolving  corporation,  pursuant  to  a plan  of  distribution 
I adopted  as  provided  in  this  Act. 

I ( 4 ) Other  assets,  if  any,  shall  be  distributed  in  accordance  with  the  provi- 
sions of  the  articles  of  incorporation  or  the  by-laws  to  the  extent  that  the  articles 
of  incorporation  or  by-laws  determine  the  distributive  rights  of  members,  or  any 
- class  or  classes  of  members,  or  provide  for  distribution  to  others. 

1 ( 5 ) Any  remaining  a.ssets  may  be  distributed  to  such  persons,  societies,  orga- 
ijnizations  or  domestic  or  foreign  corporations,  whether  for  profit  or  not  for  profit, 
as  may  be  specified  in  a plan  of  distribution  adopted  as  provided  in  this  Act. 

~ 26  IRC  Sec  1^0  (West  1978) 

I 8.  Treas  Reg  1501(cX3)-l 

; 9.  Tex  Tax  Code  Ann  Sec  1 5 1 3 1 0 ( Vernon  Supp  1985)  and  Sec  1 56  1 02 

! (Vernon  1982). 

( 10.  See  Alt  HA;  Association  or  incorporation — a choice  for  medical  societies 

I and  auxiliaries.  Tex  Med  1986;  82  (January  ):  68—70. 


i' 


'I 


< I9KS  \l.irri(  >11  I h ik'ls 


Now  you  can  have 
convenience  to  the 
Medical  Center 
with  the  luxury  of 
Marriott. 

The  new  Marriott  Hotel  is  linked  to  the 
Texas  Medical  Center  by  an  enelo.sed  walkway. 
No  hotel  is  more  convenient  or  as  special. 

All  guest  rooms  are  spacious  and  richly 
appointed.  Our  concierge  level  offers  you  a 
private  lounge,  continental  breakfast, 
complimentary  hors  d'oeuvres.  and  honor  bar. 

Our  recreation  facilities  feature  an  indoor 
pool  and  whirlpool,  plus  adjoining  fitness 
center  with  an  indoor  track,  racquethall, 
complete  weight  training,  and  excercise 
equipment. 

We  have  9,000  sq.  ft.  of  conference  space 

including  the  Grand  Ballroom  and  several 
conference  rooms  - perfect  for  seminars, 
business  meetings,  or  product  introductions. 

Our  three  restaurants  and  lounge  offer  a variety 
of  food  and  beverage  options. 

Make  your  next  trip  to  the  Texas  Medical 
Center  convenient,  and  we  will  make  sure  it  is 
special.  For  rc.scrvations.  call  us  direct  at 
713-796-0080.  call  your  travel  agent,  or  call 
Marriott  toll  free  1-800-228-9290. 
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W.V.  Bradshawjr 

Wilber  V.  Bradshaw,  Jr,  MD,  medical  director  of  the  Fort  Worth 
Health  Department  for  33  years,  died  Oct  1,  1985,  at  age  74. 

An  honorary  member  of  the  Texas  Medical  Association,  Dr 
Bradshaw  was  a past  president  of  the  Tarrant  County  Medical 
Society  and  the  Texas  Public  Health  Association.  He  was  the 
1978  recipient  of  the  Tarrant  County'  Medical  Society’s  Gold- 
Headed  Cane  Award. 

Born  in  Virginia,  he  was  a 1934  graduate  of  the  Medical 
College  of  Virginia  in  Richmond.  In  1938  Dr  Bradshaw  re- 
ceived a master  of  public  health  degree  from  Johns  Hopkins 
University. 

He  served  with  the  US  Army  Medical  Corps  for  seven  years 
during  World  War  11  and  was  division  surgeon  for  the  49th 
Armored  Reserve  Division  for  30  years. 

After  serving  as  city  health  officer  in  San  Antonio,  Dr 
Bradshaw  moved  to  Fort  Worth  to  become  the  assistant  direc- 
tor of  health  and  welfare  and  then  later  the  director  of  the 
health  department,  a position  he  held  until  his  retirement  in 
1982. 

Surviving  family  members  include  his  sons,  William  V. 
Bradshaw,  MD,  Fort  Worth;  Lt  Col  Edward  G.  Bradshaw,  Kil- 
leen, Tex;  and  Robert  D.  Bradshaw,  Sherman,  Tex;  daughter, 
Betty  Rogers,  Fort  Worth;  and  eight  grandchildren. 

R.D.  Efyer 

Robert  Dreher  Dyer,  MD,  69,  a retired  Bellaire  family  physi- 
cian, died  Oct  24,  1985. 

A native  of  Louisiana,  Dr  Dyer  was  a 1939  graduate  of  Rice 
University  and  a 1945  graduate  of  Tulane  University  School  of 
Medicine  in  New  Orleans.  After  an  internship  in  Columbus, 
Ohio,  Dr  Dyer  served  in  the  US  Marine  Corps  ( 1946-1948).  He 
practiced  in  Baytown,  Tex,  before  moving  to  Bellaire. 

Dr  Dyer  is  survived  by  his  daughter,  Jeannie  D.  Scott,  Bell- 
aire; sons,  R.P.  Dyer,  Randolph  L.  Dyer,  and  Mark  Dyer,  all  of 
Houston;  brother,  Randolph  N.  Dyer,  Greenwich,  Conn;  and 
three  grandchildren. 

R.W.  Kimbro 

Robert  W.  Kimbro,  MD,  74,  died  Oct  18,  1985.  Dr  Kimbro  was 
an  honorary  member  of  the  Texas  Medical  Association. 

A native  of  Cleburne,  Tex,  Dr  Kimbro  practiced  there  for 
many  years.  He  was  a 1935  graduate  of  The  University  of  Texas 
Medical  Branch  at  Galveston  and  in  1965  received  that  school’s 
Ashbel  Smith  Distinguished  Alumni  Award.  During  1935-1936 
he  received  training  at  Scott  and  White  Memorial  Hospital  in 
Temple  and  then  moved  to  Cleburne. 

Dr  Kimbro  was  a ten-year  member  of  the  Texas  Medical 
Association’s  board  of  trustees,  serving  as  chairman  from  1952 
until  1962.  He  also  was  a past  councilor  to  the  state  of  Texas 
with  the  Southern  Medical  Association  and  a past  president  of 
the  Texas  Society  of  Internal  Medicine. 

Surviving  family  members  include  Dr  Kimbro ’s  wife.  Pansy 
Yturria  Kimbro,  Rio  Vista,  Tex;  sons.  Bill  Kimbro,  Union,  Ore; 
and  Ray  Smith,  Jr,  New  York  City;  daughters.  Penny  Kraus, 
Houston;  Vikki  Murray,  Berkeley,  Calif;  Cassandra  Smith,  Corpus 
Christi;  and  Consuelo  Murray,  MD,  and  Leonor  Zacharias,  both 
of  Dallas;  and  eight  grandchildren. 


W.T.Mok 

Wa  To  Mok,  MD,  an  Amarillo  surgeon,  died  Oct  5,  1985,  at  age 
71. 

Dr  Mok,  a native  of  China,  was  a 1939  graduate  of  the  Uni- 
versity of  Michigan  Medical  School  at  Ann  Arbor.  He  interned 
at  St  Mary  Hospital  in  Cincinnati  and  was  a surgical  resident  at 
Mount  Carmel  Mercy  Hospital  in  Detroit  and  at  Cook  County 
Hospital  in  Chicago.  During  1944-1946,  Dr  Mok  served  in  the 
US  Army  Medical  Corps.  He  moved  to  Amarillo  in  1948. 

Survivors  include  his  wife,  Victoria  Kiang  Mok,  and  son, 
William  Mok,  MD,  both  of  Amarillo;  daughters,  Camilla  Straus-  | 
feld,  Heidelberg,  Germany;  Mary  Mok,  MD,  Hawthorne,  Calif; 
Melissa  Steans,  Austin;  and  Wendy  Wolfe,  College  Station,  Tex; 
and  two  grandchildren.  ! 

W.T.  Sadler 

William  Theophilus  Sadler,  MD,  an  honorary  member  of  Texas 
Medical  Association  and  longtime  Merkel  physician,  died  Oct 
28,  1985. 

Born  in  Montalba,  Tex,  Dr  Sadler  was  a 1925  graduate  of  Th< 
University  of  Texas  Medical  Branch  at  Galveston.  After  an  in- 
ternship at  John  Sealy  Hospital  in  Galveston,  he  moved  to 
Merkel. 

A past  president  of  the  Taylor-Jones  County  Medical  Society, 
Dr  Sadler  was  the  first  physician  to  receive  the  society’s  Gold- 
Headed  Cane  Award  in  1961. 

Surviving  family  members  include  Dr  Sadler’s  wife,  Mary 
Booth  Sadler,  Merkel;  daughter,  Sandra  Haynes,  Abilene;  two 
grandchildren;  and  three  great-grandchildren. 

K.  Straw 

Kenneth  Straw,  MD,  a Houston  resident  since  1945,  died  Oct 
20,  1985. 

An  Oklahoma  native.  Dr  Straw,  69,  received  a bachelor  of 
science  degree  from  the  University  of  Oklahoma  in  1939.  In 
1944  he  was  graduated  from  Baylor  College  of  Medicine  and 
then  completed  an  internship  at  Jefferson  Davis  Hospital, 
Houston. 

Dr  Straw  is  survived  by  his  wife,  Monna  Straw;  children, 
Jodie,  Bob,  Kathy,  Jeannine;  and  stepchildren,  Kevin  and  Kara, 
all  of  Houston;  sister,  Gladys  Flow,  Norman,  Okla;  brothers. 

Jack  Straw,  Plainview,  Tex;  and  Johnny  Straw,  Santa  Fe,  NM;  and' 
two  grandchildren. 

R.F.  Zamorano 

Roberto  Francisco  Zamorano,  MD,  a Wichita  Falls  family  physi- 
cian, died  Sept  26,  1985,  at  age  61. 

Dr  Zamorano  was  born  in  Havana,  Cuba,  and  received  his 
medical  degree  from  Havana  University  Medical  School.  He 
maintained  a private  practice  in  Havana  until  moving  to  the  US 
for  a residency  at  R E.  Thomason  General  Hospital  in  El  Paso. 

He  moved  to  Wichita  Falls  in  1961. 

He  is  survived  by  his  wife,  Gladys  Zamorano,  Wichita  Falls; 
and  sons,  Robert  A.  Zamorano,  Dallas,  and  J.  Roland  Zamorano, 
Makakilo,  Hawaii. 
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IN  MEMORIAM 


:(ECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


W.V.  BRADSHAW,  JR 
Fort  Worth,  I9M-I985 

R.D.  DYER 
Bellaire,  1916-1985 

R.W.  KIMBRO 
Cleburne,  1911-1985 

W.T.  MOK 

Amarillo,  1914-1985 


W.T.  SADLER 
Merkel,  1902-1985 

K.  STRAW 
Houston,  1915-1985 

R.F.  ZAMORANO 
Wichita  Falls,  1924-1985 


The  Memorial  Library  of  the  Texas  Medical 
Association  stands  as  a permanent  memorial 
to  physicians  who  have  served  their  patients, 
their  profession,  and  the  people  of  Texas. 

The  Friends  of  the  TMA  Memorial  Library 
is  an  organization  dedicated  to  enhancing  the 
Library  collection  through  support  by  individ- 
uals. Funds  for  this  organization  are  raised 
through  membership  recruitment  and  memo- 


rial donations  and  are  added  to  the  Texas  Me- 
morial Medical  Library  Fund. 

Contributions  to  the  Texas  Memorial  Medi- 
cal Library  Fund  provide  a valuable  support 
function  to  the  Memorial  Library  which  offers 
a full  range  of  medical  reference  and  audio- 
visual services  to  TMA  members  through- 
out the  state. 


THE  FRIENDS  OF  THE  TMA  MEMORIAL  LIBRARY  FUND 
1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


ANNUAL  MEMBERSHIP  ENROLLMENT  HONOR  AND  MEMORIAL  GIFTS 

wish  to  become  enrolled  as  a Friend. 

Zl  Student  $ 5.00  □ Patron  $ 100.00 

□ Sustaining  $15.00  □ Life  $1,000.00 

□ Subscribing  $25.00 

'JAME PLEASE  NOTIFY: 

ADDRESS  

:iTY/STATE/ZIP 


□ In  memory  of  □ In  honor  of 

NAME 

OCCASION 
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MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work  by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name 

(Plca''C  Prini:) 

Address 

City 

State 

Zip 

( ) 

Specialty 

Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 

22^6  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


Texas  Medicine 


fhedicuie  in  literati  av 


Medicine  in  Literature  is  a randomly  selected  sample  of 
\medical  texts  recently  purchased  by  the  TMA  Memorial  Li- 
brary. In  1985  the  library'  will  add  more  than  600  book  titles 
to  its  56,000-volume  collection  of  books  and  bound  journals, 
and  regularly  increases  its  holdings  of  motion  pictures,  au- 
diocassettes, videocassettes,  and  slide  presentations.  In  addi- 

ition,  the  library  subscribes  to  1,045  medical  and  health- 
related  journals.  For  additional  information,  call  the  Memo- 
rial Library  at  (512)477-6704. 

i| 

In  the  TMA  Library 


Alberts  DS,  Surwit  EA  (eds);  Ovarian  Cancer.  Boston,  Martinus 
Nijhoff  Publishers,  1985. 

Braude  AI,  Davis  CE,  Fierer  J (eds):  Infectious  Diseases  and 
\Medical  Microbiology,  ed  2.  Philadelphia,  W.B.  Saunders  Com- 
ipany,  1986. 

llBrenner  BM,  Rector  PCjr  (eds):  The  Kidney’,  vol  1,  ed  3 
I Philadelphia,  W.B.  Saunders  Company,  1986. 

Brocklehurst  JC  (ed):  Textbook  of  Geriatric  Medicine  and 
Y^erontology,  ed  3-  New  York,  Churchill  Livingstone,  1985. 

I 

Brown  SW,  Morley  AP  Jr:  Marketing  Strategies  for  Physicians. 
\A  Guide  to  Practice  Growth.  Oradell,  NJ,  Medical  Economics 
Books,  1986. 


Cann  C (ed):  Campbell’s  Urology,  vols  1-3,  ed  5.  Philadelphia, 
W.B.  Saunders  Company,  1986. 

IClarkeJC,  Wardman  W . Agoraphobia.  A Clinical  and  Personal 
\Account.  New  York,  Pergamon  Press,  1985. 

I 

jEasson  EC,  Pointon  RCS  (eds):  The  Radiotherapy  of  Malignant 
Disease.  New  York,  Springer-Verlag,  1985. 


Galloway  NR:  Common  Eye  Diseases  and  their  Management 
New  York,  Springer-Verlag,  1985. 

i 

k Harrigan  P,  Lee  R:  Principles  of  Interpretation  in  Echocardiog 
\raphy.  New  York,  John  Wiley  & Sons,  1985. 

i' 

I Hermann  RE  (ed):  Common  Surgical  Problems.  The  Surgical 
Practice  of  the  Cleveland  Clinic.  Chicago,  Year  Book  Medical 
Publishers,  Inc,  1985. 


! Hughes  GB:  Textbook  of  Clinical  Otology.  New  York,  Thieme- 
j Stratton  Inc,  1985. 

I Jokl  E:  Sudden  Death  of  Athletes.  Springfield,  111,  Charles  C 
i Thomas,  1985. 

\ 

» Mettler  FA  Jr,  Moseley  RD  Jr:  Medical  Effects  of  Ionizing  Ra- 
ydiation.  Orlando,  Fla,  Grune  & Stratton,  Inc,  1985. 


Meyers  MH:  Eractures  of  the  Hip.  Chicago,  Year  Book  Medical 
Publishers,  Inc,  1985. 

Norris  DE,  Skilbeck  CE,  Hayward  AE,  et  al:  Microcomputers  in 
Clinical  Practice.  New  York,  John  Wiley  & Sons,  1985. 

Orkin  M,  Maibach  HI  (eds):  Cutaneous  Infestations  and  Insect 
Bites.  New  York,  Marcel  Dekker,  Inc,  1985. 

Petty  TL  ( ed ):  Chronic  Obstructive  Pidmonary  Disease,  ed  2. 
New  York,  Marcel  Dekker,  Inc,  1985. 

Salmon  PR  (ed):  Gastrointestinal  Endoscopy.  Advances  in  Di- 
agnosis and  Therapy,  vol  1.  Baltimore,  Williams  & Wilkins, 
1984. 

Schardein  JL:  Chemically  Induced  Birth  Defects.  New  York, 
Marcel  Dekker,  Inc,  1985. 

Seller  RH:  Differential  Diagnosis  of  Common  Complaints. 
Philadelphia,  W.B.  Saunders  Company,  1986. 

Stimmel  B ( ed ):  Alcohol  and  Substance  Abuse  in  Adolescence. 
New  York,  The  Haworth  Press,  1985. 

Umphred  DA  (ed)-.  Neurological  Rehabilitation,  vol  3 St 
Louis,  The  C.V.  Mosby  Company,  1985. 

\j\zncy  ).  Microcomputers  and  Your  Practice.  A Guide  for 
Physicians.  Chicago,  Pluribus  Press,  Inc,  1985. 

Weiss  L,  Katzman  M,  Wolchik  S:  Treating  Bulimia  A Psycho- 
educational  Approach.  New  York,  Pergamon  Press,  1985. 

Yeh  TF  ( ed ):  Drug  Therapy  in  the  Neonate  and  Small  Infant 
Chicago,  Year  Book  Medical  Publishers,  Inc,  1985. 

Zide  BM,  Jelks  GW:  Surgical  Anatomy  of  the  Orbit  New  York, 
Raven  Press,  1985. 
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ALLERGY 


CARDtOLOGY 


CORPUS  CHRISTI  ALLERGY  CLINIC 


Saul  Grossman,  MD,  FACA,  FAACIA,  Allergv-Dermalologv 
Wallace  A.  Crozier,  MD,  FACA,  Certified  American  Boards  Pediatrics 
and  Allergy,  Diplomate  American  Board  of  Allergy  and  Immunology 

2530  Morgan,  Corpus  Christi,  Texas;  882-3487 


CHARLES  A.  RUSH,  JR,  MD 

Diplomate/American  Board  of  Allergy  & Immunology 
Fellow,  AAA,  ACA,  AACIA 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


JAMES  A.  AYERS,  MD,  FAACIA,  FAAA,  FACA 

Adult  and  Pediatric  Allergy 


3130  S.  Alameda,  Corpus  Christi,  Texas  78404 
512  884-2841;  exchange  512  884-0661 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


John  P.  McGovern,  MD 
DIRECTOR-CONSULTANT 


Theodore  J.  FHaywood,  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng,  MD 
Lawrence  G.  Thorne,  MD 
Venugopal  K,  Menon,  MD 
Robert  E.  Smith,  MD 
Gerald  T.  Machinski,  MD 
Theresa  C,  Queng,  MD 
Waldo  M.  Martinez,  MD 
Lyna  Kit  Lee,  MD 
Harlan  W.  Sindell,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinberi',  MD,  PhD 
Chinavudh  Wanissorn,  PhD 
Clenna  M.  Kyle,  PhD 


CONSULTANTS 
Evan  M.  Hersh,  MD 
IMMUNOLOGY 

James  A.  Knight,  MD 
PSYCHIATRY 

R.  John  Prevost,  MS 
AIR  POLLUTION 

Reuben  D.  Wende,  PhD 
ANTIGEN  AND  CLINICAL 
LABORATORIES 

John  A.  Thomas,  PhD 
BIOMETRICS 

Warren  E.  Schaller,  HSD 
Charles  F.  Kegley,  PhD 
ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland,  HSD 
HEALTH  EDUCATION 

George  R.  Kerr,  MD 
NUTRITION 


Certified  American  Board  of  Allergy  and  Immunology 
Diplomates  American  Boards  of  Pediatrics  and  Allergy 
6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


ANESTHESIOLOGY 


DONALD  L LEVENE,  MD,  FACC 

Invasive  and  Nuclear  Cardiology 

Diplomate  American  Boards  of  Internal  Medicine,  Cardiology 
Medical  City  Dallas,  7777  Forest  Lane,  #B-241 
Dallas,  Texas  75230;  214  385-3257 


CLINICS 


Two  complete  neurological  and  behavioral  medicine  facilities  dedicated 
to  DIAGNOSIS  AND  COMPREHENSIVE  CARE  OF  PATIENTS  WITH 


CHRONIC  RECURRENT  HEADACHES 
treatment. 

HOUSTON  HEADACHE 
CLINIC 

Park  Plaza  Prof.  Bldg. 

1213  Hermann  Dr.  #855 
Houston,  Texas  77004 
713  528-1916 


ith  emphasis  on  prophylactic 

DALLAS  HEADACHE 
CLINIC 

Douglas  Plaza 
8226  Douglas  Ave.  #325 
Dallas,  Texas  75225 
214  692-7011 


CAT  scan;  EEC;  EMC;  Evoked  Potentials;  Thermography;  Personality, 
Behavioral  and  Psychological  Evaluations.  Multimodality  approach  to 
management  of  headache  including  prophylactic  medications,  bio- 
feedback and  behavioral  therapy. 

NINAN  T.  MATHEW,  MD,  FRCP  (C) 

Neurologist-Director 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  303,  Dallas,  Texas  75230 
214  661-7770 


CARDIOLOGY 
J.  Edward  Rosenthal,  MD 
David  A.  Schwartz,  MD 

GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 
Charles  S.  White,  III,  MD 

ADMINISTRATOR 
Carl  E.  Ikard 


ALLERGY  AND  IMMUNOLOGY 

William  R.  Lumry,  MD 

RHEUMATOLOGY 

Carlos  M.  Kier,  MD 

INTERNAL  MEDICINE 

Joan  P.  Donley,  MD 

Larry  Dossey,  MD 

Tom  L,  Hampton,  MD 

David  A.  Haymes,  MD 

C.  Thomas  Long,  III,  MD 

Jack  F.  Melton,  MD 

joe  H.  Sample,  Jr.,  MD 

Peter  S.  Stack,  MD 

Rick  T.  Waldo,  MD 


Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


PROVIDENCE  HOSPITAL  LASER  CENTER 

Approved  for: 

Pulmonary  & Thoracic 
Philip  Croyle,  MD— 817  752-9276 
Philip  Sanger,  MD — 817  753-8827 


EDWARD  A.  TALMACE,  MD,  PA 

Pain  Management — Epidural  Steroid  Therapy 
Diagnostic  & Therapeutic  Nerve  Blocks 
Surgical  & Obstetrical  Anesthesiology 

Diplomate  American  Board  of  Anesthesiology 

7777  Southwest  Freeway,  Suite  1052,  Houston  77074;  713  988-7558 


Urology 

Robert  Corwin,  MD— 817  756-5448 
Marc  Barrett,  MD— 817  752-1611 

Gastroenterology 

Ed  Carpenter,  MD— 817  753-1020 

Providence  Hospital,  1700  Providence  Drive,  Waco,  Texas  76703; 
817  753-4551 


TMA  Physician  Placement  Service  TMA  Postgraduate  Courses 


. . . Another  service  of  your  association 


. . . Another  service  of  your  association 


Texas  Medicin 


COLON  & RECTAL  SURGERY  DIAGNOSTIC  RADIOLOGY 


FT.  WORTH  PROCTOLOGIC  CLINIC,  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
»(Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

1050  West  Rosedale,  Fort  Worth,  Texas  76104; 

817  338-4501  (24  hours) 


COMPUTED  TOMOGRAPHY 
Temple  Independent  Scanner 

Stephen  J.  Vancura,  MD 

High  Resolution  In/Out  Patient  CT  (Head  or  Body) 
Including  Tumor  Biopsy,  Interventional  Radiology 
2027  S.  61st  St.,  Suite  116,  Temple,  Texas  76501 
817  774-9994 

Note:  24  hr.  Emergency  Services  Available 


, DAVID  S.  PITA,  MD 

I Colon  and  Rectal  Surgery 
' Colonoscopy 

I Barnett  Tower,  Baylor  Medical  Plaza,  3600  Gaston  Ayenue,  Suite  411,  Dallas, 
i Texas  75246;  214  821-4300 

i 122  W.  Colorado,  Dallas,  Texas  75208;  214  942-8734 



I DERMATOLOGY 

I 

V 

DAVID  R.  WEAKLEY,  MD,  FACP 

Dermatology — Dermatological  Surgery 
Including  Dermabrasion,  Chemical  Peeling 
and  Collagen  Injections 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


ENDOCRINOLOGY 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld,  MD,  FACP 
Richard  Sachson,  MD,  FACP 
Steven  Dorfman,  MD,  FACP 
Stephen  Aronoff,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

5480  LaSierra  Drive,  Dallas,  Texas  75231;  214  363-5535 


ERIC  A.  ORZECK,  MD,  FACP 

Endocrinology  & Diabetes 


8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


WILLIS  I.  COTTEL,  MD 

IPractice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 

'Baylor  Medical  Plaza,  3600  Gaston  Ayenue 
'Suite  1154,  Dallas,  Texas  75246;  214  827-5960 


GASTROENTEROLOGY 


CECIL  O.  PATTERSON,  MD,  FACP 
Gastroenterology,  Gastroscopy,  Esophagoscopy 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

•James  Lewis  Pipkin,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209;  512  222-8651,  222-2001 
.(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 blocks  to 
'tendick  on  left.  Office  in  middle  of  block.  Note  signs  and  arrows.) 


DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S.  Alkek,  MD 

iHair  Transplantation,  Scalp  Reduction, 
Dermabrasion,  Chemical  Peel  and  Collagen 

I Medical  City  Dallas,  7777  Forest  Lane,  Building  B, 

'Suite  309,  Dallas,  Texas  75230;  telephone  214  788-0088 

Imohs  surgery 

I 

For  Primary  and  Recurrent 
i Cancer  of  the  Skin 

Forrest  C.  Brown,  MD 
I Medical  City  Hospital 

I 7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


9000  Harry  Hines  Bouleyard,  Dallas,  Texas  75235 
214  358-2545 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Ayenue,  Suite  303,  Dallas,  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD 

F.  Clark  Douglas,  MD 

George  T.  DeVaney,  MD 


GENERAL  SURGERY 


DRS.  VANDERPOOL,  LANE,  WINTER  & BONE 

David  Vanderpool,  MD,  FACS  John  W.  Winter,  MD,  FACS 

B.  Ward  Lane,  MD,  FACS  C.  Edward  Bone,  MD,  FACS 

Diplomates  American  Board  of  Surgery 

General  & Peripheral  Vascular  Surgery 

1008  N,  Washington,  Dallas,  Texas  75204;  214  823-2650 
7777  Forest  Lane,  Suite  204,  Dallas,  Texas  75230;  214  661-7860 


ROBERT  P.  FULLER,  MD 

I Mohs'  Skin  Cancer  Surgery  and  Cutaneous 
Cosmetic  Surgery 

909  Frostwood,  Suite  330,  Houston,  Texas  77024 
I Telephone  713  464-9346 


I TMA  Practice  Management  Workshops 

,ji  ...  Another  service  of  your  association 
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TMA  1986  Calendar  of  Events 

Annual  Session,  Dallas,  May  7-11 
Fall  Conference,  Austin,  September  13 

Interim  Meeting  House  of  Delegates,  Austin,  November  21-22 
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HAND  SURGERY 


L LEE  LANKFORD,  MD 

DIplomate  American  Board  of  Orthopaedic  Surgery 

DAVILD  J.  ZEHR,  MD — Microsurgery 
ARNOLD  V.  DiBELLA,  MD 

Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 


ROBERT  E.  BUNATA,  MD,  PA 
B.  J.  WROTEN,  MD 

Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane,  Suite  606,  Dallas,  Texas  75231;  214  368-3776 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 

ADRIAN  E.  FLATT,  MD,  ERGS 

Chief,  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue, 

Dallas,  Texas  75246;  Office  214  823-9440 


ROBERTA.  ERSEK,  MD 

Diplomale  of  American  Board  of  Plastic  Surgery 

Surgery  of  the  Hand 

30th  & Red  River,  Austin,  Texas  78704 
24  HR#  512  474-HAND 


DOCTORS  SMITH,  WHEELER  AND  PARKER,  PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 
David  Allen  Cech,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 

Charles  W.  Simpson,  MD  Richard  H.  Jackson,  MD 

Morris  Sanders,  MD  Casey  E,  Patterson,  MD  (Retired) 

W.  Robert  Hudgins,  MD 

5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg.,  Suite  620, 

Dallas,  Texas  75235;  214  637-0420 

8210  Walnut  Hill  Lane,  Presbyterian  Professional  Bldg.,  Suite  905; 

Dallas,  Texas  75231;  214  369-7596 

1302  Lane  St.,  Copper  Tree  Medical  Center,  Suite  300, 

Irving,  Texas  75062;  214  259-4768 


JACK  E.  McCALLUM,  MD,  PA 
PHILIP  C.  BECHTEL,  MD,  PA 
WARREN  D.  WILSON,  MD,  PA 

Diplomates  of  the  American  Board  of  Neurological  Surgery 
1522  Cooper,  Fort  Worth,  Texas  76104;  817  336-1300 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 


Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Computerized  Tomography 

John  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  MD,  Neurology  and  Electroencephalography 


Murchison  Medical  Bldg.,  Suite  307 
1810  Murchison  Drive,  El  Paso,  Texas  79902 
Telephone  915  532-8901 


NUCLEAR  MEDICINE 


WILLIAM  j.  VAN  WYK,  MD,  PA  NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 


Surgery  of  the  Hand 

803  West  Terrell,  Fort  Worth,  Texas  76104 
Telephone  817  877-3113 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Phillip  E.  Hansen,  MD 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3800  Gaston  Ave.,  Suite  303,  Dallas,  Texas  75246; 
214  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116,  Dallas,  Texas 
75230;  214  661-7010 


Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology.  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen,  Jr.,  MD,  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


NEUROLOGICAL  SURGERY  HERBERT  C.  ALLEN,  MD,  FACNM 

Practice  Limited  to  Nuclear  Medicine 


DRS.  LONG,  SCOTT  & COON 
NEUROSURGERY  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 
R.  Cordon  Long,  MD,  FACS 
Bennie  B.  Scott,  MD,  FACS 
John  V.  Coon,  MD,  FACS 

Dinlomates  American  Board  of  Neurological  Surgery 

Baylor  Medical  Plaza,  605  Barnett  Tower,  3600  Gaston  Avenue, 

Dallas,  Texas  75246;  Telephone  214  826-7060 


100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


TMA  Action  monthly  newsletter 

. . . Another  service  of  your  association 


Texas  Medicine 


ONCOLOGY 


■ HEMATOLOGY-ONCOLOGY  ASSOCIATES  OF 
: HOUSTON,  PA 

r Cary  B.  Fleishman,  MD 
)oel  W.  Abramowitz,  MD,  PhD 

i Diplomates  of  the  American  Boards  of  Internal  Medicine  & Medical  OncoloRv 
Diplomate  of  the  American  Board  of  Hematology  (|WA) 

1909  Frostwood,  Suite  120,  Houston,  TX  77024;  713  467-1630 
I 16565  DeMoss,  Suite  211,  Houston,  TX  77074;  713  270-1188 

: OPHTHALMOLOGY 

! 

^ 

’ TEXAS  RETINA  ASSOCIATES 

■Albert  Vaiser,  MD  Dwain  C.  Fuller,  MD 

1 William  B.  Snyder,  MD  Gary  Edd  Fish,  MD 

William  L.  Hutton,  MD  Rand  Spencer,  MD 

i Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra,  Dallas,  Texas  75231;  214  692-6941 
1)3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 


I BRUCE  C.  TAYLOR,  MD 
i RICHARD  L.  WINSLOW,  MD 

) Diseases  & Surgery  of  the  Vitreous  and  Retina 

i 

! 2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
I 214  521-1153;  1-800-442-5376 


»EYE  ASSOCIATES 

‘ Diseases  and  Surgery  of  the  Eye 

jt  Charles  A.  Sargent,  MD 
li  Alan  C.  Baum,  MD 
jR.  Edwin  Pitts,  MD 
William  Decker,  MD 

'7777  Southwest  Freeway,  St.  916,  Houston,  Texas  77074;  713  777-7145 


SOUTHWEST  RETINA  CONSULTANTS,  PA 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Roy  A.  Levit,  MD 

Clifford  M.  Ratner,  MD 

Sierra  Towers,  Suite  3800,  1700  Curie, 

El  Paso,  Texas  79902;  915  532-3912 


BRIAN  B.  BERGER,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Park  St.  David  Professional  Building,  Suite  106, 

800  East  30th  Street,  Austin  78705;  512  479-8101  day  or  night 


JUDSON  P.  SMITH,  MD 

Diplomate/American  Board  of  Ophthalmology 

General  Ophthalmology  and  Ophthalmic  Surgery 
of  the  Anterior  Segment 

1350  South  Main,  Suite  3100,  Fort  Worth,  Texas  76104;  817  338-4081 


OPHTHALMOLOGY  ASSOCIATES 

JOE  L.  BUSSEY,  MD — Cataract  and  Lens  Implant  Surgery 
RUFUS  A.  ROBERTS,  MD — Diseases  and  Surgery  of  the  Retina 
Cataract  and  Lens  Implant  Surgery 

THOMAS  H.  SMITH,  MD — Ophthalmic  Plastic  and  Reconstructive  Surgery 
DAN  E.  BRUHL,  MD — Cataract  and  Lens  Implant  Surgery 

JOHN  W.  ZERDECKI,  MD — Cataract  and  Lens  Implant  Surgery 
Refractive  Surgery 

DORIS  E.  JENSEN,  MD — Medical  Ophthalmology 

DAVID  HENDRICKS,  MD — Medical  and  Surgical  Ophthalmology 

JAMES  A,  SAVAGE,  MD — Glaucoma  Consultation  and  Surgery 

308  S.  Henderson,  Fort  Worth,  Texas  76104 
817  355-5435,  appointments  817  335-6070 
se  habla  espanol 


.STUART  A.  TERRY,  MD 

ISub-Specialty  Glaucoma 

■M&S  Tower,  Sutie  401,  730  N.  Main, 

San  Antonio,  Texas  78205;  512  226-5191 
I 

! 

LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 

{Diseases  and  Surgerv  of  the  Eye 

j2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 

EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

|1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 

RETINA-VITREOUS  ASSOCIATES 

■W.  Rex  Hawkins,  MD 
Van  W.  Teeters,  MD 

Limited  to  Retina  and  Vitreous 

j6436  Fannin,  Houston,  Texas  77030;  713  797-1531 

HAROLD  GRANEK,  MD 

I 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 


JOHN  E.  BISHOP,  MD 

Sub-Specialty  Pediatric  Ophthalmology 
and  Adult  Strabismus 

3301  South  Alameda,  Suite  505 

Corpus  Christi,  Texas  78411;  512  857-6600 


HOUSTON  EYE  ASSOCIATES 

Charles  E.  Russo,  MD,  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins,  MD,  FACS 
Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 
Paul  C.  Salmonsen,  MD,  FACS 
Richard  L.  Kimbrough,  MD,  FACS 
Jeffrey  B.  Arnoult,  MD 
Louise  Cooley  Kaldis,  MD 
William  H.  Quayle,  MD 
Sylvan  Brandon,  MD,  FACS,  FICS 

Richard  S.  Ruiz,  MD,  FACS 
Charles  A.  Garcia,  MD,  FACS 
Jack  T.  Holladav,  MD,  FACS 
Rosa  A.  Tang,  MD 

Houston  Eye  Associates  Building,  2855  Gramercy,  Houston,  Texas 
77025;  713  668-6828 

South  Pennzoil  Tower,  711  Louisiana,  Houston,  Texas  77002; 

713  224-4433 

Fountain  View  Medical  Plaza,  1622  Fountain  View,  Houston,  Texas 
77057;  713  782-4406 

Hermann  Eye  Center,  1203  Ross  Sterling,  Houston,  Texas  77030; 
713  797-1777 


TMA  Physicians  Benevolent  Fund 


1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200  • • ■ Another  service  of  yOUr  association 
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ORTHOPEDIC  SURGERY 


L.  Ray  Lawson,  MD  R.  Stephen  Curtis,  MD 

Robert  D.  Vandermeer,  MD  William  A.  Bruck,  MD 

Wynne  M.  Snoots,  MD  W.  Z.  Burkhead,  Jr.,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204;  214  521-2191 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817  335-4316 

Louis  j.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 


G.  S.  GILL,  MD,  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 

3601  22nd  Place,  Lubbock,  Texas  79410 
Telephone  806  797-9119 


ORTHOPAEDIC  SURGERY  ASSOCIATES  OF 
SAN  ANTONIO,  PA 

Jesse  C.  DeLee,  MD  John  A.  Evans,  MD 

Diplomates  ABOS  Fellows  AAOS 

Athletic  Medicine,  Reconstructive  and  Traumatic 
Surgery  of  the  Foot,  Knee  and  Hip 

414  Navarro,  Suite  1128,  San  Antonio,  Texas  78205:  512  225-6045 
7711  Louis  Pasteur,  Suite  209,  San  Antonio,  Texas  78229;  512  697-9888 


OTOLARYNGOLOGY 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 
Mervyn  B.  Fouse,  MD 
John  H.  Judd,  Jr,  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

Diplomates  American  Board  of  Orthopedic  Surgery 
1701  Pine  Street,  Abilene,  Texas  79601 


HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz,  MD 
Lee  C.  Detenbeck,  MD 
Thomas  S.  Padgett,  MD 
John  J.  DeBender,  MD 

Twelve  Oaks  Tower,  4126  Southwest  Freeway,  Suite  200, 
Houston,  Texas  77027;  713  622-5100  and 
Parkway  Towers  Professional  Building,  Suite  202, 

150  West  Parker  Road,  Houston,  Texas  77076;  713  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Orthopedic  Surgery — 'Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DDS,  MD,  PA 
John  Paul  Theo,  MD,  PA 
Robert  A.  Peinert,  Jr,  MD 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  G.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Eorest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


HOUSTON  ORTHOPEDIC  CLINIC 


Joseph  Barnhart,  MD 
H.  Kendall  Hamilton,  MD 

5620  Creenbriar,  Houston,  Texas  77005 
Telephone  713  526-6262 


Drs.  Morton,  Blumenfeld  & Charbonneau,  PA  | 

ENT,  ENT  Allergy,  Cosmetic  Eacial  Surgery 

R.A.D.  Morton,  Jr,  MD,  FACS  ' 

Ronald  J.  Blumenfeld,  MD,  FACS  i 

Paul  A.  Charbonneau,  MD,  FACS 

Diplomates,  American  Board  of  Otolaryngology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 

10470  Vista  del  sol.  Suite  110,  El  Paso,  Texas  79925;  915  592-8666 


PATHOLOGY 


FORT  WORTH  MEDICAL  LABORATORIES 

Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue,  Eort  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


J.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES, 
INC. 

J.  S.  Wilkenfeld,  MD 

Diplomate  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 

Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008,  Houston,  Texas  77055;  713  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


AUSTIN  PATHOLOGY  ASSOCIATES 
MEDICAL  PARKWAY  CLINICAL  LABORATORY 

Anatomic  and  Clinical  Pathology,  Electron  Microscopy, 
Cytology  and  Dermatopathology 

Computerized  Results  Reporting  With  Telecommunications  Available 

A.  Q.  Da  Silva,  MD  Paul  A.  LeBourgeois,  MD 

Donald  A.  Parsons,  MD  Phillip  C.  Collins,  MD 

William  J.  Reitmeyer,  MD  David  R.  Ralph,  MD 

RENAL  PATHOLOGY:  Gerald  A,  Beathard,  MD 
Main  Lab:  711  W.  38th  Street — Suite  C-11,  Austin,  Texas  78705 
Mailin'*  Address:  P.O.  Box  9806,  Austin,  Texas  78766-0806 
Telephone:  512  452-2529 

Specimens:  Mail  to  Main  Lab 
Office  Pickup  Service  in  Austin  Area 


ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 

Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin,  MD 

6161  Harry  Hines,  Suite  220,  Dallas  75235;  214  630-8646 

TMA  HealthWise  Series 

. . . Another  service  of  your  association 


Representing  TMA's  legislative  views 

I 

! 

. . . Another  service  of  your  association  | 


Texas  Median 


’HYSICAL  MEDICINE  & REHABILITATION 


VARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

VO.  Box  58,  Gonzales,  Texas  78629 
acilities  for  Physical  Restoration 

hysical  Therapy,  Occupation  Therapy,  Speech  Therapy, 
ecreational  Tnerapy,  School  from  first  grade  through  twelfth  grade 

|)avid  E.  Cumper,  Administrator 
arry  E.  Browne,  MD,  Medical  Director 


ROBERTO  G.  ROLFINI,  MD 

i)iplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

'.ehabilitation  Medicine  and  Electromyography 

02  Rosa  Verde  Tower,  343  W.  Houston  Street 
an  Antonio,  Texas  78205;  Telephone  512  226-2424 


»LASTIC  SURGERY 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21  St  street.  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Driye,  Tyler,  Texas  75705;  214  593-8296 


JAMES  L MOORE,  MD,  FACS,  PA 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1200  Binz,  Suite  730 

Houston,  Texas  77004;  713  526-6161 


homas  D.  Cronin,  MD,  FACS  Laurence  E.  Wolf,  MD,  FACS 

aymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen,  MD,  FACS 

homas  M.  Biggs,  MD,  FACS  Ernest  D.  Cronin,  MD,  FACS 

iJiplomates  American  Board  of  Plastic  Surgery 

’LASTIC  SURGERY 

000  Fannin  St.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 

1  

HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

imon  Fredricks,  MD,  FACS 
onathan  j.  Dora,  MD,  FACS 
)ayid  J.  Katrana,  DDS,  MD,  FACS 
ames  B.  Stafford,  IV,  MD 
)ayid  A.  Lee,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

560  Fannin,  Suite  7S0,  Houston,  Texas  77030;  713  795-5575 

FORT  WORTH  PLASTIC  SURGERY  CLINIC 

)avid  A.  Grant,  MD,  FACS 

liplomate  American  Board  of  Surgery 
)iplomate  American  Board  of  Plastic  Surgery 

Aesthetic  and  Reconstructive  Plastic  Surgery 
Raymond  A.  Faires,  MD 

Tiplomate  American  Board  of  Surgery 

’lastic  and  Reconstructive  Surgery 
Hand  and  Micro  Surgery 

>06  Medical  Plaza  Building 

ilOO  Eighth  Ayenue,  Fort  VVorth,  Texas  76104 

117  335-4752  817  332-9441 


PLASTIC  SURGERY  CLINIC  OF  AUSTIN 

Robert  A.  Ersek,  MD 

Diplomate  of  American  Board  of  Plastic  Surgery 

Aesthetics,  Plastic,  Reconstructive, 

Suction  Lipectomy,  and  Hand  Surgery 

30th  & Red  Riyer,  Austin,  Texas  78705 
24  HR#  512  479-6805  & 512  474-HAND 


The  Burn  Care  Associates  has  been  organized  to  provide  care  for  burned 
patients.  Care  for  every  phase  of  burn  trauma  will  be  proyided  from 
resuscitation  to  late  rehabilitation. 

)ohn  E.  Carter,  MD  David  Mclnnis,  MD 

Lebaron  W.  Dennis,  MD  Donald  Novick,  MD 

Michael  M.  Duffy,  MD  Millie  Smith,  Coordinator 

joe  Ford,  MD 

BURN  CARE  ASSOCIATES 

302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973  


ROBERT  M.  WRIGHT,  JR,  MD 
VALERIE  WRIGHT,  MD 

Plastic,  Reconstructive,  Hand 

and  Microvascular  Surgery 

1700  Proyidence  Drive,  Waco,  Texas  76707 
Telephone  817  756-0111 


ROGER  D.  HARMAN,  MD 


Aesthetic,  Plastic  and  Reconstructive  Surgery 
Hand  and  Microsurgery 

747  Eighth  Avenue,  Fort  Worth,  Texas  76104 
817  335-4044 


VALENTIN  GRACIA,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Burns 


1001  W.  Rosedale,  P.O.  Box  2476,  Fort  Worth,  Texas  76113;  817  336-0446 


NEAL  R.  REISMAN,  MD,  PA,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 
Diplomate  American  Board  of  Surgery 

Greenpark  I,  7515  S.  Main,  Suite  500,  Houston,  Texas  77030;  713  795-5353 
West  Houston  Doctors'  Center,  12121  Richmond,  Suite  211,  Houston, 

Texas  77082;  713  558-5353 

Member  American  Society  of  Plastic  Surgeons 
Member  American  Society  Surgery  of  the  Hand 
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WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 


Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  512  454-7659 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

'7711  Louis  Pasteur  Driye,  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  Office  512  696-2390;  Medical  Exchange  512  227-6331 


TMA  Physician  Health  and  Rehabilitation 
Hotline— 512  477-5575 

. . . Another  service  of  your  association 
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PSYCHIATRY 


ROBERT  E.  HAZLEWOOD,  MD 

Psychiatry,  Somatic  Therapies,  Alcoholism  and 
Drug  Abuse,  Indiyidual  & Croup  Psychotherapy, 

(Adult  & Adolescent — Hospitalization  & Outpatient) 

Medical  Science  Psychiatric  Center 

711  W.  38th,  Suite  C-4,  Austin,  Texas  78705;  512  458-9286 


GONZALO  A.  AILLON,  MD 

Psychiatry-Bilingual 


3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75211:  214  296-6241 


DALLAS  PSYCHIATRIC  ASSOCIATES, 

A PARTNERSHIP 

Inpatient  and  Outpatient  Services  for 
Adolescent  Psychiatry,  Adult  Psychiatry, 

Treatment  of  Alcol 

Larrie  W.  Arnold,  MD 
Cary  L.  Etter,  MD 
Bradford  M.  Coff,  MD 
Fred  L.  Criffin,  MD 
R.  Sanford  Kiser,  MD 
Crover  Lawlis,  MD 

Brookhaven  Professional  Plaza,  LBJ  at  Webbs  Chapel 
10  Medical  Parkway,  Suite  304,  Dallas,  Texas  75234 
Medical  City  Dallas,  7777  Forest  Lane,  Suite  2411,  Dallas,  Texas  75230 
Telephone  214  247-1150 


holism 


Claude  R.  Nichols,  MD 
William  M.  Pederson,  MD 
Leslie  H.  Secrest,  MD 
Angela  M.  Wood,  MD 
John  M.  Zimburean,  MD 


PULMONARY  DISEASES 


RICHARD  G.  JAECKLE,  MD 

Psychiatry 

Diplomate,  American  Board  Psychiatry  & Neurology,  Child  Psychiatry 
Diplomate,  American  Board  Psychiatry  & Neurology,  Psychiatry 

Presbyterian  Professional  Building  II,  Suite  404, 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  696-0964 

C.  MARSHALL  BRADSHAW,  MD,  PA 

Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


John  R.  Burk,  MD,  FACP  David  R.  Stoop,  MD,  FACP,  FCCP 

Mitchell  C.  Kuppinger,  MD,  FCCP  W.  Steven  Trombold,  MD,  FCCP 
David  M.  Webb,  MD,  FCCP  David  H.  Plump,  MD,  FCCP 

R.  L.  "Lin"  Cash,  jr,  MD 

Diplomates  of  American  Board  of  Internal  Medicine 

PULMONARY  CONSULTANTS  OF  TEXAS,  PA 

Physiology,  Diagnosis  Therapy,  Bronchoscopy, 

Pulmonary  Function,  Intensive  Care,  Pulmonary 
Angiography,  Pulmonary  Rehabilitation, 

Sleep  Apnea 
Reactive  Airway  Disease 

1413  Eighth  Avenue,  Suite  A,  Fort  Worth,  Texas  76104;  817  926-0242 

911-C  Medical  Centre  Dr.,  Arlington,  Texas  76012; 

817  461-0201  (Metro) 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Child, 

Adolescent  and  Adult  Psychiatry 


Jerry  M.  Lewis,  MD 
Doyle  I.  Carson,  MD 
Keith  H.  Johansen,  MD 
James  K.  Peden,  MD 
Charles  G.  Markward,  MD 
Byron  L.  Howard,  MD 
Roy  H.  Fanoni,  MD 
Mark  P.  Unterberg,  MD 
John  C.  Looney,  MD 
Kathleen  B.  Erdman,  MD 
Don  C.  Payne,  MD 
Mark  J.  Blotcky,  MD 
L.  Dwight  Holden,  MD 


Paul  M.  Hamilton,  MD 
Jerry  M.  Lewis,  III,  MD 
Tom  G.  Campbell,  MD 
Jeffrey  Class,  MD 
Crover  M.  Lawlis,  MD 
Conway  McDanald,  MD 
Cary  L.  Malone,  MD 
Edgar  P.  Nace,  MD 
Ernest  N.  Brownlee,  MD 
Michael  Madigan,  MD 
Perry  Talkington,  MD 
Joseph  D.  Caspar!,  MD 


RADIOLOGY 


THERAPEUTIC  RADIOLOGY  AT 
MEMORIAL  HOSPITAL 


Radiotherapy  Department 
7600  Beechnut 
Houston,  Texas  77074 

713  776-5622  Day  Phone 

713  776-5170  Night  and  Weekends 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 
External  or  Internal  Irradiation 
Inpatient  and  Outpatient  Services 


4600  Samuell  Blvd.,  Dallas,  Texas  75228 

214  381  7181  RHEUMATOLOGY 


TITUS  HARRIS  CLINIC 
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Inpatient  & Outpatient  Services 
(Open  and  Closed  Units) 


Practice  limited  to  Psychiatry 

E.  C.  McDanald,  jr,  MD — Individual  and  Croup  Psychotherapy 
Grace  K.  Jameson,  MD — Child,  Adolescent  and  Family  Psychiatry 
E.  Ahmed  Zein-Eldin,  MD — General  Psychiatry,  Somatic  Therapies 
William  W.  Bondurant,  111,  MD — General  Psychiatry,  Somatic  Therapies 
A.  O.  Singleton,  111,  MD — General  and  Adolescent  Psychiatry 
).  B.  Rust,  MD — Substance  Abuse  Program,  Child  Psychiatry 
Constance  Stout,  ACSW — Individual  and  Family  Psychotherapy 
Pam  Peirsol,  ACSW — Individual  and  Family  Psychotherapy 
Ann  Brestrup,  ACSW — Individual  and  Family  Psychotherapy 
Mark  Middlebrooks,  MSW — Individual  and  Family  Psychotherapy 


200  University  Boulevard,  Suite  620,  Galveston,  Texas  77550 
Telephone  409  765-6321 


DON  E.  CHEATUM,  MD,  FACP,  FCCP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 


Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


Representing  the  Profession 


. . . Another  service  of  your  association 

TMA  Memorial  Library 

. . . Another  service  of  your  association 


Texas  Medicine 


THORACIC  SURGERY 


ALLAN  L.  GRAHAM,  MD,  FACS* 

KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 
•Also  certificate  of  special  qualification  in  general  vascular  surgery, 
American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

ISIS  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 

Cardiac,  Thoracic  and  Vascular  Surgery 
Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
2Hours  By  Appointment 

BERNARD  R.  JACK,  MD,  PA,  FACS 

Oiplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 

Cardiac,  Vascular  & Thoracic  Surgery 

800  Eighth  Avenue,  Suite  432,  Fort  Worth,  Texas  76104 
817  336-1700 


JIM  S.  GARZA,  MD 

Cardiovascular  and  Thoracic  Surgery 

American  Board  of  General  Surgery 
American  Board  of  Thoracic  Surgery 

Practice  in  The  Methodist  Hospital 

Texas  Medical  Center,  7707  Fannin,  Suite  280, 

(Houston  77054;  713  795-5527 


UROLOGY 


ELGIN  W.  WARE,  JR,  MD 
GEORGE  E.  HURT,  JR,  MD 
L MICHAEL  GOLDSTEIN,  MD 
STEVE  M.  FROST,  MD 
'Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 


SOUTHWEST  UROLOGY  ASSOCIATES 

Adult  and  Pediatric  Urology 

Ted  Boone,  MD  Wm.  A.  Freeborn,  MD 

Warren  M.  Greene,  MD  H,  Pat  Hezmall,  MD 

James  T.  Coggins,  MD  Kenneth  I.  ticker,  MD 

Diplomates  of  American  Board  of  Urology 
221  W.  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 
3450  W,  Wheatland  Road,  #60,  Dallas,  Texas  75211 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $32,00  per  column  inch  per  month  and  listings  must 
run  for  a minimum  of  six  months,  A discount  of  5%  is  allowed 
for  six  months'  advance  payment.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd,,  Austin,  Texas  78701. 
Deadline  is  the  5th  of  the  month  preceding  publication  month. 


1836-1986 


Dolphus  E.  Compere,  MD  Ira  N.  Hollander,  MD 

'Grant  F.  Begley,  MD  J.  Daniel  Johnson,  MD 

Hugh  Lamensdorf,  MD  A.  E.  Thurman,  MD 

Diplomates  of  American  Board  of  Urology 

'Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
(817  336-5711 


EUGENE  R.  TODD,  MD,  PA 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
|Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 
13600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
iWadlev  Tower,  Suite  755,  Dallas,  Texas  75246 
(214  826-3500 


DALLAS  UROLOGY  ASSOCIATES 

'David  D.  Reisman,  MD,  PA 
Donald  J.  Logan,  MD,  PA 
[Donald  L.  McKav,  MD,  PA 
'Christopher  D.  Fetner,  MD,  PA 

'■  Diplomates  of  American  Board  of  Urology 

i Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


i KIRBY  B.  TARRY,  MD,  FACS 

! Diplomate,  American  Board  of  Urology 

Adult  and  Pediatric  Urology 

Impotence  with  Prosthesis-Vasovasostomy 

I 1405  West  Illinois,  Midland,  Texas  79701 
i 915  687-4553 
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Classified  Advertising 


OPPORTUNITIES  AVAILABLE 


Academic/Government 

(0161)  (Exempt)  Public  Health  Physician — $40,620- 
$54,429  annually.  Nature  of  work — This  is  profes- 
sional work  responsible  for  directing  all  activities 
performed  in  the  communicable  control  division  of 
the  Metropolitan  Health  Department.  Supervision  is 
exercised  over  the  following  areas:  Tuberculosis 
Nursing  Services,  Tuberculosis  Chest  Clinic,  Venereal 
Disease  Clinic,  Immunization  section  and  general 
administrative  and  logistical  control  of  the  division 
and  supporting  sections  to  include  budgeting,  staff- 
ing and  requisition  of  supplies.  Maintains  opera- 
tional control  of  the  division  and  subordinate 
sections  and  coordinates  immunization  and  epi- 
demiologic problems  with  environmental  health 
and  nursing  divisions.  Acts  as  liaison  between  other 
departments  and  with  the  public  and  private  sector. 
Oversees  and  maintains  anti-rabies  control  measures 
by  working  closely  with  animal  control  facility  and 
Bexar  County  Hospital  services.  Monitors  com- 
municable diseases  in  Bexar  County  and  the  pro- 
curement of  necessary  vaccines  and  biologic 
products  necessary  to  prevent  or  control  such  out- 
breaks. Researches,  develops  and  promulgates 
criteria  for  communicable  disease  control  in  co- 
ordination with  local,  state  and  federal  guidelines. 
Performs  other  tasks  assigned  by  the  director. 
Minimum  qualifications — graduate  with  an  MD  de- 
gree from  a medical  school  of  Grade  A standing 
with  the  American  Medical  Association,  plus  one 
year  of  internship  in  an  approved  hospital  and  one 
year  of  full-time  paid  experience  in  public  health 
preferably  in  a recognized  public  health  agency. 
A license  to  practice  medicine  in  Texas  must  be 
obtained  prior  to  appointment.  To  apply — City  of 
San  Antonio  Personnel  Department,  111  Plaza  De 
Armas,  San  Antonio,  Texas  78205.  An  equal  oppor- 
tunity employer. 

(1079)  (Exempt)  Assistant  Director  of  Health — 

$45,211 -$66,784  yearly.  Nature  of  work — Acts  as 
first  assistant  to  the  Health  Department  Director 
administering  a county-wide  public  health  program. 
Acts  on  behalf  of  the  director  in  all  phases  of 
activities  involved  in  general  health  maintenance. 
Overall  goal  is  to  maintain  an  effective  community 
health  system.  Duties — The  following  describes 
some  of  the  major  duties  and  responsibilities,  but 
does  not  depict  all  of  the  other  duties  that  may  be 
assigned.  Assists  the  director  in  making  employee 
appointments,  dismissals,  and  any  other  personnel 
changes;  supervises  the  preparation  of  the  budget 
and  monitors  financial  transactions  and  accounting 
activities  of  the  department  for  review  by  the 
director;  supervises  preventive  measures  for  con- 
tagious diseases  of  public  health  concern;  maintains 
understanding  and  cooperation  with  local  organiza- 
tions through  meetings  and  attendance  at  public 
health  related  functions;  gives  medical  and  admin- 
istrative direction  on  special  surveys  regarding 
pertinent  local  health  problems;  plans  and  conducts 
inservice  training  programs  for  personnel.  Preferred 
qualifications — Licensed  to  practice  medicine  in 
Texas  by  the  State  Board  of  Medical  Examiners. 
Three  years  administrative  experience  in  public 
health.  Considerable  knowledge  of  modern  princi- 
ples and  methods  of  business  administration  in 

municipal  government.  To  apply — City  of  San  An- 
tonio Personnel  Department,  111  Plaza  De  Armas, 
San  Antonio,  Texas  78205.  An  equal  opportunity 

employer. 

Looking  for  a creative  challenge  in  clinical  psy- 
chiatry? Tired  of  urban  crush?  DRG  blues?  Why 
not  a correctional  career?  Texas  Department  of 

Corrections  needs  full-time,  dynamic,  board 
eligible/board  certified  psychiatrists  for  our  renovat- 
ing delivery  system.  Starting  annual  salary  is 

$56,856  with  excellent  benefit  package,  including 
$6,000  annual  housing  allowance  if  not  living  in 
state  housing;  an  additional  $5,000  per  annum  may 
be  added  to  salary  at  the  discretion  of  the  Deputy 
Director  of  Health  Services.  For  information  con- 
tact Health  Services  Division  Personnel,  Texas  De- 
partment of  Corrections,  P.O.  Box  99,  Huntsville, 
Texas  77340;  409  294-2755.  We  know  you'll  like 
the  difference!  Equal  opportunity  employer. 

Psychiatrist  III — Psychiatrist  to  serve  diverse  case- 
load in  several  outpatient  offices.  Prefer  applicant 
with  experience  in  community  mental  health  sys- 
tems and  treatment  of  severely/chronically  mentally 
ill  patients.  Some  child  and  adolescent  experience 
desirable.  Must  have  completed  an  approved  psy- 
chiatric residency,  board  certified  preferred,  may  be 
board  eligible.  Licensed  or  licensable  in  the  state 
of  Texas.  Salary  range  $62,304-$67,304  with  ex- 
cellent fringe  benefits.  For  more  information  contact 
Personnel,  Central  Counties  Center  for  MHMR 
Services,  P.O.  Box  518,  Temple,  Texas  76503;  817 
778-4841.  An  equal  opportunity  employer. 


The  Department  of  Family  Practice  at  The  University 
of  Texas  Medical  School,  Houston,  has  immediate 
openings  for  faculty  positions.  We  encourage  appli- 
cations from  residency  trained,  board  certified  or 
board  eligible  family  physicians  and  pediatricians 
who  desire  to  engage  in  duties  including  teaching, 
research,  and  direct  patient  care  in  an  established 
family  practice  department  with  graduate  and  under- 
graduate programs.  Interested  applicants  should 
submit  credentials  and  curriculum  vitae  to  Harold 
T.  Pruessner,  MD,  7600  Beechnut,  Houston,  Texas 
77074.  An  equal  opportunity  employer.  Women  and 
minorities  are  encouraged  to  apply. 


Emergency  Medicine 

Needed:  Emergency  physicians.  North  Central  Texas 
area,  full  and  part-time.  For  an  application  call 
817  336-8600  or  write  Emergency  Medicine  Con- 
sultants, PA,  1533  Merrimac  Circle,  Suite  202,  Fort 
Worth,  Texas  76107. 

Texas  Emergency  Medicine — Full  and  part-time  posi- 
tions available  in  the  Central  and  South  Texas 
areas.  Excellent  pay.  Primary  considerations  given 
to  applicants  with  two  years'  experience  in  emer- 
gency medicine  or  board  certified  or  board  eligible 
in  emergency  medicine,  family  practice,  internal 
medicine  or  surgery.  Contact  Arthur  Allison,  MD, 
or  Susan  Dill,  Emergency  Physicians  Associates,  604 
Richmond  Avenue,  San  Antonio,  Texas  78215;  512 
222-0746. 

Emergency  medicine  and/or  family  practice  physi- 
cian needed  for  family  practice  and  acute  care 
facility  located  in  attractive,  progressive  city  with 
numerous  cultural,  educational  and  recreational  op- 
portunities. Salary  in  six  figures.  Contact  Midland 
Minor  Emergency  Center,  2310  W.  Ohio,  Midland, 
Texas  79701;  phone  915  686-9708. 

Emergency  Physician — Local  Houston  ER  group 
needs  experienced  ER  physician.  Fee-for-service 
with  guarantee.  Contact  Greater  Houston  Emergency 
Physicians  Associates,  P.O.  Box  7445,  Houston, 
Texas  77248;  713  861-7942. 

Texas:  Dallas-Fort  Worth  & East  Texas.  Full-time 
positions  available  at  several  hospitals  in  the  Dallas- 
Fort  Worth  and  East  Texas  areas,  with  extremely 
attractive  fee-for-service  compensation  and  hourly 
guarantees.  Compensation  ranges  from  $65,000  to 
$105,000  annually.  Very  desirable  geographic  loca- 
tions include  Tyler,  Longview,  Greenville  and 
Marshall,  Texas.  Association  with  a strong  physician- 
oriented  group  provides  attractive  professional  op- 
portunities for  emergency  physicians.  Positions  are 
also  available  for  primary  care  physicians  in  clinic 
settings.  Contact  Brenda  Lancaster,  Vice  President, 
Professional  Services,  EmCare,  Inc.,  3310  Live  Oak, 
Suite  400,  Dallas,  Texas  75204,  or  call  toll  free 
1-800-527-2145. 

Emergency  Medicine  Opportunities — Part-time  and 
full-time  positions  available  in  more  than  40  facili- 
ties throughout  Texas.  Competitive  hourly  income, 
flexible  scheduling  without  on-call,  and  occurrence 
malpractice  coverage.  For  details  respond  in  con- 
fidence to  Spectrum  Emergency  Care,  Inc.,  P.O. 
Box  27352,  St.  Louis,  MO  63141;  1-800-325-3982; 
314  878-2280. 

Positions  for  Texas  licensed  physicians  in  emergency 
department  of  Dallas  based  hospital  system.  Ex- 
perience in  emergency  medicine  and  trauma  pre- 
ferred. Competitive  compensations  and  paid  mal- 
practice. For  additional  information  call  or  write 
Nina  Powell,  Physicians  Emergency  Care  Associates, 
1315  Stemmons  Ayenue,  Dallas,  Texas  75208;  214 
942-5733. 

Emergency  Room  Physician — Permanent  position, 
Sunday  through  Thursday,  11  pm  to  7 am,  no  week- 
ends or  holidays.  $60,000  per  annum  salary,  pro- 
fessional liability  insurance  paid  and  other  benefits. 
Please  submit  (iv  to  Physicians  Emergency  Croup, 
Attn:  Recruiting  Director,  P.O.  Box  1262,  Arlington, 
Texas  76010. 

Texas — Full-time  ED  position  available.  Recreational 
area  north  of  Dallas.  Excellent  compensation  includ- 
ing malpractice  insurance.  Contact  Emergency  Con- 
sultants, Inc.,  2240  South  Airport  Road,  Room  29, 
Traverse  City,  Michigan  49684;  1-800-253-1795  or 
in  Michigan  1-800-632-3496. 


Family/General  Practice 

Wanted:  General  Practitioner/Industrial  Medicine. 

Position  available  with  12-doctor  multispecialty 
group.  All  benefits  paid  by  the  group,  afternoon 
off,  rotating  call  schedule.  Send  curriculum  vitae  to 
Charles  E.  Allbritton,  Administrator,  Suite  240, 


7777  Forest  Lane,  Dallas,  Texas  75230;  phone  214 
661-7700. 

Wanted:  Family/general  practitioner  to  locate  in 
northeast  Texas  area.  Croup  setting.  Contact  Paul  R. 
Bennett,  300  West  Upshur,  Cladewater,  Texas 
75647;  phone  214  845-2281. 

General  surgeon  seeks  associate  in  family  practice 
who  practices  obstetrics.  Requests  bilingual  physi- 
cian. Office  located  in  Grand  Prairie  in  Dallas/Fort 
Worth  metroplex.  Guarantee  available.  Call  Abra- 
ham Syrquin,  MD  at  214  264-1645,  D/FW  Medical 
Center. 

Family  or  General  Practitioner — Unique  opportunity. 
Beautiful  new  family  clinic  well  equipped  and 
across  the  street  from  excellent  hospital.  Will  con- 
sider association  or  leasing  space.  Call  Robert  N. 
Silva,  MD  at  214  391-1158,  Dallas,  Texas. 

Family  Practice — Two  areas  of  West  Texas  seeking 
board  certified  family  practitioners.  Major  metro- 
politan city  of  more  than  225,000  and  nearby  com- 
munity of  20,000.  Community  supported  hospitals 
will  provide  free  office  space,  income  guarantee, 
practice-building  support  and  other  benefits.  You 
have  your  own  practice  while  we  take  the  head- 
aches out  of  starting  up.  Contact  Cheryl  Newman, 
Director  of  Physician  Recruitment,  Summit  Health 
Ltd.,  1800  Avenue  of  the  Stars,  Los  Angeles,  Cali- 
fornia 90067-4214;  213  201-4000. 

Family  physician  wanted  to  associate  with  family 
physician  in  clinic  in  beautiful,  small  town  in  the 
scenic  Hill  Country  north  of  San  Antonio.  Primarily 
ambulatory/emergency  care  with  hospital  25  miles 
away.  No  OB.  PartnersFiip  possible.  Reply  to 
Ad-570,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 

Wanted;  Full-time  family  practitioner.  Central  Texas 
town  between  Dallas,  Fort  Worth  and  Waco,  near 
beautiful  Lake  Whitney.  Clinic  next  door  to  the 
hospital.  Salary  negotiable,  partnership  opportunity. 
Contact  Morris  R.  Hill,  MD  or  lames  C.  Barton, 
MD,  P.O.  Box  548,  Whitney,  Texas  76692-0548; 
817  694-2221. 

Southeast  Texas — Take  over  existing  ACC  practice  at 
no  cost  to  you.  Opportunity  to  earn  over  $100,000 
the  first  year.  Must  have  excellent  rapport  with 
patients  and  ability  to  get  along  with  staff.  Require 
American  trained  and  board  certified/FP.  Call  or 
write  Robert  Morris,  2497  Liberty,  Beaumont,  Texas 
77702;  409  838-2636. 


Obstetrics/ Gynecology 

Aggressive  OBG  to  practice  medicine  with  four 
MDs  in  clinic  located  in  community  of  approxi- 
mately 4500  about  45  miles  northwest  of  Fort 
Worth.  Office  space  is  available.  Salary:  first  year, 
$45,000-$50,000  guaranteed;  second  year,  a per- 
centage of  what  you  make.  Clinic  is  serviced  by 
doctor-owned,  44-bed  hospital  which  is  equipped 
with  CRNA  on  staff,  physical  therapy,  radiology, 
laboratory,  blood  bank,  and  fully  equipped  up-to- 
date  surgery.  Please  reply  to  Ad-523,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

One/two  BE/BC,  OBGs  to  buy  out/take  over  estab- 
lished young,  expanding  OBG  practice.  (Cross 
$200,000-$300,000).  Central  Texas.  Ideally  would 
suit  two  friends  finishing  their  residency  and  wish- 
ing to  set  up  practice  together.  Basically,  this  is 
an  offer  of  a Ifetime.  Contact  early — "time  is  of 
the  essence."  Reply  to  Ad-530,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

Dallas,  Texas  area,  board  certified  or  eligible  OBC 
to  join  a well  established  board  certified  female  in 
north  suburb  of  Dallas,  Texas.  Association  leading 
to  partnership.  Send  CV  to  Ad-595,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

Obstetrician-gynecologist,  board  certified  or  eligible. 
Wanted  for  multispeclalty  group.  Population 
30,000.  Excellent  first  year  guarantee  plus  bonus 
with  fringe  benefits.  Partnership  in  one  year;  token 
buy-in.  Contact  |ohn  M.  lohnson,  MD,  Family  Diag- 
nostic Medical  Center,  PA,  101  Circle  Dr.,  Hillsboro, 
Texas  76645;  817  582-3401. 


Pediatrics 

Pediatrician  or  Pediatric  Subspecialist — Excellent 
opportunity  to  join  well  established  active  practice. 
Spacious  new  office,  laboratory,  x-ray.  Popular  va- 
cation area,  warm  climate,  lakes,  ocean  beaches, 
university,  good  recreational  facilities.  Population 
250,000.  Salary  progressing  to  ownership.  Contact 
Adele  Bromiley,  MD,  Brownsville  Pediatric  Associa- 
tion, 2335  Central  Blvd.,  Brownsville,  Texas  78520; 
512  546-3126  (office),  542-0856  (home). 

Texas  Medicine 


I 


Pediatrician  Wanted — )CAH  accredited  hospital  in 
the  northeast  Texas  area.  Contact  Paul  R.  Bennett, 
300  West  Upshur  Avenue,  Cladewater,  Texas  75647; 
iphone  214  845-2281. 

I Pediatrician-neonatologist  needed  to  work  for  an- 
'other  physician  in  Plano,  Texas  to  plan  and  carry 
lout  medical  care  program  (or  children  from  birth 
(through  adolescence  to  aid  in  mental  and  physical 
growth  and  development.  Examine  patients  to  de- 
termine presence  of  disease  and  to  establish 
preventative  health  practices.  Ascertain  nature  and 
(extent  of  disease  or  injury,  prescribes  and  admin- 
jisters  medications  and  immunizations,  and  performs 
(variety  of  medical  duties  in  clinic  and  hospital. 
(Treats  newborns  with  neonatology  problems  in 
I Level  II  nursery.  Must  be  board  certified  in  pedi- 
latrics  and  furnish  curriculum  vitae  with  references, 
have  four  years'  training  in  pediatrics  and  neo- 
jnatology  and  three  years'  experience.  Salary  $52,000 
per  year;  40  hours  per  week.  Apply  at  the  Texas 
lEmployment  Commission,  Richardson/Plano,  Texas 
'or  send  resume  to  Texas  Employment  Commission, 
ITEC  Building,  Austin,  Texas  78778,  ).0.  #4423100. 
'Ad  paid  by  an  equal  employment  opportunity 
jemployer. 

i 

-Other  Opportunities 

Practice  Situations  Available  in  The  Methodist  Hos- 
pital Health  Care  System,  Inc.  affiliated  hospitals 
for  board  certified/board  eligible  physicians  in 
anesthesiology,  cardiology,  emergency  medicine, 
infectious  disease,  internal  medicine,  neurosurgery, 
neonatology,  nephrology,  Ob-Cyn,  orthopedic  sur- 
gery, pediatrics,  pediatric  surgery,  psychiatry,  and 
surgery.  Send  CV  to  6560  Fannin,  #1824,  Houston, 
Texas  77030;  713  790-6372. 

Position  Available  Immediately — Seeking  BC/BE, 
OBG,  HEM/ON,  PS,  endocrinologist  to  join  a rapid- 
ly expanding  multispecialty  clinic  in  the  sunbelt. 
Contact  Leroy  W.  Kitch,  Administrator,  Skinner 
Clinic,  124  Dallas  Street,  San  Antonio,  Texas  78205. 

Immediate  Opening:  Excellent  opportunity  for  a 
specialist  in  FP,  OBG,  IM,  general  surgery  or  in- 
dustrial medicine  to  join  well  established  and 
rapidly  expanding  family  practice  group  in  San 
Antonio.  Our  facility  is  fully  equipped  as  a total 
health  care  center  with  laboratory,  x-ray,  stress 
testing,  bolter  monitoring,  and  pulmonary  function 
testing  already  established.  Plans  are  underway  to 
move  to  larger  facility  and  offer  increased  services. 
We  offer  competitive  guaranteed  salary,  corporate 
benefits  with  paid  professional  liability,  administra- 
tive and  support  staff,  affiliation  with  large  com- 
munity hospitals,  and  call  sharing  opportunities. 
Requires  well-rounded  abilities  in  both  an  out- 
patient and  hospital  practice.  Board  certificat'on 
or  eligibility  required.  Dedicaton  to  high  quality, 
excellent  patient  empathy  and  communicative  skills 
mandatory.  Leadership  skills  and  entrepreneural 
interest  in  practice  desirable.  Tremendous  growth 
potential.  Immediate  opening  due  to  building  ex- 
pansion and  broadening  patient  base.  Send  CV, 
references  to  William  Gonzaba,  MD,  PA,  The 
Doctor's  Office,  2101  Lockhill-Selma,  Suite  208, 
San  Antonio,  Texas  78213. 

San  lacinto  Methodist  Hospital,  Baytown,  Texas. 

General  practitioner,  family  practitioner,  OBG, 
psychiatrist.  Solo  or  group  practice.  Home  of  Exxon, 
U.S.  Steel,  Gulf.  High  income.  Bay  area  near 
Houston.  Outstanding  schools,  colleges.  Contact 
Administrator,  1101  Decker  Drive,  Baytown,  Texas 
77520;  713  422-3405. 

Physicians  Wanted — Progressive  hospital  in  East 
Texas.  Contact  Paul  Bennett,  Administrator,  Clade- 
water Municipal  Hospital,  300  West  Upshur,  Clade- 
water, Texas  75647,  telephone  214  845-2281. 

Good  Move.  We  olace  permanent  and  part-time 
physicians  in  appropriate  positions  all  over  Texas. 
Please  send  your  resume  or  CV  to  P.O.  Box  4062, 

[ Bryan,  Texas  77802. 

Wanted;  Orthopedic  Surgeon.  Position  available 
with  12-doctor  mullispecialty  group  located  in  the 
Medical  Citv  Dallas  complex  in  North  Dallas.  All 
benefits  paid  for  bv  the  group,  afternoon  off, 
rotating  call  schedule.  Send  curriculum  vitae  to 
Charles  E.  Allbritton,  Administrator,  7777  Forest 
Lane,  Suite  240,  Dallas,  Texas  75230;  phone  214 
1 661-7700. 

Physicians — We  have  positions  available  in  family 
practice,  emergency  medicine,  pediatrics,  OBG,  in- 
ternal medicine,  gastroenterology  and  orthopedic 
surgery.  Call  Marilyn  Blaker,  713  789-1550,  MEDEX, 
2401  Fountain  View,  Suite  510,  Houston,  Texas 
77057.  From  outside  Texas  call  1-800-231-7578. 

I Are  you  looking  for  a paved  highway  toward 
financial  success — where  you  will  receive  referrals 
I from  other  doctors  because  they  are  too  busy  or 
retiring — where  there  is  no  animosity  towards  new 
physicians?  Immediate  openings  for  family  physi- 
cians, OBG,  internists,  pedis,  orthopods,  and 
surgeons  in  smaller  towns  in  Texas.  Contact  Texas 
Doctors  Croup,  702  Colorado,  Suite  102,  Austin, 
Texas  78701;  512  476-7129,  Toll  free  in  Texas 
1-800-331-8472. 

Arizona-based  physician  recruitment  firm  has  posi- 
I tions  in  Dallas/Ft.  Worth  area,  as  well  as  Central 
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and  West  Texas.  Professionals  working  with  profes- 
sionals. Over  13  years  experience.  Call  602  795- 
7474,  or  send  CV  to  Mitchell  & Associates,  Inc., 
2761  N.  Country  Club  Road,  Suite  202,  Tucson,  AZ 
85716. 

Thriving  practice  in  Northeast  Texas  is  seeking 
general  practice/pediatrician  to  join  team.  Excellent 
package  with  great  potential.  Please  call  214  935- 
5152  for  more  information,  or  send  CV  to  Ad-585, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

Expanding  Texas  Multispecialty  Croup — Dallas/Fort 
Worth  area  requires  BE/BC  physicians  in  urology, 
general  surgery,  OBG,  and  orthopedic  surgery. 
Competitive  salary.  Extensive  benefits.  Direct  in- 
quiry and  CV  to  Medical  Director,  Permanente 
Medical  Association  of  Texas,  12720  Hillcrest,  #600, 
Dallas,  Texas  75230. 

ENT — Location  currently  available  in  West  Texas. 
Summit  Health  Ltd.  owns  and  operates  acute-care 
hospitals  in  numerous  locations.  We  are  looking  for 
board  certified  otolaryngologists  to  associate  with 
one  of  our  hospitals.  Contact  Cheryl  Newman, 
Director  of  Physician  Recruitment,  Summit  Health 
Ltd.,  1800  Avenue  of  the  Stars,  Los  Angeles,  Cali- 
fornia 90067-4214;  213  201-4000. 

Plastic  Surgery — Develop  and  head  your  own  de- 
partment! Newly  renovated  99-bed  hospital  is 
expanding  services  for  a major  metropolitan  area 
in  West  Texas.  We  will  assist  you  in  establishing 
your  own  private  practice  in  association  with  the 
hospital.  Hospital  will  provid  free  office  space, 
income  guarantee,  practice-building  support  and 
other  benefits.  Contact  Cheryl  Newman,  Director  of 
Physician  Recruitment,  Summit  Health  Ltd.,  1800 
Avenue  of  the  Stars,  Los  Angeles,  California  90067- 
4214;  213  201-4000. 

Urologist — Board  certified  urologist  seeks  same  to 
join  him  in  his  busy  practice.  Newly  renovated, 
99-bed,  acute-care  hospital  in  major  metropolitan 
city  in  West  Texas  will  provide  income  guarantee, 
practice-building  support  and  other  benefits.  Warm 
climate,  low  real  estate  costs  and  no  state  income 
tax.  Contact  Cheryl  Newman,  Director  of  Physician 
Recruitment,  Summit  Health  Ltd.,  1800  Avenue  of 
the  Stars,  Los  Angeles,  California  90067;  213  201- 
4000. 

Internal  Medicine — Board  certified  internist  needed 
to  associate  with  newly  renovated,  99-bed,  acute- 
care  hospital  in  major  metropolitan  city  in  West 
Texas.  Hospital  provides  free  office  space,  income 
guarantee,  practice-building  support  and  other  bene- 
fits. Warm  climate,  low  real  estate  costs  and  no 
state  income  tax.  Contact  Cheryl  Newman,  Director 
of  Physician  Recruitment,  Summit  Health  Ltd.,  1800 
Avenue  of  the  Stars,  Los  Angeles,  California  90067; 
213  201-4000. 

MDs  full-time  or  part-time  in  beautiful  East  Texas 
Piney  Woods  for  new  ambulatory  care  center. 
Excellent  salary.  Please  contact  Barbara  at  409  637- 

1800  or  send  CV  to  Lufkin  Immediate  Care  Center, 
P.O.  Box  2325,  Lufkin,  Texas  75901. 

Texas,  North  of  Dallas — Immediate  full-time  and 
part-time  positions  in  hospital  affiliated  family  prac- 
tice clinic.  Offering  attractive  incentive  for  purchase 
of  clinic  as  practice.  Beautiful  resort  area  has  stable 
patient  population  with  great  growth  potential.  Con- 
tact Emergency  Consultants,  Inc.,  2240  South  Airport 
Road,  Room  29,  Traverse  City,  Michigan  49684;  or 
call  1-800-253-1795  or  in  Michigan  1-800-632-3496. 

Seeking  BC/BE,  internist/pulmonologist  and  OBG 

to  join  20  multispecialty  group  clinic  in  the  Dallas 
area.  Please  contact  North  Texas  Clinic  Association, 
Robert  ).  Knapp,  Administrator,  2700  W.  Pleasant 
Run  Road,  Lancaster,  Texas  75146. 

Immediate  Opening — Seeking  qualified  individual 
for  position  in  Southeast  Texas  petrochemical  com- 
plex. Qualifications:  Board  certification  in  internal 
medicine  or  in  family  practice.  Reply  with  CV  to 
AD-591,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 

North  Dallas,  Texas — General  orthopedist  to  join 
multispecialty  group  practice  supporting  expanding 
network  of  high  volume  ambulatory  care  centers. 
Competitive  guarantees  with  willingness  to  structure 
the  rest  of  the  package  to  suit.  Respond  with  CV 
and  current  photo  to  Ad-593,  TEXAS  MEDICINE, 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

North  Dallas,  Texas — General  internist  to  join  multi- 
specialty group  practice  supporting  expanding  net- 
work of  high  volume  ambulatory  care  centers. 
Competitive  guarantees  with  willingness  to  structure 
the  rest  of  the  package  to  suit.  Respond  with  CV 
and  current  photo  to  Ad-594,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

Dallas/Fort  Worth,  Texas — Expanding  group  of  high 
volume  ambulatory  care  centers  is  seeking  full-time 
staff  physicians  and  associate  medical  directors. 
Board  eligible  or  certified  in  family  practice  or 
internal  medicine  preferred.  Flexible  scheduling, 
paid  malpractice  insurance  and  franchising  oppor- 
tunities available.  Guaranteed  hourly  compensation 
plus  productivity  incentive.  Contact  Colleen  C. 
Ogden,  Director  of  Physician  Relations,  Primacare 
Physicians,  PA,  9991  Marsh  Lane  #100,  Dallas, 
Texas  or  call  214  352-1991. 


Immediate  opoortunities  in  orthopedic  surgery  and 
OBG.  Enjoy  practicing  medicine  in  18  physician 
multispecialty  group.  High  first  year  guarantees, 
benefits  and  relocation  expenses.  Send  CV  to 
Tammy  Stripling,  Malone  and  Hogan  Clinic,  1501 
W.  11th  Place,  Big  Spring,  Texas  79720. 

Expanding  18  physician  multispecialty  group  has 
immediate  opportunities  in  ophthalmology  and  non- 
invasive  cardiology.  Above  average  first  year  guar- 
antees, benefits  and  relocation  expenses.  Send  CV 
to  Tammy  Stripling,  Malone  and  Hogan  Clinic,  1501 
W.  11th  Place,  Big  Spring,  Texas  79720. 


OPPORTUNITIES  SOUGHT 


We  have  physicians  who  are  looking  to  join  solo, 
partnerships,  or  multispecialty  groups  m the  Texas 
area.  For  more  information  call  Medical  Advisory 
Croup,  Inc.,  214  758-9939. 

General  surgeon  wanting  to  relocate.  Texas  license, 
ABS.  Willing  to  do  some  general  practice.  Will  con- 
sider HMO,  free-standing  clinic,  or  suitable  ER. 
Available  immediately.  Please  reply  to  Ad-582, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

Radiologists.  A group  of  radiologists  wants  to  pur- 
chase a contract  with  hospital  or  clinic.  Terms 
negotiable.  All  areas  considered.  Please  reply  to 
Ad-592,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 

Family  practice  internist.  American  graduate,  seek- 
ing busy  primary  care  practice.  Extensive  experience. 
No  OB  or  surgery.  Available  May  1986.  Please  reply 
to  Ad-590,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

Foreign  medical  graduate  seeks  research,  teaching 
and/or  PA  while  preparing  for  US  evaluation  exams. 
Please  reply  to  Ad-587,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

Family  Physician  Coverage  Service — Two  days  to 
two  weeks.  Licensed  MD  with  14  years  experience 
in  family  practice.  Urban  or  rural.  English  and 
Spanish.  Texas,  UTMB  graduate,  Galveston.  Always 
in  good  medical  stancling.  No  malpractice  ever. 
Written  or  phone  references,  recommendations. 
512  473-6996,  leave  message. 


FOR  SALE  OR  LEASE 


Medical  Equipment 

50%  off  previously  owned  medical  laboratory, 

office,  x-ray,  ultra-sound  equipment  in  excellent 
condition.  We  buy,  sell,  broker  and  repair.  Ap- 
praisals by  Certified  Surgical  Consultants,  Medical 
Equipment  Resale,  Inc.,  24026  Haggerty  Road, 
Farmington,  Michigan  48018;  313  569-4407  anytime. 


Office  Space/Property 

Medical  Facility  Available — SE  Houston.  Approxi- 
mately 5000  sq.  ft.  with  rent  roll  to  support 
mortgage.  Room  for  one  more  doctor.  Single  story, 
low  maintenance.  Could  be  investment.  Contact 
Business  & Professional  Associates  at  713  771-5011. 
(TMH422) 

Austin — New  medical  center  on  Capitol  of  Texas 
Highway  (Loop  360)  in  Austin's  rapidly  growing 
northwest  area.  Space  available  for  family  prac- 
titioner and/or  specialist.  Beautiful  new  facility 
offers  unique  features  for  an  enjoyable  practice. 
Located  at  the  hub  of  Austin's  northwest  economic 
growth  corridor,  two  miles  from  Lake  Austin,  and 
just  minutes  from  Westlake  Hills,  Northwest  Hills, 
multiple  new  neighborhoods,  and  Lake  Travis. 
512  454-2596,  8010  Shoal  Creek,  Austin,  Texas 
78758. 

San  Antonio— General  internist  desires  to  sublease 
ready-to-eo  office  space  with  five  exam  rooms. 
Rapidly  growing  North  Central  location.  Ideal  for 
allergist,  dermatologist,  or  other  primary  care 
physician.  For  information  call  512  377-3224. 

Needed  Primary  Care  Physicians — Office  space 
available  in  prime  location.  Building  connected  by 
tunnel  to  regional  medical  center  hospital.  All 
specialties  located  in  close  proximity,  with  radiol- 
ogy, pathology  and  pharmacy  in  building.  Complete 
modern  diagnostic  and  therapeutic  facilities  avail- 
able within  one  block  distance.  Town  of  over 
100,000  people  in  a region  of  good  hunting  and 
fishing  and  with  fine  arts  museum,  several  theatrical 
groups,  symphony,  and  three  universities  in  the 
city.  Good  temperate  climate  in  Central  West  Texas 
locality  in  area  of  stable  economy.  This  very  rea- 
sonably priced  space  is  available  now  or  can  be 
remodeled  to  suit  tenant  for  occupancy  In  the 
summer.  Contact  Professional  Building  of  Abilene, 
P.O.  Box  395,  Abilene,  Texas  79604. 


Medical  Office  Space,  Victoria,  Texas — Centrally 
located  between  two  major  hospitals.  Prefer  family 
practice,  psychiatrist  and  pediatrician.  D.  C.  Realty 
Rentals,  7905  Highway  77  North,  Victoria,  Texas 
77904;  512  578-3222. 

Retirement  Alternative — One-three  year  lease,  182 
acre  ranch.  Physician  owner's  luxury  mobile  home, 
barn,  hay  meadow,  pastures,  primeval  pines, 
springs,  hunting,  cross  fenced.  Cass  County  Texas, 
near  Texarkana.  Send  for  map  and  details.  Possible 
tax  advantages.  Lease  $13,500  annually.  Please  reply 
to  Ad-588,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

Austin,  Texas — General  internist  desires  to  share 
2200  square  feet  in  Medical  Arts  complex  near  St. 
David's  Hospital.  Six  examination  rooms,  chest  x-ray 
facilities,  large  waiting  room,  free  parking.  Prefer 
non-internist  or  medical  subspecialist.  Full  or  part- 
time  occupancy.  Terms  negotiable.  Call  512  476- 
9145. 


Practices 

One/two  BE/BC,  OBGs  to  buy  out/take  over 
established  young,  expanding  OBG  practice.  (Cross 
$200, 000-5300,000).  Central  Texas.  Ideally  would 
suit  two  friends  finishing  their  residency  and  wish- 
ing to  set  up  practice  together.  Basically,  this  is 
an  offer  of  a lifetime!  Contact  early — -"time  is  of 
the  essence.”  Reply  to  Ad-530,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

General  medical  practice  50  miles  south  of  Dallas. 
Crowing  area.  Doctor  retiring.  No  OB,  little  surgery. 
Opportunity  to  purchase  one  third  of  medical 
building.  Excellent  potential.  Contact  Business  & 
Professional  Associates  at  713  771-5011.  (TMH419) 

General  Internal  Medicine — No  surgery.  North  of 
Dallas.  Doctor  retiring.  Excellent  location  next  to 
hospital.  Shared  expenses  with  other  physicians. 
Contact  Business  & Professional  Associates  at  713 
771-5011.  (TMH418) 

Practice  For  Sale — Central  rural  Texas  near  Austin. 
Years  established,  7;  number  of  charts,  2500; 
average  gross,  $205,000;  average  net,  $93,800. 
Terms  negotiable.  Please  reply  to  Ad-581,  TEXAS 
MEDICINE,  1801  North  Eamar  Blvd.,  Austin,  Texas 
78701. 

Established  FP  Clinic — Rural  setting  near  1-10  be- 
tween San  Antonio  and  Houston  with  complete 
facilities  including  lab/x-ray  for  two  doctors.  Ap- 
proximately 5,000  square  feet.  Nearby  hospital  to 
rotate  call  every  fifth  night.  Please  reply  to  Ad-589, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


Doctor,  you  can't  beat  the  quality  or  the  price! 
Holter  Monitor  Scanning  Service.  Physician  owned, 
trained  ,and  supervised.  Now  using  UP  Service  for 
taster  turnaround  time.  No  contracts  to  sign.  We 
can  arrange  for  lease/purchase  of  Holter  equip- 
ment. New  Holter  recorders  $1,550.  DCC  Interpre- 
tation, 313  879-8860. 

Practice  Wanted — Wanted  to  buy  general  practice 
or  general  practice  with  general  surgery.  Prefer 
small  or  medium  size  community.  Licensed  in 
Texas.  Could  take  over  the  practice  immediately. 
Please  reply  to  Ad-583,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


Classified  Ad  Rates  & Data:  Classified  ad- 
vertising sells  for  $30  (US  currency)  per 
issue  for  50  words  or  less,  payable  in 
advance.  Ad  numbers  can  be  substituted 
for  formal  addresses  upon  request  at  no 
extra  cost.  Name  and  address  of  ad  num- 
ber listings  cannot  be  given  out  unless 
specific  permission  to  do  so  has  been 
given.  The  advertising  office  will  not  con- 
tact ad  number  holders  except  by  mail. 
Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age 
unless  bona  fide  occupational  qualifica- 
tions. Copy  deadline  is  the  5th  of  the 
month  preceding  publication.  Send  copy 
to  Advertising  Manager,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


BUSINESS  AND  FINANCIAL 
SERVICES 


Physician's  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt, 
courteous  service.  Competitive  fixed  rate,  with  no 
points,  fees  or  charges  of  any  kind.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free 
1-800-241-6905.  Serving  MDs  for  over  ten  years. 


CONTINUING  EDUCATION 


Weekly  Seminars — Most  major  ski  areas,  Club  Med, 
Disney  World,  cruising  aboard  sailboats  in  the 
Virgin  Islands  or  a Mississippi  paddlewheeler. 
Topic:  Medical-Legal  Issues.  Accredited.  Current 
Concept  Seminars,  Inc.  (since  1980),  3301  Johnson 
St.,  Hollywood,  Florida  33021;  1-800-428-6069. 

$175. 

1986  CME  Cruise/Conferences  on  selected  medical 
topics — Caribbean,  Mexican,  Hawaiian,  Alaskan, 
Mediterranean.  7-12  days  year-round.  Approved  for 
20-24  CME  Cat.  I credits  (AMA/PRA)  and  AAFP 
prescribed  credits.  Distinguished  professors.  Fly 
roundtrip  free  on  Caribbean,  Mexican,  Mediterran- 
ean, Alaskan  cruises.  Excellent  group  fares  on  finest 
ships.  Registration  limited.  Pre-scheduled  in  com- 
pliance with  present  IRS  requirements.  Information: 
International  Conferences,  189  Eodge  Ave.,  Hunt- 
ington Station,  New  York  11746;  516  549-0869. 


MISCELLANEOUS 


You  don’t  have  to  move 
mountains  to  make  a differ- 
ence on  this  earth. 

By  leaving  even  the  small- 
est legacy  to  the  American 
Cancer  Society  in  your  will, 
you  can  leave  a loving  and 
lasting  impression  on  life. 

And  giving  life  is  the 
greatest 

wayofleav-  AAAERK/XN 
ing  your 
mark  on  it, 


VCANCER 

fsoaETY^ 


Abortion  Alternatives!  Eicensed  maternity  service 
offers  residential  and  non-residential  program  with 
counseling  and  medical  plan  for  the  expectant 
mother  who  is  planning  adoption  for  her  baby. 
Costs  adjusted  to  ability  to  pay.  MARYWOOD,  510 
West  26th  Street,  Austin,  Texas  78705;  phone  512 
472-9251.  (Formerly  Home  of  the  Holy  Infancy) 


For  more  information,  call  your 
local  ACS  LInit  or  write  to  the 
American  Cancer  Society, 

4 West  35th  Street,  New  York,  NY  10001, 


Texas  Medicine 


Family  Practitioners 

Affiliated  Hospital  Systems  (AHS),  a net- 
work of  community-owned  hospitals,  would 
like  to  identify  family  practitioners  wishing  to 
establish  a practice  in  a comfortable,  rural- 
community  setting.  Opportunities  are  available 
in  over  30  hospitals,  ranging  in  size  from  24-150 
beds,  and  in  locations  from  the  Gulf  Coast  to 
the  Texas  Panhandle. 

AHS  is  an  operating  unit  of  the  Hermann 
Hospital  Estate.  AHS  and  Hermann  Hospital  are 
located  in  the  Texas  Medical  Center.  Hermann 
Hospital  serves  as  the  primary  teaching  hospital 
for  the  University  of  Texas  Medical  School  at 
Houston.  These  institutions  are  valuable  techni- 
cal and  clinical  resources  for  all  AHS  member 
hospitals. 

Move  your  career  to  the  location  of  your 
choice  in  a progressive  medical  network.  Direct 
inquiries  to  the  Medical  Staff  Coordinator, 
Affiliated  Hospital  Systems,  1203  Ross  Sterling 
Avenue,  Houston,  Texas  77030.  Or  call  (713) 
797-2010  collect. 


E 


AFFILIATED  HOSPITAL 
SYSTEMS 

1203  Ross  Sterling  Avenue 
Houston,  Texas  77030 


We  are  an  equal  opportunity  employer,  m/f/h. 


A selection  from 


. Andrews.  The  Doctor  in  History.  Literature.  Folklore,  etc.  1896.  1st  ed . $45.00 
I.  Charcot.  Clinical  Lectures  on  the  Diseases  of  Old  Age.  1881.  $125.00 

i.  Charcot.  Lectures  on  the  Diseases  of  the  Nervous  System.  2 vol.  1877-1881. 

1st  ed.  $160.00 

k.  Cloquet.  Engravings  of  the  Muscles.  1832.  $280.00 

).  Darwin.  Variation  of  Animals  and  Plants  Under  Domestication.  2 vol.  1899.  $90.00 
».  Diemerbroeck.  Anatome  Corporis  Humani.  1679.  $950. (X) 

’.  Dupuytren.  On  Lesions  of  the  Vascular  System,  etc.  1854.  $130.00 
L Freud.  Beyond  the  Pleasure  Principle.  1924.  $80. (X) 

L Freud.  The  Interpretation  of  Dreams.  1913.  $3(X).00 
).  Goddard.  Plates  of  the  Arteries.  1839.  $175.00 

-.  Grattan  & Singer.  Anglo-Saxon  Magic  and  Medicine.  1952.  1st  ed.  $45. (X) 

?.  Henoch.  Lectures  on  Children's  Diseases.  2 vol.  1889.  $95.00 

l.  Hippocrates.  The  Genuine  Works.  Tr.  Adams.  2 vol.  1886.  $105.00 

*.  Holmes.  Border  Lines  of  Knowledge  ...  of  Medical  Science.  1862.  1st  ed.  $70.00 
>.  Jones.  On  the  Nightmare.  1931.  1st  ed.  $115. (X) 

j.  Pilcher.  A Treatise  on  the  Ear.  1843.  $175.00 


If  interested,  please  call  (512)  474-4820 


Make  the 
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Continuing  Education  director}’ 


i 


General  Medicine 


COURSES 


MARCH 

Allergy 

March  5-9,  1986 

1986  PAN  AMERICAN  ALLERGY  SOCIETA'  TRAINING  COURSE  AND 
SEMINAR.  Four  Seasons  Hotel,  San  Antonio,  Tex.  Fee  S395-members  of 
PAAS,  S450-nonmembers  full  program;  S265-members,  S300- 
nonmembers  training  course  March  5-7;  SI  30-members,  SI  50-non- 
members seminar  (pediatric  allerg)')  March  8;  fee  waived  for  qualified 
medical  residents.  Category’  1 , AMA  Physician’s  Recognition  Award;  3 1 
hours,  AAFP  prescribed.  Contact  Betty  Kahler,  Pan  American  Allergy 
Society,  229  Parking  Way,  Lake  Jackson,  TX  77566  (409  )297-8964 

Cardiovascular  Diseases 

March  12,  1986 

OUTPATIENT  MANAGEMENT  OF  CHRONIC  OBSTRUCTIVE  PLILMO 
NARY  DISEASE  AND  ASTHMA.  Marriott  Hotel  Medical  Center,  Hous- 
ton. Fee  $60,  S35-nurses  and  physician  assistants.  Category  1,  AMA 
Physician's  Recognition  Award;  5 hours.  Contact  Lila  Lerner,  Office  of 
Continuing  Medical  Education,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030  (713  )799-6020 

March  20-22,  1986 

SPRING  AUSCULTATION  SESSION  OF  THE  TEXAS  HEART  INSTITUTE 
Texas  Children’s  Hospital,  Houston.  Fee  $275-physicians;  $1 35- 
residents/students.  Category  1,  AMA  Physician’s  Recognition  Award; 
17.5  hours.  Contact  Office  of  the  Medical  Director,  Texas  Heart  Insti- 
tute, PO  Box  20269,  Houston,  TX  77225  (713)791-2157 

Counseling  Strategies 

March  24-29,  1986 

COUNSELING  STRATEGIES  FOR  PHYSICIANS.  Turtle  Bay  Hilton  and 
Country  Club,  Oahu,  Hawaii.  Fee  $325.  Category  1,  AMA  Physician’s 
Recognition  Award;  1 7 hours.  Contact  Starting  Point  Travel,  1 329  S 
Beckham,  Tyler,  TX  75701;  1-800-392-4900-737,  ask  for  code  975-DL- 
B.  Contact  Dr  Jedlicka,  Dept  of  Social  Sciences,  The  University  of  Texas 
at  Tyler,  (214)566-1471,  for  course  information. 

Emergency  Care 

March  9-1 4,  1986 

7TH  ANNUAL  MAMMOTH  MOUNTAIN  EMERGENCY  MEDICINE  SKI 
CONFERENCE.  Mammoth  Lakes,  Calif.  Fee  $325-physicians;  $225- 
physicians  in  training/physician  assistants.  Category  1 , AMA  Physician’s 
Recognition  Award;  20  hours.  AAFP  prescribed;  20  hours.  Contact 
Daniel  Abbott,  MD,  Medical  Conferences,  Inc,  PO  Box  52-B,  Newport 
Beach,  CA  92662  (714)650-4156 

Family  Medicine 

March  20-23,  1986 

1 ITH  ANNUAL  FAMILY  PRACTICE  RECERTIFICATION  REVIEW. 
Wyndham  Hotel,  San  Antonio,  Tex.  Fee  $300.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  27  hours.  AAFP  prescribed;  27  hours.  Con- 
tact Continuing  Education  Services,  The  University  of  Texas  Health 
Science  Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980 
(512)691-6295 


March  15,  1986  j 

MANAGEMENT  OF  DIABETES.  Houston.  Fee  $75.  Credit  TBA;  9 hours.  ! 
Contact  Marjorie  Kraft,  PO  Box  20367,  Houston,  TX  77225 
(713)792-4671  ’ 

March  19-21,  1986  j 

THE  FRONTIERS  OF  HEALTH  CARE  ETHICS:  A NATIONAL  CONFER-  | 
ENCE.  The  University'  of  Texas  Health  Science  Center,  San  Antonio, 

Tex.  Fee  $ 1 30.  Category'  1 , Physician’s  Recognition  Award;  1 3 hours. 
AAFP  prescribed.  Contact  Continuing  Education  Services,  UTHSC, 

7703  Floyd  Curl  Drive,  San  Antonio,  TX  78284-7980  (512)691-6295 

March  21,  1986 

CANCER  IIPDATE;  1986.  San  Luis  Hotel,  Galveston,  Tex.  Fee  $15.  Cate- 
gory 1 , AMA  Physician’s  Recognition  Award;  5 hours.  AAFP  prescribed. 
Contact  Elizabeth  Eberling,  Cancer  Center,  The  University  of  Texas 
Medical  Branch,  Galveston,  TX  77550  (409)761-2981 

March  21,  1986 

INTERPRETATION  OF  DATA  FOR  QUALITY.  AMFAC  Hotel,  Dallas  Fee 
TBA.  Credit  TBA.  Contact  American  College  of  Utilization  Review  Phy- 
sicians, South  West  Chapter,  30  North  36th  St,  Camp  Hill,  PA  17011 
(717)737-5660 

Geriatrics 

March  1-2,  1986 

7TH  ANNUAL  GERIATRIC  MEDICINE.  The  University  of  Texas  Health 
Science  Center,  San  Antonio,  Tex.  Fee  $100.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  9 hours.  Contact  Continuing  Education  Ser- 
vices, UTHSC,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980 
(512)691-6295 

Internal  Medicine 

March  15-22,  1986 

CLINICAL  TOPICS  IN  INTERNAL  MEDICINE.  Prospector  Square  Hotel, 
Park  City,  Utah.  Fee  $350-physicians;  $250-residents.  Category  1,  AMA 
Physician’s  Recognition  Award;  25  hours.  AAFP  prescribed;  25  hours. 
Contact  Office  of  Continuing  Medical  Education,  Scott  and  White 
Clinic,  Temple,  TX  76508  (817)774-2350 

Obstetrics  and  Gynecology 

March  14-15,  1986 

CURRENT  CONCEPTS  IN  OBSTETRICS  AND  GYNECOLOGY.  Inn  on 
the  Park,  Houston.  Fee  $250.  Category  1,  AMA  Physician’s  Recognition 
Award;  16  hours.  Contact  Lynne  Tiras  or  Carol  Soroka,  Office  of  Con- 
tinuing Education,  One  Baylor  Plaza,  Houston,  TX  77030  (713) 
799-6020 

March  31 -April  2,  1986 

ANNUAL  OB/GYN  SYMPOSIUM.  South  Padre  Island,  Tex.  Fee  TBA. 
Category  1 , AMA  Physician’s  Recognition  Award;  hours  TBA.  Contact 
Vicki  Hollander,  Office  of  Continuing  Medical  Education,  Texas  Tech 
University  Health  Sciences  Center,  Lubbock,  TX  79430  (806)743-2929 

Ophthalmology 

March  1,  1986 

NEURO-OPHTHALMOLOGY/EVERETT  'YEIRS  LECTURE.  Scott  and 
White  Hospital,  Temple,  Tex.  Fee  $50.  Credit  TBA;  5.5  hours.  Contact 


Texas  Medicine 


Jaudc  Tate,  Jr,  Ml),  Scott  and  VC’hite  Clinic,  Temple,  TX  76508 
817)774-239-4 

larch  21-22,  1986 

iTH  ANNUAL  DALIAS  SPRING  OPHTHALMOl.OLiY  SYMPOSIUM 
loubletree  Hotel,  Dallas.  Fee  $250.  c;ategor\-  1,  AMA  Physician's  Rec- 
'gnition  Award;  12  hours,  (k)ntact  Lela  Breckenridge,  (a)ntinuing 
ledical  Education,  8200  Walnut  Hill  l,ane,  Dallas,  'IX  75231 
214)696-8458 

'athology 

larch  10-14,  1986 

URRENT  CONCEPTS  IN  TOXICOLOGY'  The  Universit\-  of  Texas 
lealth  Science  Center,  San  Antonio,  Tex.  Fee  $625.  Categor)-  1,  AMA 
'hysician’s  Recognition  Award;  35  hours.  Ca)ntact  Continuing  Educa- 
;on  Services,  UTHSC,  "'"'03  Floyd  Curl  Dr,  San  Antonio,  TX 
8284-7980  ( 5 1 2 )69 1 -6295 

'edia  tries 

larch  13-15,  1986 

TIE  8TH  ANNUAL  ROBERT  E.  GROSS  PEDIATRIC  SURGERY  LEC- 
URESHIP.  Houston  Marriott-Medical  Center,  Houston.  Fee  $250.  Cate- 
or>’  1,  AMA  Physician's  Recognition  Award;  20  hours.  Contact  Alice 
eardon.  Office  of  Continuing  Education,  The  University  of  Texas 
ledical  School,  6431  Fannin,  MSB  G.004,  Houston,  TX  77030  (713) 
92-5346  or  1-800-231-9481 

'hysical  Medicine  and  Rehabilitation 

[ larch  20-22,  1986 

I TH  ANNUAL  CHRONIC  PAIN  COURSE:  EVALUATION  AND  MANAGE- 
1 lENT  Marriott  Hotel.  Medical  Center,  Houston.  Fee  $250.  Category  1, 
MA  Physician's  Recognition  Award;  18  hours.  Contact  Carol  Soroka  or 
!ynne  Tiras,  Office  of  Continuing  Education,  Baylor  College  of  Medl- 
ine, One  Baylor  Plaza,  Houston,  TX  77030  (713  )799-6020 

. lastic  Surgery 

llarch  10-14,  1986 

TH  ANNUAL  WORKSHOP  IN  SURGICAL  TECHNIQUES  IN  CLEFT  LIP 
ND  PALATE.  The  Snowmass  Club,  Snowmass,  Colo.  Fee  $600,  $300 
:sidents.  Category-  1,  AMA  Physician's  Recognition  Award;  22  hours. 
Contact  A.  Webb  Roberts  Center,  Baylor  University-  Medical  Center, 

I 500  Gaston  Ave,  Dallas,  TX  75246  ( 214  >820-2317 
1 

i adiology 

\ 

Jarch  3-7,  1986 

jlON-lONIZlNG  RADIATION.  The  University-  of  Texas  Health  Science 
enter,  San  Antonio,  Tex.  Fee  $600.  Category-  1,  AMA  Physician's  Rec- 
gnition  Award;  36  hours.  Contact  fkjntinuing  Education  Serv-ices, 
'THSC;,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980 
512)691-6295 

larch  26-29,  1986 

TH  SEMl-ANNLIAL  FUNDAMENTAIX  OF  MRI.  The  LIniversity  of  Texas 
lealth  Science  Center,  San  Antonio,  Tex.  Fee  $395,  $250-residents 
idth  written  verification.  Category  1,  AMA  Physician's  Recognition 
ward;  28  hours.  Contact  Continuing  Medical  Education  Ser\-ices, 
I'THSC,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (512) 
''91-6295 

I'urgery 

1 Tarch  1,  1986 

! HE  SHORT  (65CM ) FLEXIBLE  FIBEROPTIC  COLONOSCOPE-PRAC 

IiTCAL  OFFICE  APPLICATIONS.  Beasley  Auditorium,  Baylor  College  of 
vledicine,  Houston.  Pee  $150.  Category-  1,  AMA  Physician's  Recogni- 
'ion  Award;  7 hours.  Contact  Barbara  Grayson,  3500  Gaston  Ave, 
t )allas,  TX  75246  ( 2 1 4 )820-23 1 

ILPRIL 

1 Anesthesiology 

I 

April  18-20,  1986 

i vIANAGEMENT  OF  RISKY  SITUATIONS  IN  ANESTHESIOLOGY  Westin 


Hotel,  (ialleria,  Dallas.  Fee  TBA.  Credit  T’BA.  (Contact  Barbara  Grayson, 
A.  Webb  Roberts  Center  for  Continuing  Education,  Baylor  University 
Medical  Center,  .3500  Gaston  Ave,  Dallas,  TX  75246  (214)820-2317 

Cardiovascular  Disease 

April  11-12,  1986 

EVALUATION  AND  TREATMENT  OF  PATIENTS  WIT  H ARRHYTHMIAS: 
1986.  Lincoln  Hotel  Post  Oak,  Houston.  Fee  $125.  Category  1,  AMA 
Physician's  Recognition  Award;  12  hours.  Contact  Alice  Reardon, 

Office  of  Continuing  Education,  ITie  LIniversity  of  Texas  Medical 
School,  6431  Fannin,  MSB  G.004,  Houston,  TX  77030  (713)792-5346 
or  1-800-231-9481 

Family  Medicine 

April  21-26,  1986 

1986  FAMILY  PRACTICE  REVIEW.  San  Luis  on  Galveston  Isle,  Gal- 
veston, Tex.  Fee  $450  before  March  31,  $500  after  March  31;  $300- 
residents,  physician  assistants  before  March  31,  $350  after  March  31 
Credit  TBA;  hours  TBA.  Contact  Gayle  McKay,  Office  of  Continuing 
Education,  3. 324  Learning  Center,  The  University-  of  Texas  Medical 
Branch,  Galveston,  TX  77550  (409)761-2934 

General  Medicine 

April  4,  1986 

SCHOOL  OF  MEDICINE  HOMECOMING:  1986  The  University-  of 
Texas  Medical  Branch  Campus,  Galveston,  Tex.  Fee  $70.  Category  1, 
AMA  Physician's  Recognition  Award;  5 hours.  AAFP  prescribed.  Con- 
tact Gayle  McKay,  Office  of  Continuing  Education,  UTMB,  Galveston, 
TX  77550  ( 409  >761-2934 

Geriatrics 

April  11,  1986 

ALZHEIMER'S  CONFERENCE,  Lubbock  Plaza  Hotel,  Lubbock,  Tex.  Fee 
TBA.  Category  1,  AMA  Physician's  Recognition  Award;  hours  TBA.  Con- 
tact Vicki  Hollander,  Office  of  Continuing  iMedical  Education,  Texas 
Tech  University-  Health  Sciences  Center,  Lubbock,  TX  79430  (806) 
74.3-2929 

Pathology 

April  21-25,  1986 

3RD  INTERNATIONAL  CONFERENCE  ON  PLASTINATION  The  Uni 
versity-  of  Fexas  Health  Science  Center,  San  Antonio,  Tex.  Fee  $200 
each  series  ( parts  I and  II ).  Category-  1 , AMA  Physician's  Recognition 
Award;  30  hours  ( 1 5 hours  each  part ).  Contact  Continuing  Medical 
Education  Serv-ices,  UTHSC,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284-7980  ( 5 1 2 ) 69 1 -6295 

Pediatrics 

April  2-5,  1986 

6TH  ANNUAL  NATIONAL  PEDIATRIC  INFECTIOUS  DISEASE  SEMINAR 
Hyatt  Regency  Hotel,  New  Orleans.  Fee  $300,  $225-residents,  fellows, 
physician  assistants.  Category-  1,  AMA  Physician's  Recognition  Award; 

23  hours.  AAFP  prescribed,  17.5  credits,  (amtact  Marian  Troup,  The 
University  of  Texas  Southwestern  Medical  School,  532.3  Harry-  Hines 
Blvd,  Dallas,  TX  75235  (214  >688-3439 

April  4-5,  1986 

PEDIATRIC  POSTGRADUATE  SYMPOSIUM:  PEDIATRICS  1986  Hous 
ton  Marriott  Hotel-Medical  Center,  Houston.  Fee  TBA.  Category  1, 

AMA  Physician's  Recognition  Award;  14  hours.  Contact  Lynne  Tiras  or 
Carol  Soroka,  Office  of  Continuing  Education,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

April  11-13,  1986 

PEDIA  TRICS  FOR  THE  PRACTITIONER.  Gunter  Hotel,  .San  Antonio, 

Tex.  Fee  $200-before  March  1 1,  $225-after  March  1 1.  Category-  1,  AMA 
Physician's  Recognition  Award;  1 5 hours.  AAFP  prescribed.  Contact 
Continuing  Education  Services,  The  University-  of  Texas  Health  Science 
Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  ‘^8284-7980  (512) 
691-6295 


: I'ohirne  82  Febman'  1986 


Physical  Medicine  and  Rehabilitation 

April  717,  1986 

20TH  COMPREHENSrV'E  REVIEW  COURSE  IN  PHYSICAL  MEDICINE 
AND  REHABILITATION.  Marriott  Hotel-Medical  Center,  Houston.  Fee 
S445-physicians  before  March  7,  S475-physicians  after  March  7; 
residents  before  March  7,  S475-residents  after  March  7.  Credit  TBA. 
Contact  Vicki  Forgac  or  Lila  Lerner,  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  "’■'030 
(^13)799-6020 

Surgery 

April  1-5,  1986 

CURRENT  TOPICS  IN  GENERAL  SURGERY  Maui  Intercontinental 
Hotel,  Maui,  Hawaii.  Fee  S475  before  March  1,  S525  after  March  1; 
S225-trainees.  Category  1,  AMA  Physician's  Recognition  Award;  21 
hours.  Contact  Erwin  Thai,  MD,  Dept  of  Surgery,  The  University  of 
Texas  Health  Science  Center,  5323  Hariy  Hines  Blvd,  Dallas,  TX  75235 
(214)688-3531 

MAY 

Family  Medicine 

May  12-16,  1986 

lOTH  ANNUAL  REVIEW  COURSE  IN  FAMILY  PRACTICE.  Marriott 
Hotel  at  the  Astrodome,  Houston.  Fee  S475-physicians,  S300- 
nonBaylor  residents,  fellows  and  physician  assistants.  Category  1 , AMA 
Physician’s  Recognition  Award;  hours  TBA.  Credit  TBA.  Contact  Lynne 
Tiras  or  Lila  Lerner,  Office  of  Continuing  Education,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  ("'13)799-6020 

May  31,  1986 

FAMILY  PRACTICE:  CLINICAL  APPROACHES  TO  COMMON  PROB 
LEMS.  Room  D 1.600,  The  University  of  Texas  Health  Science  Center, 
Dallas.  Fee  SI 00,  residents  no  fee,  must  register.  Categoiy’  1,  AMA 
Physician’s  Recognition  Award;  8 hours.  Contact  Linda  Spino,  PhD, 
Department  of  Family  Practice  and  (Community  Medicine,  UTHSC, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)688-2134 

Internal  Medicine 

May  27-30,  1986 

9TH  ANNUAL  UPDATE  IN  INTERNAL  MEDICINE.  The  University  of 
Texas  Health  Science  Center,  D 1 .600,  Dallas.  Fee  TBA.  Category  1 , 
AMA  Physician’s  Recognition  Award;  26  hours.  Contact  Division  of 
Continuing  Education,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2166 

Sports  Medicine 

May  22-24,  1986 

SPORT’S  MEDICINE.  Houstonian  Hotel  and  Conference  Center,  Hous- 
ton. Fee  S275-before  April  22,  S300-after;  S 1 50-residents  before  April 
22,  S175-after.  Category  1,  AMA  Physician’s  Recognition  Award;  14 
hours.  Contact  Vicki  Forgac,  Office  of  Continuing  Education,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 

Surgery 

May  4-8,  1986 

1 ITH  BIENNIAL  CONGRESS  OF  THE  INTERNATIONAL  SOCIETY  OF 
UNIVERSITY  COLON  AND  RECTAL  SURGEONS.  Sheraton  Park  Central 
Hotel,  Dallas.  Fee  8250.  Category  1,  AMA  Physician’s  Recognition 
Award;  16  hours.  Contact  Lanelle  Chancellor  or  Barbara  Grayson,  A. 
Webb  Roberts  Center,  3500  Gaston  Ave,  Dallas,  TX  75246  (214) 
820-2317 

Orthopedic  Surgery 

May  2-4,  1986 

22nd  ANNUAL  ST  LUKE’S  HOSPITAL  ORTHOPEDIC  SYMPOSIUM: 
CONTROVERSIES  IN  LUMBAR  SPINE  SURGERY.  Houstonian  Hotel  and 
Spa,  Houston.  Fee  8375,  875-residents  and  fellows.  Credit  TBA.  Con- 
tact Alexander  Brodsky,  MD,  St  Luke’s  Episcopal  Hospital,  PO  Box 
20269,  Houston,  TX  77225 


May  30-June  1,  1986 
SOUTHWESTERN  ORTHOPEDIC  SURGERY  REVIEW.  Loews  Anato 
Hotel,  Dallas.  Fee  8425.  Category  1,  AMA  Physician’s  Recognition 
Award;  25  hours.  Contact  June  Bovill,  Division  of  Continuing  Edut 
tion.  The  Universitt'  of  Texas  Health  Science  Center,  5323  Harry  H 
Blvd,  Dallas,  TX  -^5235  (214)688-2166 


Pathology 


May  15-17,  1986 
CURRENT  ISSUES  IN  SURGICAL  PATHOLOGY:  V.  Room  D 1.600,  Tl, 
University  of  Texas  Health  Science  Center,  Dallas.  Fee  8500-with  g j 
slides,  8425-without  glass  slides;  S300-basic  course;  8100-partial 
course;  8 100-student  course.  Categoiy'  1,  AMA  Physician’s  Recogni  i 
Award;  22  hours.  Contact  Division  of  Continuing  Education,  5323  ' 
Harrv'  Hines  Blvd,  Dallas,  TX  75235  (214)688-2166 


Radiology 


May  12-16,  1986 

ADVANCED  RADIOLOGICAL  HEALTH.  The  University  of  Texas  He/iU 


Science  Center,  San  Antonio,  Tex.  Fee  8600.  Category  1 , AMA  Phys  ' 
cian’s  Recognition  Award;  36  hours.  Contact  Continuing  Education 
Services,  UTHSC,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980' 
(512)691-6295 


May  19-23,  1986 

RADIATION  SAFETY’  OFFICERS  COURSE.  The  University  of  Texas 
Health  Science  Center,  San  Antonio,  Tex.  Fee  8650.  Credit  TBA;  36 
hours.  Contact  Continuing  Education  Services,  UTHSC,  7703  Floyd  ^ 
Curl  Dr,  San  Antonio,  TX  78284-7980  (512)691-6295 


JUNE 


General  Medicine 


June  9-13,  1986  P 

PFfYSICIAN  IN  MANAGEMENT.  Colorado  Springs,  Colo.  Contact  thtf 


AAMD,  4830  W Kennedy  Blvd,  Ste  648,  Tampa,  FL  33609  (813) 
873-2000 


Pediatrics 


June  12-14,  1986 

1986  ANNUAL  PEDIATRIC  REVIEW  AND  UPDATE.  Galveston,  Tex. , 
Contact  Gayle  McKay,  Office  of  Continuing  Education,  The  Universi 
of  Texas  Medical  Branch,  Galveston,  TX  77550  (409)761-2934 


id 


June  16-20,  1986 
ACUTE  CARE  PEDIATRICS:  REVIEW  AND  UPDATE  OF  THE  STATE  ( tt 
THE  ART.  Hilton  Head,  SC.  Contact  Carol  Soroka  or  Lila  Lerner,  Offif 
of  Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)799-6020 


AUGUST 


Pediatrics 


Aug  3-6,  1986 

PEDIATRIC  IMAGING:  STATE  OF  THE  ART.  Colorado  Springs,  Colo.*! 
Contact  Lynne  Tiras  or  Lila  Lerner,  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)  799-6020 


REGULARLY  SCHEDULED  ACTIVITIES 


1:3 

h 


Monday-Friday 

POSTGRADUATE  WORKSHOP  IN  NEURORADIOLOGY.  (Date  assign  ia 
by  individual  request.)  Methodist  Hospital,  Houston.  Fee  8450.  Cate- It 
gory  1,  AMA  Physician’s  Recognition  Award;  40  hours.  Contact  Vicki  fc 
Sayre,  Office  of  Continuing  Education,  Baylor  College  of  Medicine,  C T 
Baylor  Plaza,  Houston,  TX  77030  (713  )799-6020  ^ 


Monday-Friday 

POSTGRADUATE  WORKCOURSE  IN  DIAGNOSTIC  ULTRASOUND. 
(Date  assigned  by  individual  request.)  Ben  Taub  General  Hospital, 


Texas  Media  t* 


{ ouston.  Fee  8600,  Category-  1,  AMA  Physician’s  Recognition  Award; 
IP  hours.  Contact  Vicki  Sayre,  Office  of  Continuing  Education,  Baylor 
ollege  of  Medicine,  t)ne  Baylor  Plaza,  Houston,  'I'X  "^7030  (713) 
;)9-602() 


aesdays,  1 2 pm 

EDICAL  AND  SURGICAL  REVIEWS.  Sierra  Medical  Center,  El  Paso, 

*x.  Category  1,  AMA  Physician's  Recognition  A-ward;  1 hour  weekly, 
ontact  M.  Nazemi.  MD,  Sierra  Medical  (Center,  1625  Medical  Center 
i r,  El  Paso,  TX  79902 

[j 

^esdays  (all  but  last  Tuesday  of  each  month ) 

IRGICAL  GRAND  ROUNDS.  Board  Room,  Brackenridge  Hospital,  Aus- 
ja,  Tex.  Eree.  Category  1,  AMA  Physician's  Recognition  Award;  1-hour 
I ssion.  Contact  Nancy  Strandhagen,  Surgery-  Education,  Central  Texas 
I edical  Eoundation,  601  E 15th  St,  Austin,  TX  78701  (512)476-6461 
ct  5172 

ednesdays,  1 2 pm 

ONTINUOUS  REVIEW  OF  INTERNAL  MEDICINE.  Sid  Richardson  Au- 
jtorium,  Scott  and  White  Memorial  Hospital,  Temple,  Tex.  Category  1, 
iVIA  Physician's  Recognition  Award;  1 hour  weekly.  Contact  Lynn  Cal- 
.Tt,  Office  of  Continuing  Medical  Education,  Scott  and  WTiite  Memo- 
lU  Hospital,  2401  S 31st,  Temple,  TX  76508  (817)774-2350 

‘ lursdays,  8 am 

! ITERNAL  MEDICINE  GRAND  ROUNDS.  Brackenridge  Hospital,  Aus- 
’ii,  Tex.  Category  1,  AMA  Physician’s  Recognition  Award;  1 hour 
heekly.  Contact  Marianne  Foley,  MS,  Central  Texas  Medical  Founda- 
i.m,  1500  E Ave,  Austin,  TX  78701  (512)476-6461  ext  5606 


> lursdays,  1 2 pm 

) 40LOGY  CORE  CURRICULUM.  Scott  and  White  Memorial  Hospital, 
t |;mple,  Tex.  Category-  1 , AMA  Physician’s  Recognition  Award;  1 hour 
< leekly.  Contact  Lynn  Calvert,  Office  of  Continuing  Medical  Education. 
. lott  and  White  Memorial  Hospital,  2401  S 31st,  Temple,  TX  76508 
■ |il  7 >774-2350 


. 'lursday-Friday 

DSTGRADUATE  WORKSHOP  IN  REAL-TIME  OBSTETRICAL  ULTRA- 
l INOGRAPHY,  ( Date  assigned  by  individual  request. ) Jefferson  Davis 
: aspital,  Houston.  Fee  8375.  Category  1,  AMA  Physician’s  Recognition 
.:  Ivard;  16  hours;  16  cognates  ACOG.  Contact  Vicki  Sayre,  Office  of 
ontinuing  Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 

) ouston,  TX  77030  ( 7 1 3 >799-6020 


t > 

♦■lidays,  12  pm 

) IeUROLOGY  GRAND  ROUNDS.  Sid  Richardson  Auditorium,  Scott  and 
, bite  Memorial  Hospital,  Temple,  Tex.  Category  1 , AMA  Physician’s 
itcognition  Award;  1 hour  weekly.  Contact  Lynn  Calvert,  Office  of 
wntinuing  Medical  Education,  Scott  and  White  Memorial  Hospital, 
jltOl  S 31st,  Temple,  TX  76508  (817)774-2350 


1 idays,  1 2 pm  ( 2nd  and  4th  ) 

J CACHING  CASE  CONFERENCE.  Park  Place  Hospital,  Port  Arthur,  Tex. 

itegory-  1 , AMA  Physician’s  Recognition  Award;  2 hours  monthly. 

» antact  Phil  Newman,  MD,  Box  1648,  Port  Arthur,  TX  77640  (409) 
hl3-4951 


turdays,  9 am-1 2 pm 

(JNDAMENTALS  OF  PRACTICAL  THERAPEUTICS.  Cullen  Auditorium, 
|iylor  College  of  Medicine,  Houston.  Fee  8295,  8100  non-Baylor  resi- 
tnts  and  fellows.  Category  1,  AMA  Physician’s  Recognition  Award;  72 
)urs.  AAFP  prescribed.  Contact  Vicki  Forgac,  Office  of  Continuing 
edical  Education,  Baylor  College  of  Medicine,  Texas  Medical  Center, 
ouston,  TX  77030  (713  >799-6020 


ate  assigned  by  individual  request 

pSTGRADUATE  WORKSHOP  IN  CLINICAL  NMR  Biomedical  NMR 
jenter,  Baylor  College  of  Medicine,  Houston.  Fee  81,000;  8500-lecture 
Ties  only.  Category  1,  AMA  Physician’s  Recognition  Award;  40  hours, 
ontact  Vicki  Sayre,  Office  of  Continuing  Education,  Baylor  College  of 
ii  edicine.  One  Baylor  Plaza,  Houston,  TX  77030  (71  3)799-6020 


‘I  ate  assigned  by  individual  request 

> DSTGRADUATE  WORKSHOP  IN  MAGNETIC  RESONANCE  IMAGING 
^ ND  SPECTROSCOPY.  Biomedical  NMR  Center,  Baylor  College  of 
■ edicine.  The  Woodlands,  Tex.  Fee  81.000;  8500-lecture  series  only, 
ategory  1 , AMA  Physician’s  Recognition  Award;  40  hours.  Contact 


Vicki  Forgac,  Office  of  Continuing  Medical  Education,  Baylor  College 
of  Medicine,  Texas  Medical  Center,  Houston,  TX  770,30  (713) 
799-6020 


TELECONFERENCE  NETWORK  OF  TEXAS 


Every  other  'Ihursday,  12:30  pm 

CLINICAL  TOPICS  IN  MEDICINE  Ihe  University  of  Texas  Health  Sci- 
ence Center,  San  Antonio,  Tex,  and  teleconference  network  sites.  Fee 
835-prograni,  hospital  subscription  program.  Category  1,  AMA  Physi- 
cian’s Recognition  Award.  Contact  Phyllis  Wood,  Acting  Director,  Tele 
conference  Network  of  Texas,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-7291 


PRACTICE  MANAGEMENT  WORKSHOPS 


FEBRUARY 

HOW  TO  GET  STARTED  IN  MEDICAL  PRACTICE—  1 1 hours 

Feb  18-19,  1986,  The  Tremont  House,  Galveston 

Feb  20-21,  1986,  Holiday  Inn  Northwest  Loop,  San  Antonio 

IMPROVING  THIRD  PARTY'  REIMBURSEMENT  FOR  YOU  AND  YOUR 
PATIENTS— 2 hours 

Feb  1 1,  1986,  Embassy  Suites  North,  Austin 

Feb  12,  1986,  Holiday  Inn-Beaumont  Plaza,  Beaumont 

Feb  13,  1986,  Houston  (location  to  be  announced) 

Feb  26,  1986,  Ramada  Hotel,  Tyler 
Feb  27,  1986,  The  Regent  Hotel,  Dallas 

MARCH 

HOW  TO  GET  STARTED  IN  MEDICAL  PRACTICE—  1 1 hours 
March  11-12,  1986,  Stouffer  Greenway  Plaza  Hotel,  Houston 
March  14-15,  1986,  Texas  Tech  Regional  Academic  Health  Center, 
Amarillo 

IMPROVING  THIRD  PAR  TY'  REIMBURSEMENT  FOR  YOU  AND  YOUR 
PATIENTS— 2 hours 

March  18,  1986,  Holiday  Inn-Civic  Center,  McAllen 
March  19,  1986,  Corpus  Christ!  Marriott,  Corpus  Christ! 

March  20,  1986,  Bexar  County  Medical  Society  Headquarters,  San 
Antonio 

INCREASING  YOUR  NET  WORTH  THROUGH  FINANCIAL,  PENSION, 

AND  INVESTMENT  PLANNING 

March  8,  1986,  Inn  on  the  Park,  Houston 

APRIL 

MARKETING  TECHNIQUES  FOR  A SUCCESSFUL  PRACTICE— 2 hours 
April  2,  1986,  Dallas  (location  to  be  announced) 

GEARING  UP  FOR  RETIREMENT 
April  4-6,  1986,  The  Remington,  Houston 

IMPROVING  THIRD  PARTY’  REIMBI  RSEMENT  FOR  Y'OU  AND  YOUR 
PATIENTS— 2 hours 

April  8,  1986,  Hillcrest  Baptist  Medical  Center,  Waco 
April  9,  1986,  Sheraton-Amarillo  Hotel  and  Towers,  Amarillo 
April  10,  1986,  Dallas  Marriott  Market  Center,  Dallas 
April  1 1,  1986,  Embassy  Suites,  Abilene 

PERSONAL  INCOME  AND  ESTATE  TAX  PIANNING 
April  19-20,  1986,  Sheraton-Mockingbird  West 


( 


lume  82  Febriuin'  1986 


CALENDAR  OF  MEETINGS  ■ Denotes  Texas  Meetings 


FEBRUARY 

■ lOTH  CLINICAL  CONGRESS,  AMERICAN  SOCIETY'  EOR  PARENT 
ERAL  AND  ENTERAL  NUTRITION,  Dallas,  Eeb  9-12,  1986.  Donna 
Baudrau,  ASPEN,  8605  Cameron  St,  Suite  500,  Silver  Spring,  MD  20910 

41ST  ANNUAL  MEETING/ AMERICAN  SOCIETi'  EOR  SURGERY  OP 
THE  HAND,  New  Orleans,  Eeb  17-19,  1986.  American  Society  for  Sur- 
gery of  the  Hand,  3025  South  Parker  Rd,  Suite  65,  Aurora,  CO  80014 

■ SAN  ANTONIO  OPHTHALMOLOGY  SOCIETY  MEETING,  San  An 
tonio,  Eeb  15,  1986.  Marjorie  Eoutz,  Continuing  Education  Services, 

The  University  of  Texas  Health  Science  Center.  San  Antonio,  TX  78284 

■ TEXAS  MEDICAL  ASSOCIATION  WINTER  CONFERENCE,  Austin, 
Feb  7-9,  1986.  C.  Lincoln  Williston,  1801  N Lamar  Blvd,  Austin,  TX 
78701 

MARCH 

35TH  ANNUAL  SCIENTIFIC  SESSION  OE  THE  AMERICAN  COLLEGE 
OF  CARDIOLOGY,  Atlanta,  March  9-13,  1986  Ronald  Sanchez,  Direc- 
tor of  Communications,  American  College  of  Cardiologt',  9111  Old 
Georgetown  Rd,  Bethesda,  MD  20814 

UNITED  STATES— CANADA  DIVISION  OE  THE  INTERNATIONAL 
ACADEMY  OF  PATHOLOGY,  INC,  New  Orleans,  March  10  14,  1986.  Dr 
Nathan  Kaufman,  Secretary -Treasurer,  US-Canadian  Division  of  the  In- 
ternational Academy  of  Pathology,  Building  C,  Suite  B,  3515  Wheeler 
Rd,  Augusta,  GA  30909 

2ND  NATIONAL  SYMPOSIUM  ON  LEUKEMIA  AND  LYMPHOMAS, 
Tampa,  Ela,  March  20-22,  1986.  Louise  Toglia,  National  Coordinator/ 
Medical  Programs,  Leukemia  Society  of  America,  Inc,  733  Third  Ave, 
New  York,  NY  10017  (212  )573-8484 


Counseling  Strategies 
for 

Physicians 


March  23-30,  1986 


THE  UNIVERSITY  OF  TEXAS  AT  TYLER 
DEPARTMENT  OF  SOCIAL  SCIENCES 
and 

THE  UNIVERSITY  OF  TEXAS 
HEALTH  SCIENCE  CENTER  AT  HOUSTON 

As  an  organization  accredited  for  continuing  medical  education. 

The  University  of  Texas  Health  Science  Center  at  Houston,  Division  of 
Continuing  Education,  designates  this  continuing  medical  activity  as  meeting  the  criteria 
for  17  hours  in  Category  I of  The  Physician’s  Recognition  Award  of  the 
American  Medical  Association. 

This  program  has  been  reviewed  and  is  acceptable  for  17  prescribed  hours 
by  the  American  Academy  of  Family  Physicians. 

Call:  24  hours  a day — 7 days  a week 
National 
1-800-332-8747 

In  Texas 

1 -800-392-4900-737 
or  Call  Collect 
214-593-9411 

Ask  tor  CODE  975-DL-B 


100 


2 1ST  ANNUAL  MEETING  AND  SCIENTIEIC  ASSEMBLY  OE  THE  AMERI 
CAN  SOCIETY  OE  CONTEMPORARY  MEDICINE  AND  SURGERY, 
Hollywood,  Ela,  March  9-13,  1986.  John  Bellows,  MD,  PhD,  Director, 

21 1 E Chicago  Ave,  Suite  1044,  Chicago,  IL  6061 1 

APRIL 

48TH  ANNUAL  MEETING  OF  THE  LOUISIANA-MISSISSIPPI 
OPHTHALMOLOGICAL  AND  OTOLARYNGOLOGICAL  SOCIETY, 
Biloxi,  Miss,  April  17-19,  1986.  Ben  David,  Jr,  LA-MS  Ophthalmological 
and  Otolaryngological  Society,  PO  Box  1 2314,  Jackson,  MS 
39236-2314 

67TH  ANNUAL  SCIENTIEIC  MEETING  OE  THE  AMERICAN  COLLEGE 
OE  PHYSICIANS,  San  Erancisco,  Calif,  April  10-13,  1986.  Carol  Trot- 
man,  American  College  of  Physicians,  4200  Pine  St,  Philadelphia,  PA 
19104  ( 1-800-523-1546) 

■ PLASTIC  SURGERY  SENIOR  RESIDENTS  CONEERENCE,  Houston, 
April  23-25,  1986.  Carol  Soroka  or  Lila  Lerner,  Office  of  Continuing 
Medical  Education,  Baylor  College  of  Medicine,  Texas  Medical  Center, 
Houston,  TX  77030 


FPTSIGIMIS 


We  are  announcing  opportunities  for 
you  to  serve  your  country  as  an  Air  Force 
Reserve  physician/officer.  You  can  make 
new  professionai  associations,  obtain 
CME  credit  and  heip  support  the  Air 
Force  mission.  For  those  who  qualify 
retirement  credit  can  be  obtained  as 
well  as  low  cost  life  insurance.  One 
weekend  a month  plus  two  weeks  a 
\ year  or  less  cah  bring  you  pride  and 
^ satisfaction  in  serving  your 

country. 


Call:  (512)  479-3245  or  (512)  385-1816  (Collect) 
Or  Fill  Out  Coupon  and  Mall  Todayl 
To:  Health  Profaaslont  Racruiting 
HO  10  AF/RSH 

Bergatrom  AFB,  TX  78743-6002 

Name 


Address  _ 
City 


.Zip. 


Phone. 


-Prior  Service?  Yes . 


Medical  Specialty. 


-Date  of  Birth . 


AIR  FORCE  RESERVE 


10-601-1174 


A GREAT  WAY  TO  SERVE 


Texas  Medici, 


When  your  patient  has  a special  problem, 
turn  to  the  specialists  at  Kelsey-Seybold  Clinic 


When  your  patients  require 
special  diagnostics  or  ther- 
apy, refer  them  to  Kelsey-Seybold 
Clinic  for  prompt  and  courteous 
attention.  . .at  our  main  clinic  in 
the  Texas  Medical  Center  or  at  any 
of  our  satellite  locations.  We  will 
return  satisfied  patients  to  you, 
along  with  timely,  complete 
reports.  To  make  arrangements 
for  this  service,  contact  our  Imme- 
diate Care  Clinic  nurse  at  797-1551 , 
X4456. 


MEDICAL  SPECIALTIES 

MEDICINE 

• Allergy  & Immunology 
Arthritis  & Rheumatic  Diseases 

;]  • Cardiology 
'J  • Endocrine  & Metabolic 
Diseases 

• Gastroenterology  & Endoscopy 

• General  Internal  Medicine 

• Hematology 

• Infectious  Diseases 

• Nuclear  Medicine 

• Oncology 

• Pulmonary  Diseases 
SURGERY 

• Cardiovascular 

• Endoscopy  & Colonoscopy 

• Gastrointestinal 

• General 

• Head  & Neck 

• Peripheral  Vascular 

• Oncologic 

• Orthopaedic 

• Thoracic 
DERMATOLOGY 
FAMILY  PRACTICE 
NEUROLOGY 
OBSTETRICS  & 

GYNECOLOGY 
OCCUPATIONAL  & 
PREVENTIVE  MEDICINE 
OPHTHALMOLOGY 
OPTOMETRY 


“Sometimes  two  heads  are  better  than  one.  ” 

OTOLARYNGOLOGY 

PATHOLOGY 

PEDIATRICS 

• Allergy 

• Gastroenterology 

• General  Pediatrics 
(Consultation) 

• Orthopaedics 

• Pedodontics 

• Psychology 

• Pulmonary  Diseases 

• Rheumatology 

PSYCHIATRY  & PSYCHOLOGY 
RADIOLOGY 
SPEECH  PATHOLOGY 
& AUDIOLOGY 
UROLOGY 

DENTISTRY  — adult  & children 


SPECIAL  FACILITIES 
& PATIENT  SERVICES 

Linares  Imaging  Center  — Total 
Body  Imaging:  CT  Scan,  Sono- 
graphy /Doppler 

Joe  & Jessie  Crump  Center  for 
Clinical  Cancer  Research  and  Edu- 
cation 

Joseph  & Madelyn  Vercellino  — 
Gastrointestinal  Cancer  Institute 
Audiology  Laboratory 
CAP  Accredited  Laboratory 
Cardiac  Rehabilitation  & Fitness 
Clinical  Neurophysiology 
• Electroencephalography 


• Electromyography 

• Evoked  Potentials 
Diagnostic  X-ray  Facilities 
Dietitian 

Electronystagmography 
Endoscopy  & Polypectomy 
FAA  Medical  Certificates 
Pilots  1st,  2nd,  3rd  class 
Home  Nursing  Care 
Industrial  Hygiene  Services 
Interpreting  (Language)  Depart- 
ment 

Mammography 
Nuclear  Cardiology 
Nuclear  Medicine  Laboratory 
Patient  Education 
Physical  Therapy 
Psychological  Testing 
Regional  Immunization  Center 
Speech  Pathology/Therapy 
Weight  Reduction  Program 


MAXICARE 

Kelsey-Seybold  is  the  Houston  area 
provider  for  MAXICARE,  one  of  the 
nation’s  fastest  growing  HMOs. 


OCCUPATIONAL/ 
AEROSPACE 
MEDICINE  SERVICES 

• Disability  Evaluation  Center 

• Medical  examinations:  pre- 
placement, job-related,  execu- 
tive, foreign  travel 

• FAA  Certification 

• Occupational  injury/illness 
treatment 

• Mass  screening  and  immuniza- 
tion programs 

• Health  education  and  fitness  pro- 
grams 

• Consultant  services  to  help  meet 
OSHA,  NIOSH,  EPA  regulations 

• Government  contract  experience 
— five  NASA  locations,  Navy  & 
Air  Force. 


-:z!sg-r* *r./rT:r£:'. 


^ .‘I:; 


Kelsey-Seybold  Clinic,  EA. 


K-S  MEDICAL  CENTER,  6624  Fannin,  Houston,  Texas  77030,  (713)  797-1551,  1-800-392-4286  . K-S  AIRPORT,  4775  Will  Clayton  Parkway, 
Houston,  Texas  77032,  (713)  443-2260  • K-S  COPPERFIELD,  7050  Lakeview  Haven  Drive,  Houston,  Texas  77095,  (713)  463-1204  • K-S 
CORNERSTONE,  4331  Brightwood,  Houston,  Texas  77068,  (713)  893-0835  . K-S  DOWNTOWN,  Two  Houston  Center,  Suite  P-310, 909  Fannin 
Street,  Houston,  Texas  77010,  (713)654-4401  • K-SHUMBLE,8484JeteroBoulevard,Hunible,  Texas  77338,  (713)446-4010  • K-S  PASADENA, 
3508  E.  Pasadena  Freeway,  Pasadena,  Texas  77503,  (713)  477-3401  • K-S  QUAIL  VALLEY,  2715  Cypress  Point,  Missouri  City,  Texas  77459, 
(713)  499-9617  . K-S  WEST,  1111  Augusta  Drive,  Houston,  Texas  77057,  (713)  780-1661  . K-S  THE  WOODLANDS,  2170  Buckthorn  Place, 
Suite  200,  The  Woodlands,  Texas  77380,  (713)  363-4085 

James  W.  Kemper,  MD  FACP  - Chairman,  Executive  Board,  Stanton  P.  Fischer,  MD  FACP  - Medical  Director 


scarr&WHiTE 


TEXAS  A&M  university! 
College  of  Medicine 


SKI  MEETING 


Clinical  Topics 
in 

INTERNAL  MEDICINE 

for  the 

Primary  Care  Physician 
MARCH  15-22,  1986 

Prospector  Square  Hotel 
Park  City,  Utah 

For  more  information  or  to  register  contact:  Office  of  Continuing 
Medical  Education,  Scott  and  White-101,  Temple,  Texas  76508,  (817)  774-2350. 


Timberlavm  F^chiatric  Hbspkal 

• 206  Inpatient  Beds  • Family  Assessment  Center 

• E)ay  Hospital  • Psychiatric  Residency  Program 

• Outpatient  Psychiatric  ) • Psychiatric  Evaluation  j 

Services  1 PO.  Box  11288  Dallas,  Texas  75223 

• Department  of  Child  and  Adolescent  , 214/381-7181  ’ - 

Psychiatry  Established  in  1917  i - 


MARCH  1986 


exas 


m 


edicine 


Cleft  palate  teams  in  Texas  ^ 

Recent  developments  in  childhood  immunizations 
Feature:  Hospital  transfer  rules  effective  April  1 

Update:  Osteosarcoma  in  chddren  and  adolescents 


Heritage  Series: 
Medicine  on  Texas 
pj^tations 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 


4105  Live  Oak  Street 


DALLAS,  TEXAS  -^5204 


Telephone  823-4151 


INTERNAL  MEDICINE 

Morrih  E Magers,  M D , D A B I.M 
Channing  Woods,  M D 

Richard  C Stone.  M D Gastroenterology  & Endoscopy 

Landon  VI  Stewart,  M D , I)  A B I M 

Cloyce  L.  Stetson,  Jr  , M I)  , D A B I M 

David  S.  Sowell,  III,  M D . D A B I M , Cardiology 

Dt)n  E.  (iheatum,  xM.D,.  D.A  B.I.M,,  and  D.A.B  Rhu. 

F A {;  P , F C.C.P , Rheumatology 
W Mark  Armstrong,  iM  D . D.A  B I M 
Sam  W Waters,  M D 
Steven  P Bowers,  M D , D A B 1 M 
Elizabeth  M Polanco,  M I)  , DAB  1 M 


RADIOLOGY 

joe  B,  Caldwell,  M D , D.A  B R 
James  B Evans,  M l)  , D A B R 

DERMATOLOGY 

William  N.  New,  M D.,  EA  A.D.,  EA  C H 
Constance  Shadwick,  M D , D A B D. 

OTOIARYNGOI.OGY  AND  OTOLOGIC  SLIRGERY 
D W Shuster,  M I)  . D A B O 

Cieorge  A Toledo,  M D , Head  and  Neck  Surgery,  Facial 
Plastic  and  Reconstructive  Surgery 


Robert  C.  Dinwiddle,  M.D.,  D A.B  I M 
Endocrinology  and  Diabetes 

George  T DeVaney,  M I)  , (.astroenterology  & Endoscopr 


OPHTHALMOLOGY 

James  M Copps,  M l)  , D A B O 
R Roy  Vi  hitaker,  M I)  , D A B O 


OB.STETRICS  AND  GYNECOLOGY 

John  B Miller,  III,  .M  D , DABOT.,  FACOG 
Vernie  1)  Bodden.  M I)  . 1)  A B ()(i  , F A COXi 
Graig  W Smith,  .MD 

PEDIATRICS 

Halcuit  .Moore,  M D , 1)  A B P . F A A P 
P E Luecke,Jr.  MD,  DA  BP,  FA  A P 
Peter  C Ray,  *M  1) 


DENTISTRY  AND  DENTAL  Sl'RGERY 
William  F Walton,  D 1)  S 
Cieorge  E Sanders,  1)  D.S 

ADMINISTRATION 

Alan  G Kennon,  Administrator 

Mrs  tionnic  S McNamire,  R N B S N.,  Associate  Admin 
istrator  of  Hospital  Operations  and  Personnel 


GENERAL  Sl'RCiERY 

George  P Fosmire,  M D , DAB  S , F A C,  S. 
Charles  W Coleman,  .M  I)  , D A B S. 

UROLOGY 

Harry  M Spence.  M I)  . 1)  ABU.,  F A C S 
W illiam  H Hoffman,  M D , D A B I , F A.C.  S. 
Richard  B Dulany,  M 1)  D A B. LI.,  F A (,.S 


INACTFV’E  STATl'S 

Adam  1)  tireen,  .M  I).,  Surgery 
John  B Bourland,  M l)  , D A B C)  Cl 


THE  UNIVERSI  FY 

health 

CENTER 


AT  TYLER 


Clinical  Services  and  Consultations 


Cardiovascular  Diagnosis  and  Surgery 
Home  Health  Care  Services 
Infectious  Disease 
Atypical  Mycobacteria,  Pneumonia 
& Related  Diseases,  Tuberculosis 
Oncology 
‘ Outpatient  Care 
' Pediatric  Respiratory  Disorders 
Allergy,  Asthma,  Cystic  Fibrosis 
Pneumonia,  Tuberculosis 


Pulmonary  (Adult) 

Emphysema  & Chronic  Bronchitis 
Occupational  Lung  Diseases 
Pulmonary  Physiology 
Pulmonary  Infiltrative  Disease 
Sleep-Related  Breathing  Disorders 
Pulmonary  Rehabilitation 
Undiagnosed  Pulmonary  Masses 
• Radiology  • Smoking  Cessation 
' Thoracic  Surgery 


A Referral  Center  for  Cardiopulmonary  Diseases 

Located  on  Highway  271  at  SH  155,  5 miles  north  of  Tyler.  Mailing  address: 
P.O.  Box  2003,  Tyler,  TX  75710.  For  information  and  referral  call:  1-800-442-8842 


EXCERPTS  FROM  A SYMPOSIUM 
'THE  TREATMENT  OF  SLEEP  DISORDERS”® 


ii. 


. . highly  effective 


ii 


for  both  sleep  induction  and 
sleep  maintenance  ff 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
apid. . . provides  sleep  with 
10  rebound  effect  to  agitate  the 
)atient  the  following 


Psychiatrist 

California 


••  . . appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines 


Psychiatrist 

California 


! After  1 5 years,  the  experts  still  concur  about  the 
continuing  value  of  Dolmone  (flurozepom  HCI/ 
Roche),  It  provides  sleep  that  satisfies  patients. . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 

DALMANE 

flurazepam  HCI/Roche  (E 

sleep  that  satisfies 

15-mg/30-mg 
capsules 


References:  1,  Kales  J,  etol.  Clin  Pharmacol  Ther  12  69]  - 
697  Jul-Aug  )971  2.  Kales  A,  et  al.  Clin  Pharmacol  Ther 
18:356-363,  Sep  1975,  3,  Kales  A,  e/al:  Clin  Pharmacol 
Ther  /9  576-583.  May  1976  4.  Kales  A,  etal.  Clin  Pharma- 
col Ther 32:78] -788,  Dec  1982.  5.  FrostJD Jr  DeLucchi 
MR:  J Am  Gerlatr  Sac  2 7: 54] -546,  Dec  1979  6.  Dement 
WC,  etal:  BehavMed,  pp  25-31,  Oct  1978  7.  Kales  A, 

Kales  JD:  J Clin  Psychopharmacol  3:]40-]50,  Apr  1983. 

8.  Tennant  FS,  et  at  Symposium  on  the  Treatment  of  Sleep 
Disorders,  Teleconference,  Oct  16,  1984  9.  Greenblaft  DJ, 
Allen  MD,  Shader  Rt  Clin  Pharmacol  Ther 21  355-361 
Mar  1977, 


flurazepam  HCI/Roche  (w 

Before  prescribing,  please  consult  complete  product 
Information,  a summary  of  which  follows: 

Indications:  Effective  In  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  tor 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g . operating 
machinery,  driving)  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  if  is  recom- 
mended that  the  dosage  be  limited  to  1 5 mg  to  reduce  risk  of 
oversedation,  dizziness,  contusion  ond/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lighfheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipafion,  Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  e g , 
excitement,  stimulation  and  hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect  AdultS- 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients. 
Elderly  or  debllitoled  patients.  1 5 mg  recommended  initially 
until  response  Is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam 


Roche  Products  Inc. 
Manafi,  Puerto  Rico  00701 


FOR  SLEEP 

After  more  than  1 5 years  of  use,  ifs  # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  tall  asleep  fast  and  stay 
asleep  till  morning.  And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety.^  ® As  always,  caution  patients  about 

driving  or  drinking  alcohol. 

Please  see  references  and  summary  of  product  information  on  reverse  side 
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flurazepam  HCI/Roche  (g 

sleep  that  satisfies 


Copyright  © 1985  by  Roche  Product|lnc.  All  rights  reserved. 
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Happy  Birthday,  Texas!  It  was  150 
years  ago  on  March  2,  1836,  that 
Texas  declared  her  independence 
from  Mexico.  One  of  the  signers  of 
the  declaration,  Charles  B.  Stewart, 
operated  a drug  store  before  the 
Revolution,  and  afterward  he 
practiced  medicine  at  Montgomery. 
Dr  Stewart  was  active  in  the 
government  of  the  new  Republic  of 
Texas,  but  his  most  visible  gift  to  us 

was  his  design  of  the  Lone  Star  Flag, 
adopted  by  the  Congress  of  the 

Republic  at  its  se.ssion  in  Houston  on 

Jan  25,  1839,  and  still  ours  to  di.splay 
as  the  proud  symbol  of  the  Lone  Star 

State. 

Texas  Medicine's  sesquicentennial 
gift  to  readers  is  the  Heritage  Series. 
Beginning  on  page  45,  this  month’s 
article  describes  medicine  on  Te.xas 
plantations. 

COMING 

NEXT  MONTH 

Scheduled  for  the  April  issue  of 
Texas  Medicine  are  articles  on  the 
severity  of  illness  as  a neglected 
factor  in  DRG  reimbursement  and 
cost  analysis,  oncogenes  and  cancer, 
paroxysmal  cold  hemoglobinuria, 
management  of  massive  lower 

gastrointestinal  hemorrhage 
secondary'  to  Campylobacter 
enterocolitis,  and  the  psycho.social 
aspects  of  childhood  cancer.  A look 
at  the  living  legacy  of  "Old  Red  " is 
included  as  part  of  the  Heritage 

Series. 

MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  D Immediate  D Long  term  D Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name  (Please  Pnm) 


Address 


City 


Specialty 


State  Zip 

( I 

^ ~ ~ Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 
2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


You've  chosen 

your 

profession. 

We  can  secure  it. 


American  Physicians  Life  Insurance  (API 
Life)  has  specialized  in  the  insurance 
needs  of  Texas  physicians  for  7 years. 

Because  our  company  is  owned  by  doc- 
tors, we  know  that  a physician's  life  and 
disability  coverage  needs  are  different 
than  those  of  other  professionals.  All  of 
our  products  are  designed  to  meet  those 
needs,  and  we  offer  them  at  highly  com- 
petitive rates. 


For  answers  to  your  questions  about: 

• Universal  Life  and  Annual  Renewable 
Term 

• Income  Replacement  and  Business  Over- 
head Expense 

• Deferred  Compensation  (Bonus  Alter- 
native for  the  Incorporated  Physician) 

call  Toll  Free  at  1-800-252-3628,  or  watch 
your  mail  for  more  information  arriving  in 
the  next  few  weeks. 


American  Physicians  Life  Insurance  Company  is  a subsidiary  of  American  Physicians 
Insurance  Exchange,  the  doctor-owned  liability  insurance  company  entering  its 
2nd  decade  of  service  to  Texas  physicians. 
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Editorials 


Emergency  services  to  survivors 
of  sexual  assault 

In  response  to  an  increased  awareness  of  the  medical,  legal, 
and  social  needs  of  victims  of  sexual  assault,  the  Texas  Medical 
Association’s  House  of  Delegates  passed  the  following  resolu- 
tion in  November  of  1984;  “Resolved,  that  the  Texas  Medical 
Association  support  the  concept  of  encouraging  all  general 
hospitals  in  Texas  to  provide  and  publicize  the  availability'  of 
full  emergency  services  to  survivors  of  sexual  assault,  includ- 
ing evidence  collection,  venereal  disease  and  pregnancy'  pre- 
vention treatment,  and  referral  to  available  social  services  and/ 
or  crisis  intervention  sources — unless  such  hospital  is  in  close 
geographic  proximity  to  another  facility  already  offering  this 
service.” 

Since  1982,  we  in  the  Longview  area  have  had  a rape  crisis 
intervention  program.  Like  many  other  communities,  we  have 
worked  hard  to  address  the  special  problems  that  arise  when 
solutions  involve  a multidisciplinary  approach.  Responsiveness 
to  the  immediate  needs  of  a victim  of  sexual  assault  must  inte- 
grate medical  staff,  hospital  staff,  law  enforcement,  and  com- 
munity resources  in  the  care  for  the  patient.  The  level  of  coop- 
eration and  communication  between  the  various  agencies 
must  be  very  high. 

Great  effort  must  be  made  to  treat  the  patienT s immediate 
medical  needs — physical  and  psychological  trauma — while 
documenting  findings,  preserving  evidence,  delineating  the 
chain  of  evidence,  and  offering  prophylaxis  against  disease  and 
pregnancy.  Aside  from  strictly  delivering  medical  care,  the  bur- 
den of  collecting  evidence  is  so  great  and  so  important  that  it 
is  advisable  that  hospital  and  medical  staffs  within  reasonable 
distances  (reasonable  being  determined  by  region  and  popula- 
tion densities)  cooperate  with  each  other  in  the  establishment 
of  sexual-assault  referral  centers  within  the  region. 

The  issue  of  designating  specific  hospitals  within  a particular 
area  remains  a sticky  point  in  some  places  that  have  otherwise 
fine  rape  crisis  intervention  programs.  Longview  is  a case  in 
point.  In  our  city,  we  have  two  hospitals  with  24-hour  emer- 
gency physician  coverage  that  actively  participate  in  the  inter- 
vention program.  Those  physicians  and  nursing  staffs  have  de- 
veloped protocols  which,  when  carefully  followed,  deliver  top 
medical  care  while  preserving  a legal  case.  The  law  enforce- 
ment agencies  in  this  city  and  county  cooperate  along  with  the 
hospitals  to  involve  volunteers  of  the  East  Texas  Association 
for  Abused  Families  who  are  trained  as  escorts  to  accompany 
the  victim  in  the  emergency  room,  at  law  enforcement  head- 
quarters and  counseling  agencies,  or  even  in  court.  The  rapid 
social  and  psychological  treatment  of  the  victim  through  the 
cooperative  effort  of  this  community  agency,  law  enforcement, 
and  hospital  staff  is  highly  commendable.  Without  formally 
designated  hospitals,  a potential  problem  is  that  treatment  of 
victims  in  some  neighboring  cities  may  be  inconsistent.  These 
victims  may  be  treated  in  outlying  community  hospitals;  they 
may  be  turned  away  from  community  hospitals,  thus  inflicting 
even  more  trauma  on  an  already  physically  and  emotionally 
traumatized  victim. 


I suggest  that  each  county  medical  society  in  Texas  desig- 
nate a task  force  which  includes  medical  staff  members  of  each 
hospital  in  the  county,  city  and  county  law  enforcement,  and 
community  service  representatives  to  formulate  a plan  desig- 
nating certain  treatment  centers  within  that  county.  Just  in  the 
past  year,  we  accomplished  a similar  joint  effort  in  addressing 
changes  required  in  the  implementation  of  the  new  mental 
health  code.  Success  in  that  realm  proves  to  me  that  such  a 
multidisciplinary  interface  can  work.  The  thrust  for  the  for- 
mulation of  such  task  forces  should  reasonably  come  from  the 
medical  community.  Dissemination  of  the  House  of  Delegates 
resolution  and  the  suggestions  made  in  this  editorial  can  be  ac- 
complished through  the  Texas  Medical  Association  Hospital 
Medical  Staff  Section  or  through  county  medical  societies. 
Once  the  centers  are  designated,  two  things  are  necessary  to 
best  help  the  patient: 

a.  Such  designation  should  be  made  known  to  law  enforce- 
ment officials  and  rape  crisis  volunteers  so  that  they  might  ac- 
company the  victim  to  an  appropriate  hospital  instead  of  being 
turned  away  from  hospitals  not  prepared  to  receive  them. 

b.  Private  physicians  and/or  emergency  room  physicians 
should  adhere  strictly  to  proven  protocols  for  the  collection 
and  preservation  of  evidence  necessary  to  prosecute  in  court  il 
the  patient  so  chooses  at  a later  date. 

Addressing  the  issue  of  adequate  and  speedy  care  of  victims 
of  sexual  assault  gives  the  medical  profession  a chance  to  dem- 
onstrate leadership  to  the  community  as  a whole  for  what  is 
truly  a societal  problem  caused  by  perhaps  the  most  mis- 
understood crime  of  violence — rape. 

DARLENE  W.  MCLAUGHLIN,  MD 

Delegate,  TMA  Hospital  Medical  Staff  Section,  717  N Fourth  St,  Longview,  TX 
75601 


The  doping  of  athletes 

At  an  annual  sports  medicine  conference  held  at  The  Univer- 
sity of  Texas  Medical  Branch,  I attended  a discussion  of  drug 
use  in  young  athletes.  I learned  to  my  dismay  that  at  least  one 
coach  attending  the  conference  did  not  know  that  some  drugs 
are  bad  for  youth,  and  wished  he  had  someone  to  discuss  the 
hazards  with  his  players. 

I couldn’t  believe  my  ears.  Surely  the  team  has  a physician. 

In  the  unlikely  event  that  it  does  not  have  one,  there  must  be 
local  physicians  who  could  be  consulted,  or  a request  for  infor- 1 
mation  could  be  made  to  the  regional  education  center.  But 
even  if  ignorance  is  no  excuse,  I am  very  concerned  that  any  i 
coach  in  our  state  is  unable  to  deal  with  “doping.”  The  drugs 
in  use  among  Texas  athletes  include  not  only  the  usual  street 
drugs,  such  as  marijuana,  “speed,”  cocaine,  etc,  but  anabolic  j 
steroids,  sodium  bicarbonate,  growth  hormone,  blood  transfu-  i 
sions,  and  a multitude  of  other  quasi-medical  treatments. 

I am  deeply  distressed  by  the  possibility  that  young  atliletes,  i 
some  not  yet  fully  grown  or  physically  developed,  are  being 
exposed  to  potent  drugs  in  the  name  of  more  glorious  athletic  i 
achievement,  with  the  assistance  of  possibly  well  meaning,  but 

Texas  Mediciru. 


dangerously  misinformed  physicians,  coaches,  trainers,  parents, 
ind  colleagues. 

All  “treatments”  which  are  being  used  to  enhance  athletic 
performance  have  potential  side  effects,  even  if  they  are  ap- 
plied to  “correct  a physiologic  disturbance,”  as  in  the  case  of 
sodium  bicarbonate.  During  exercise,  the  body  increases  its 
icid  production  to  slow  us  down  and  prevent  overexertion. 

Use  of  sodium  bicarbonate  to  speed  up  recovery  or  slow  down 
acid  accumulation  or  buffer  it  by  creating  a preexercise  al- 
kalemia  blocks  a normal,  protective,  physiologic  response.  This 
land  of  tampering  with  nature  is  never  free  of  risk.  A similar 
use  of  sodium  bicarbonate  in  premature  infants  with  acidemia 
at  a major  medical  center  resulted  in  the  unnecessary  deaths  of 
preemies  because  of  the  way  the  drug  was  administered. 

Use  of  a growth  hormone  also  poses  risks.  Until  recently,  hu- 
man growth  hormone  treatment  was  considered  to  be  abso- 
lutely safe.  It  has  now  been  reported  that  some  individuals 
svith  short  stature  due  to  deficiency  of  growth  hormone  who 
svere  treated  1 0 to  20  years  ago  with  human  growth  hormone, 
tiave  died  of  Jakob  Cruetzfeld  disease — a fatal  brain  degenera- 
tion secondary  to  infection  with  a slow  virus.  Some  atWetes 
have  been  treated  with  human  growth  hormone,  ostensibly  to 
improve  their  performance.  Will  they,  too,  die  in  20  years? 

These  are  only  two  examples  out  of  many  which  could  be 
cited.  The  bottom  line  is  that  no  medication  should  be  given 
to  athletes  under  any  circumstances,  unless  there  is  a clear 
medical  indication  for  its  use  ( ie,  insulin  or  glucose  for  diabe- 
tes, steroids,  or  cromolyn  for  asthmatics,  etc ).  Physicians  cur- 
rently supplying  performance-enhancing  drugs  to  athletes 
must  reconsider  this  practice.  Physicians  also  need  to  reach 
Dut  to  all  coaches  in  their  communities  and  inform  them  and 
Jie  students  and  their  parents  about  the  potential  hazards  of 
‘doping”  athletes.  We  should  make  a major  effort  to  end  this 
practice. 

IORDAN  W.  FINKELSTEIN,  MD,  MSC 

Professor  of  Pediatrics,  Associate  Professor  of  Psycliiatry  and  Behavioral  Science, 
director  of  Adolescent  Health  Services,  Department  of  Pediatrics,  The  University 
tf  Texas  Medical  Branch,  Galveston,  TX  77550. 


Bringing  Health 

Professionals  the 
Finest  Resources 


;|  Malignant  Tumors 

I of  ChiWhna® 


Care 

The  Injured  Child 


pediatric  Surgery 


The  Robert  E.  Gross  i 
Lectureship  Series  from ' 
the  University  of  Texas 
Health  Science  Center 


These  books,  published  by  the  University  of  Texas 
Press,  present  outstanding  papers  by  leading  practi- 
tioners. The  books  are  valuable  references  for  family 
practitioners,  pediatricians,  surgeons,  and  allied  health 
professionals  and  have  an  important  place  in  the  col- 
lections of  all  medical  libraries. 

Books  in  the  series  are  edited  by  Dr.  Benjy  Frances 
Brooks,  professor  of  pediatric  surgery  at  the  University 
of  Texas  Medical  School  in  Houston,  who  has  been  a 
practicing  pediatric  surgeon  and  teacher  for  more  than 
thirty  years. 

Forthcoming 

Malignant  Tumors  of  Childhood 

288  pages,  64  photographs,  20  line  drawings,  32  tables 
$35.00  hardcover  ISBN  0-292-75082-X 

Now  available 

The  Injured  Child 

241  pages,  19  photographs,  17  line  drawings,  25  tables 
$35.00  hardcover  ISBN  0-292-73835-8 

Controversies  in  Pediatric  Surgery 

256  pages,  40  photographs,  34  line  drawings,  22  tables 
$35.00  hardcover  ISBN  0-292-71084-4 

In  Texas,  call  toll-free  7-800-252-3206  during  business 
hours  to  place  your  credit  card  order. 

Free  shipping  on  prepaid  orders 

Write  for  a free  catalog  of  recent  medical  books 


University  of  Texas  Press 

” Box  7819  Austin,  Texas  78713-7819 
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Cut  Collection 
Costs 


Increase 
Collection  Rate 


MEDICAL  BILLING  SYSTEM 

The  primary  objectives  of  a medical  billing  of- 
fice are  to  increase  the  percentage  of  collec- 
tions while  decreasing  office  costs.  To 
achieve  this,  bills  must  be  sent  quickly  and 
accurately  without  repetitive  effort.  Medical 
Billing  System,  M B S,  is  the  newest  sys- 
tem specifically  designed  to  address  and 
solve  billing  office  problems.  This  system  Is 
capable  of  running  on  the  IBM  AT,  and  com- 
patible computers. 

MBS  INCREASES  COLLECTION  TURN 
AROUND  TIME  by  allowing  electronic  collec- 
tions to  be  sent  directly  to  insurance  car- 
riers, Medicare,  Medicaid,  and  Blue 
Cross/Blue  Shield. 

MBS  IMPROVES  OFFICE  MANAGE- 
MENT by  providing  up-to-date  accounting, 
statistical,  and  diagnostic  reports. 

MBS  IMPROVES  BILL  PROCESSING  by 
automatically  producing  statements  or  claims 
as  your  accounts  age. 

MBS  DECREASES  OFFICE  LABOR  by 
eliminating  redundant  office  tasks. 


D S T Inc.™  provides  the  complete  solution 
for  your  particular  billing  office  requirements 
by  designing  and  manufacturing  computer 
systems  specifically  for  the  medical  profes- 
sion. We  are  ready  to  supply  you  with  soft- 
ware, hardware,  training,  and  service  before 
and  after  your  system  is  installed. 

For  more  Information,  or  a FREE 
demonstration  call  collect. 

512  327-6433 


Special  package  for  Radiologists  and  General  Physicians. 


A selection  from 


1.  Adler.  The  Practice  and  Theory  of  Individual  Psychology.  1924. 

1st  Amer.  ed.  $75.00 

2.  Baron.  The  Life  of  Edward  Jenner,  M.D.  2 vol . 1838.  1st  ed . $150.00 

3.  Brothwell,  ed.  Diseases  in  Antiquity.  1967.  1st  ed.  $90.00 

4.  Chelius.  A System  of  Surgery.  3 vol.  1847.  1st  Amer.  ed.  $125.00 

5.  Cheyne.  Lister  and  His  Achievement.  1925.  1st  ed.  $65.00 

6.  Cushing.  The  Life  of  Sir  William  Osier.  1925.  $200.00 

7.  Freud.  A General  Introduction  to  Psychoanalysis.  1920.  $80.00 

8.  Freud.  Totem  and  Taboo.  1919.  $95.00 

9.  Friedenwald.  The  Jews  and  Medicine.  2 vol.  1944.  $150.00 

10.  Keynes,  ed.  The  Apologie  and  Treatise  of  Ambroise  Pare.  1952.  $60.00 

11.  Pagel.  Paracelsus.  1958.  $40.00 

12.  Schachner.  Ephraim  McDowell.  "Father  of  Ovariotomy  ...”  1921.  $65.00 

13.  Sigerist.  Civilization  and  Disease.  1943.  $35.00 

14.  Sinclair.  Semmelweis;  His  Life  and  His  Doctrine  ...  1909.  $100.00 

15.  Walsh.  The  Popes  and  Science.  4th  (Notre  Dame)  ed.,  enlg.  $90.00 


Lim'ted  catalogue  publication.  Summer  1986.  Send  .$2.00. 


Family  Practitioners 

Affiliated  Hospital  Systems  (AHS),  a net- 
work of  community-owned  hospitals,  would 
like  to  identify  family  practitioners  wishing  to 
establish  a practice  in  a comfortable,  rural- 
community  setting.  Opportunities  are  available 
in  over  30  hospitals,  ranging  in  size  from  24-150 
beds,  and  in  locations  from  the  Gulf  Coast  to 
the  Texas  Panhandle. 

AHS  is  an  operating  unit  of  the  Hermann 
Hospital  Estate.  AHS  and  Hermann  Hospital  are 
located  in  the  Texas  Medical  Center.  Hermann 
Hospital  serves  as  the  primary  teaching  hospital 
for  the  University  of  Texas  Medical  School  at 
Houston.  These  institutions  are  valuable  techni- 
cal and  clinical  resources  for  all  AHS  member 
hospitals. 

Move  your  career  to  the  location  of  your 
choice  in  a progressive  medical  network.  Direct 
inquiries  to  the  Medical  Staff  Coordinator, 
Affiliated  Hospital  Systems,  1203  Ross  Sterling 
Avenue,  Houston,  Texas  77030.  Or  call  (713) 
797-2010  collect. 

AFFILIATED  HOSPITAL 
SYSTEMS 

1203  Ross  Sterling  Avenue 
Houston,  Texas  77030 

We  are  an  equal  opportunity  employer,  m/f/h. 
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Annual  session  salutes 
Texas  sesquicentennial 

Texas  Medical  Association’s  1 1 9th  Annual 
Session,  May  7-11,  1986,  in  Dallas,  will 
salute  the  state’s  sesquicentennial  with 
presentations  about  the  history'  of 
medicine. 

Distinguished  medical  historian 
Chester  R.  Burns,  MD,  Galveston,  will  tell 
the  association’s  Fifty  Year  Club  about 
“Pains,  Pills,  Preventatives,  Professionals: 
A Glimpse  of  Galveston’s  Medical  Past, 
1836-1985.” 

Scientific  sections  will  offer  the  histo- 
ries of  some  of  the  medical  specialties: 
burn  care,  family  medicine,  psychiatry, 
otolaryngology,  oncology,  and  physical 
medicine.  The  Texas  Society  of  Anesthe- 
siologists also  will  offer  a historical 
presentation. 

On  Friday,  May  9,  Donald  D.  Bode, 
MD,  San  Antonio,  will  discuss  “Ferdinand 
Herff,  Surgeon  ( 1820- 1912)”  during  the 
program  sponsored  by  the  Section  on 
Ophthalmology. 

In  a related  activity,  a physician  ex- 
change will  recognize  the  concurrent 
sesquicentennials  of  South  Australia  and 
Texas.  D.  Clifford  Burross,  MD,  president 
of  TMA,  and  J.  Forrest  Fitch,  MD,  chair- 
man of  TMA’s  Council  on  Annual  Session 
and  Scientific  Programming,  have  ex- 
tended an  official  invitation  for  members 
of  the  South  Australia  Post  Graduate 
Medical  Association  to  attend  the  session 
without  registration  charge. 

For  further  information,  see  the  annual 
session  advertisement  in  this  issue,  or 
contact  Dale  Willimack,  TMA,  1801  N 
Lamar  Blvd,  Austin,  TX  78701,  phone 
(512)477-6704. 


TMA,  THA  join  forces 
to  help  hospitals  win  disputes 

Texas  Medical  Association  and  the  Texas 
Hospital  Association  are  joining  forces  to 
help  hospitals  that  dispute  the  findings  of 
accrediting  agencies. 

TMA’s  Council  on  Health  Facilities  pro- 
posed the  project  in  response  to  the 
concerns  of  small  and  rural  hospital  ad- 
ministrators and  physicians,  who  say  that 
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surveyors’  reported  deficiencies  deserve 
further  clarification  and  justification. 

TMA  President  D.  Clifford  Burross, 

MD,  Wichita  Falls,  and  THA  Board  of 
Trustees  Chairman  Scott  D.  Evans, 
FACHE,  announced  the  service  in  a letter 
to  THA’s  member  institutions.  The  an- 
nouncement noted,  “It  is  our  intent, 
through  this  joint  effort,  to  achieve  a 
more  rational  and  meaningful  survey  ac- 
tivity, and  to  pursue  and  support  changes 
in  standards,  guidelines,  and  regulations, 
if  and  where  it  is  appropriate.” 

TMA  and  THA  invite  hospitals  that 
have  received  significant  deficiencies 
through  Medicare  and  the  Joint  Commis- 
sion on  Accreditation  of  Hospitals  to  sub- 
mit for  review  documentation  that 
disproves  the  adjudged  deficiencies.  If 
the  disputes  appear  to  be  legitimate,  rep- 
resentatives of  the  associations  will  ap- 
pear before  or  contact  the  surveying 
agency  on  behalf  of  each  hospital. 


Article  on  passive  smoking  wins 
Award  of  Excellence 

The  Editorial  Committee  for  Texas  Medi- 
cine has  selected  a scientific  article  about 
passive  smoking  to  receive  the  1985 
Award  of  Excellence  for  Meritorious  Sci- 
entific Writing. 

Houstonians  Linda  D.  Taylor,  MD;  S. 
Donald  Greenberg,  MD;  and  Patricia  A. 
Buffler,  PhD,  wrote  the  article,  titled, 
“Health  effects  of  indoor  passive  smok- 
ing.” It  appeared  in  the  May  1985  issue  of 
Texas  Medicine.  The  authors  conclude 
that  “Exposure  to  secondhand  cigarette 
smoke  has  been  shown  to  affect  not  only 
persons  with  existing  heart  or  lung  dis- 
ease but  also  the  normal  healthy  person.” 

Editorial  Committee  members  selected 
the  winner  from  a field  of  six  recipients 
of  the  Harriet  Cunningham  Citation  for 
Meritorious  Scientific  Writing.  The 
award,  named  in  memory  of  a longtime 
managing  editor  of  Texas  Medicine,  rec- 
ognizes articles  of  exceptional  scientific 
quality  published  in  the  journal.  In  addi- 
tion to  “Health  effects  of  indoor  passive 
smoking,”  the  following  articles  received 
citations: 

— “A  questionnaire  for  identifying  the 
pregnant  patient  in  need  of  prenatal  diag- 
nosis” by  Robert  S.  Young,  PhD,  and 
Charleen  M.  Moore,  PhD, 

— “Management  of  end-stage  renal  dis- 


ease by  transplantation:  the  use  and  lim- 
itations of  cyclosporine”  by  Barr>'  D. 
Kahan,  MD,  PhD;  Charles  T.  Van  Buren, 
MD;  Edward  J.  Weinman,  MD;  Carl  M. 
Sandler,  MD;  Anne-Marie  Maddox,  MD; 
and  Gage  Van  Horn,  MD, 

— “Suicide  by  adolescents”  by  John  G. 
Looney,  MD;  David  G.  Oldham,  MD; 
Lawrence  Claman,  MD;  Frank  E.  Crumley, 
MD;  and  David  A.  Waller,  MD, 

— “Malignant  hyperthermia:  successful 
management  of  a probable  case”  by  Jan- 
Peter  Jantzen,  MD,  PhD;  G.  H.  Hackett, 
MD;  William  Ellermeyer,  MD;  and  A.  H. 
Giesecke,  MD,  and 

— “Tuberculosis — still  a major  prob- 
lem” by  Jo  Ellen  Schweinle,  MD. 

Citations  carry  a $100  cash  award,  and 
the  Award  of  Excellence  brings  the  win- 
ner $500. 

Richard  D.  Cunningham,  MD,  Temple, 
chairs  the  Editorial  Committee  for  Texas 
Medicine.  Other  committee  members 
are:  L.  Max  Buja,  MD,  Dallas;  Peter  C. 
Canizaro,  MD,  and  Don  E.  Flinn,  MD,  Lub- 
bock; William  J.  deGroot,  MD,  L.  Charles 
Powell,  Jr,  MD,  Luther  B.  Travis,  MD,  and 
Paul  R.  Young,  MD,  Galveston;  Marv  in 
Forland,  MD,  John  A.  Mangos,  MD,  Irving 
A.  Ratner,  MD,  and  Frank  M.  Townsend, 
MD,  San  Antonio;  Glen  E.  Journeay,  MD, 
Austin;  and  Irwin  Krakoff,  MD,  Kenneth  L. 
Mattox,  MD,  and  David  A.  Swanson,  MD, 
Houston. 


Library  offers  videotapes 
on  radiation  emergencies 

Texas  Medical  Association’s  Memorial  Li- 
brary’ has  two  videotape  programs  about 
radiation  emergencies  available  for  loan 
at  no  charge  to  TMA  members. 

Prepared  by  the  Oak  Ridge  Associated 
Universities,  each  25-minute  half-inch 
VHS  videotape  cassette  is  accompanied 
by  a comprehensive  study  guide.  The 
tapes  are  entitled,  “Pre-hospital  Manage- 
ment of  Radiation  Accidents”  and  “Hospi 
tal  Emergency  Department  Management 
of  Radiation  Accidents.” 

The  library  obtained  the  videotapes 
after  the  House  of  Delegates  approved 
their  purchase,  as  recommended  by  the 
association’s  Committee  on  Nuclear 
Medicine.  The  committee’s  report  noted, 
“ . . . many  hospitals  do  not  have  current 
techniques  for  handling  patients  with 
radioactive  contamination  injuries.  With 
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the  increased  use  of  radioactive  materials 
in  industry  and  medicine  and  the  devel- 
opment of  nuclear  power  in  Texas,  up-to- 
date  guidelines  for  management  of  these 
patients  are  needed.” 

TMA  members  outside  of  Austin  may 
check  out  the  tapes  for  three  weeks;  Aus- 
tin members  may  borrow  the  tapes  for 
three  days.  Nonmembers  may  borrow 
the  tapes  for  a handling  fee  of  S 1 5 each. 
For  further  information,  contact  the 
TMA  Memorial  Library,  Audiovisual  Coor- 
dinator, 1801  N Lamar  Blvd,  Austin,  TX 
78701,  phone  (512)477-6704,  ext  195. 


HEALTH  UNE 


TDH  issues  guidelines 
on  blood  pressure  devices 

The  Texas  Department  of  Health  ( TDH ) 
has  issued  an  update  of  the  National  High 
Blood  Pressure  Education  Program  1980 
Coordinating  Committee  Statement  on 
Blood  Pressure  Measurement  Devices 
Used  By  Consumers.  In  Texas  Prevent- 
able Disease  News  {T>ec  14,1985),  the 
TDH  reported  that  new  information  re- 
lating to  the  use  and  accuracy  of  blood 
pressure  measurement  devices  is  avail- 
able. In  addition,  sales  and  use  of  self- 
measurement equipment,  including 
home  blood  pressure  devices  and  auto- 
mated machines,  have  increased  due  to 
heightened  awareness  and  improved 


“The  supply  of  government  forms  far  exceeds 
the  demand.” 


technology.  The  report  notes  that  health 
professionals  are  more  interested  in  am- 
bulatory blood  pressure  monitoring 
systems  and  the  appropriateness  of 
their  use. 

The  updated  statement  published  by 
the  TDH  and  excerpted  from  the  Report 
of  the  National  High  Blood  Pressure  Edu- 
cation Program  Coordinating  Committee 
addresses  the  use  and  accuracy  of  three 
types  of  blood  pressure  measurement 
equipment;  portable  home  devices,  sta- 
tionary automated  machines,  and  non- 
invasive  ambulatory  monitors.  Benefits 
and  concerns  relating  to  each  type  of 
equipment  are  discussed.  The  statement 
contains  information  for  the  general  pub- 
lic, the  patient  with  hypertension,  and 
the  health  professional. 

For  more  information  on  the  revised 
statement,  contact  the  Texas  Department 
of  Health,  Bureau  of  Epidemiology,  1100 
W 49th  St,  Austin,  TX  78756-3180; 
phone  (512)458-7207. 

Heart  disease  deaths 
decline  in  Texas 

Deaths  from  heart  disease  in  1984  ac- 
counted for  44%  of  deaths  in  Texas,  ac- 
cording to  the  American  Heart  Associa- 
tion, Texas  Affiliate.  During  the  past  30 
years,  the  percent  of  all  deaths  attributa- 
ble to  heart  disease  slowly  rose,  peaked 
in  the  early  1960s,  and  then  slowly  fell 
again  to  its  current  new  low. 

The  American  Heart  Association  re- 
ports that  51,329  people  died  of  heart 
and  blood  vessel  diseases  in  1984.  Of 
those  deaths,  diseases  of  the  heart  ac- 
counted for  39,782  deaths;  hypertension 
caused  346  deaths;  cerebrovascular  dis- 
ease caused  8,974  deaths;  and  athero- 
sclerosis, 1,164  deaths.  Other  diseases  of 
the  arteries,  arterioles,  and  capillaries 
caused  1,063  deaths. 

The  AHA  credits  the  decline  in  deaths 
from  heart  disease  to  improvement  in 
lifestyle  and  related  cardiovascular  risk 
factor  levels,  increased  efforts  in  preven- 
tion, and  innovations  in  diagnosis  and 
treatment.  However,  reports  the  associa- 
tion, it  is  not  possible  to  determine 
whether  the  declines  in  heart  death  re- 
flect a reduction  in  the  frequency  of  at- 
tacks, an  improvement  in  life  expectancy 
after  an  attack,  or  both. 

Heart  disease  affected  more  than  44 


million  people  in  the  US  during  1985  and 
is  expected  to  cost  the  economy  more 
than  $72  billion  this  year. 


SOCIOECONOMICS 


Physicians  have  competed 
‘since  day  one’ 

Competition  among  physicians  is  nothing 
new,  according  to  the  chairman  of  Texas 
Medical  Association’s  Committee  on 
Manpower. 

Chairman  William  F.  Ross,  MD,  Dallas, 
was  responding  to  a prediction  from  the 
nation’s  best-known  trend  analyst,  John 
Naisbitt.  In  his  newest  book.  The  Year 
Ahead  1986,  Naisbitt  predicts  that  a 
“market  glut”  of  doctors  and  lawy  ers  will 
create  unprecedented  competition  for 
patients  and  clients  during  the  year.  Dr 
Ross  said,  “Competition  is  not  a new 
word.  There’s  been  competition  in  medi- 
cine since  day  one.  There’s  competition 
in  terms  of  the  quality  of  medical  care. 

“I’m  not  worried  about  competition 
because  the  cream  always  rises  to  the 
top,”  he  added.  “The  public  has  become 
more  astute,  and  they  won’t  let  doctors 
and  hospitals  lose  sight  of  their  mis- 
sion— to  take  care  of  the  people  in  the 
community.” 

According  to  Naisbitt,  there  were 
70,000  more  physicians  than  needed  in 
1984.  He  predicts  that  the  surplus  will 
reach  145,000  by  the  year  2000.  “A  dec- 
ade of  consumer  activism  has  created  a 
market  in  which  quality  is  paramount,  ac- 
countability is  enforced,  and  educated 
consumers  shop  for  the  most  cost- 
effective  service,”  He  also  notes  “a  sharp 
drop  in  income  levels  for  first-year 
professionals.” 

Dr  Ross  agreed  that  there  may  be  too 
many  physicians,  but  added,  “We  haven’t 
looked  at  the  data  to  see  what  kind  of 
physicians  and  where.  There  are  short- 
ages in  areas  where  physicians  have 
grown  older  and  retired.  At  the  same 
time,  some  popular  specialties  are  over- 
loaded— there  are  organ  transplant  teams 
on  every  corner.” 
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Order  Cassette  Tapes  Today! 


Confronting 
the  Forces 
of  Change 


Tape  1 

Remarks  of  the  President— 

D.  Clifford  Burross,  MD 
Coping  With  Competition— 

John  J.  Coury,  Jr.,  MD 
Current  Federal  Legislative  and  Reg- 
ulatory Forces  for  Change  in  the  Prac- 
tice of  Medicine — William  R.  Felts,  MD 


Texas  Medical  Association 
1 986  Winter  Conference 

February  8 Austin 


Tape  4 

Breakout  Session  1 /Medicare  and 
Medicaid 

Medicare  Audits,  Coding,  Freezes  and 
Profiles — Harold  Whittington 

PRO:  Cost  Containment  or  Quality  As- 
sessment?— 

Marshall  K.  Dougherty,  MD 


Tape  2 

Professional  Liability,  Tort  Reform  and 
Risk  Management — Louis  R.  Zako,  MD 
Marketing  and  Management  Tips  for 
Your  Practice — Jeffrey  J.  Denning 


Tape  3 

Panel/Professional  Liability  and  Civil 
Justice  Reform 

The  Liability  Issue — Physician  Per- 
spectives— Bernard  W.  Palmer,  MD 

The  Texas  Civil  Justice  League — 
Jerry  Nub  Donaldson,  JD 

Legislative  Tort  Reform — A Look  Back 
and  a Look  Ahead — 

Hon.  Ray  Farabee 

The  1986  State  Elections— 

George  Shipley 


Tape  5 

Breakout  Session  2/Confronting  the 
Competitive  Changes  in  Your  Practice 

Making  Your  Practice  More  Efficient 
and  Attractive  to  Patients — 

Jeffrey  J.  Denning 

Philosophy  of  a Patient-Centered  Prac- 
tice— Matthew/  Steinberg,  DDS 

Marketing  and  Public  Relations  in  a 
Group  Practice — Margaret  Morton 


Tape  Order  Form 

Confronting  the  Forces  of  Change  1986  Winter  Conference 


Individual  cassette  tapes  are  $7.95  each,  plus  6V8%  sales  tax 

□ Tape  1 □ Tape  2 □ Tape  3 

□ Tape  4 □ Tape  5 

Cost 

Sales  tax 

Total 

□ Paid  DBill  □ Mail 


Name  _ 

Address 

City - Zip 

For  additional  information,  contact  TMA  Communication  De- 
partment, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701; 
512/477-6704 
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HCFA  announces  plans 
to  tell  patients  their  rights 

The  Health  Care  Finance  Administration 
(HCFA)  has  announced  plans  to  notify 
Medicare  beneficiaries  of  their  rights,  in- 
cluding the  right  to  appeal  adverse  dis- 
charge decisions.  Texas  Medical  Associa- 
tion’s Council  on  Socioeconomics  will  be 
studying  the  document. 

HCFA’s  decision  was  prompted  by  con- 
cerns that  some  patients  are  being  dis- 
charged prematurely  due  to  hospital  cost 
considerations  stemming  from  the  Diag- 
nosis Related  Group  (DRG)  reimburse- 
ment system,  according  to  the  American 
Medical  Association. 

An  AMA  Fednet  message  dated  Jan  19, 
1986,  notes  that  the  draft  HCFA  state- 
ment advises  patients  to  discuss  ques- 
tions about  the  propriety  of  a scheduled 
discharge  date  with  the  physician  who  is 
responsible  for  their  care. 

The  draft  also  informs  patients  that 
they  may  appeal  to  the  appropriate  pro- 
fessional review  organization  for  review 
of  hospital  discharge  decisions.  The  AMA 
and  the  American  Association  of  Retired 
( Persons  have  supported  Congressional 
I efforts  to  inform  Medicare  patients  of 
their  rights  and  the  appeals  procedures 
they  may  follow. 

TMA’s  Council  on  Socioeconomics  will 
review  the  document  when  it  is  available. 

1 Council  Chairman  Grover  L.  Bynum,  Jr, 

I MD,  Austin,  observed,  “If  it  helps  patients 
understand  the  doctor’s  dilemma  in  deal- 
I ing  with  DRGs,  it  could  be  beneficial.  I’m 
i certain  that  we’ll  take  a detailed  look 
1 at  it.” 


Governor  White  to  speak 
at  ‘Old  Red’  dedication  in  April 

Texas  Gov  Mark  White  will  be  the  prin- 
cipal speaker  at  the  Dedication  of  the 
Restoration  of  the  Ashbel  Smith  Building 
Thursday,  April  10,  1986,  in  Galveston. 

Nicknamed  “Old  Red,”  the  building  is 
the  oldest  existing  medical  school  build- 
ing  west  of  the  Mississippi  River,  and  one 
of  only  three  existing  medical  school 
jbuildings  in  the  United  States  to  have 
housed  an  entire  medical  school.  It  is 
listed  on  the  National  Register  of  Historic 
Places  and  is  marked  by  the  Texas  Histor- 
ical Commission.  It  derives  its  name  from 

its  construction  materials;  red  pressed 
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brick  from  Cedar  Bayou,  red  Texas  gra- 
nite and  red  sandstone  for  columns, 
hoods  of  arches,  and  other  decorations. 

The  dedication  ceremony  culminates  a 
two-year  restoration  effort,  which  cost 
S6  million.  Private  gifts,  foundation  dona- 
tions, and  state  funds  supported  the 
work.  The  Task  Force  for  the  Preserva- 
tion and  Restoration  of  Old  Red,  whose 
membership  included  five  physicians, 
helped  raise  the  funds.  TMA  members 
who  served  on  the  the  task  force  execu- 
tive committee  included  William  C. 

Levin,  MD,  and  the  late  Truman  G. 
Blocker,  Jr,  MD,  Galveston;  Denton 
Cooley,  MD,  Houston;  Jesse  B.  Heath, 

MD,  Madisonville,  Tex;  and  Courtney 
Townsend,  Sr,  MD,  Paris,  Tex. 

The  April  issue  of  Texas  Medicine  will 
include  an  article  about  the  history  of  the 
building,  “Old  Red:  a legacy  lives  on.”  It  is 
part  of  the  journal’s  Heritage  Series  com- 
memorating the  Texas  Sesquicentennial. 

CPT  1986  edition  available 
from  AMA 

The  1986  edition  of  Physician  ’s  Current 
Procedural  Terminology,  Fourth  Edition, 
(CPT -IV)  is  available  from  the  American 
Medical  Association. 

Since  July  1985,  the  volume  has  been 


the  basis  for  coding  Medicare  and  Medic- 
aid claims.  The  AMA  first  published  Cur- 
rent Procedural  Terminology  in  1966 
“.  . . to  provide  a uniform  language  that 
will  accurately  designate  medical,  sur- 
gical, and  diagnostic  services,  and  . . . 
provide  an  effective  means  for  reliable 
nationwide  communication  among  physi- 
cians, patients,  and  third  parties.” 

To  order  the  book,  mail  a check  pay- 
able to  the  AMA  in  the  amount  of  827  for 
AMA  members  or  $30  for  all  others  to: 
American  Medical  Association — OP 
341/6,  PO  Box  10946,  Chicago,  IL 
60610—0946.  Allow  a minimum  of  four 
to  six  weeks  for  delivery. 


CAPITAL  COMMENTS 


TMA  representatives  oppose 
proposed  rules  for  PPOs 

Key  officers  and  members  of  Texas  Medi- 
cal Association’s  Task  Force  on  Preferred 
Provider  Organizations  represented  the 
association  during  a Texas  State  Board  of 
Insurance  hearing  on  PPOs. 

TMA  President  D.  Clifford  Burross, 

MD,  and  Council  on  Legislation  Chair- 


Following  its  renovation,  "Old  Red, " a historic  Medical  Branch.  Galveston,  will  be  dedicated  in 

building  on  the  campus  of  The  University  of  Texas  April. 
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driver’s  license  for  refusal  to  submit  to 
any  standard  detection  tests;  (3)  allow 
refusal  to  submit  to  a standard  test  to  be 
used  as  evidence  against  the  defendant  in 
a DWI  trial;  (4)  eliminate  deferred  ad- 
judication under  any  circumstances  in 
DWI  cases;  and  ( 5 ) allow  prior  DWI  con- 
victions to  be  used  for  purposes  of  en- 
hancement upon  subsequent  convictions. 

The  county  officials’  complaints  are  in- 
cluded in  “An  Assessment  of  Drunk  Driv- 
ing Policies  in  Texas  and  Other  States,”  a 
new  report  from  the  Lyndon  B.  Johnson 
School  of  Public  Affairs  at  The  University 
of  Texas  at  Austin. 

As  an  example  of  the  gaps  in  the  laws, 
county  officials  told  the  authors  of  the 
study  that  although  SB  1 authorized  the 
videotaping  of  suspected  drunken  driv- 
ers, no  additional  funds  were  provided 
for  such  equipment  nor  for  the  train- 
ing of  officers  to  use  the  equipment 
effectively. 

The  report  concludes:  I 

1 . If  Texas  is  to  deal  effectively  with 
drunk  driving,  it  must  develop  a cen- 
tralized statewide  information  system  ca- 
pable of  tracking  drunk  drivers  through  i 
the  entire  DWI  process — from  arrest 
through  completion  of  punishment  and/ 
or  treatment. 

2.  Texas  should  consider  instituting  a | 
self-financing  DWI  program,  funded  by  i 
fines  paid  by  drunk  drivers. 

3.  There  is  a need  for  cooperation 
among  the  agencies  involved  in  the  Texas 
DWI  system,  including  legislation,  law 
enforcement,  case  administration  and  in- 
formation processing,  prosecution  and 
adjudication,  punishment,  treatment,  and 
prevention. 

According  to  the  report,  the  two  provi- 
sions rated  most  effective  in  the  bill’s  re- 
forms are  the  admission  into  a court  trial 
of  a person’s  refusal  to  take  a blood  alco- 
hoi  concentration  (BAG)  test  and  the  def- 
inition  of  legal  intoxication  as  0.10%  | 

BAG  level.  Rated  as  least  effective  are  the 
abolition  of  deferred  adjudication  in  DWI 
cases  and  the  videotaping  of  DWI 
suspects. 

In  November  1985,  the  TMA  House  of 
Delegates  approved  a resolution  support- 
ing the  AMA’s  position  on  blood  alcohol 
concentration  in  recommending  the  BAG 
of  0.05%  as  evidence  of  inability  to  safely 
operate  a motor  vehicle.  The  resolution 
also  supports  legislation  to  suspend  or  re-  j. 

Texas  Medicine 


man  John  D.  Goughlin.  MD,  testified  be- 
fore the  board,  and  task  force  members 
filled  the  audience  during  the  Jan  17, 
1986,  hearing  in  Austin.  Also  on  hand 
were  numerous  representatives  of  the  in- 
surance industry  and  other  interested 
parties. 

At  issue  were  proposed  rules  for  PPOs, 
which  Dr  Burross  told  the  board  mem- 
bers, . . would  authorize  insurance  car- 
riers to  veto  ( by  denying  reimburse- 
ment ) the  treating  physician’s  medical 
judgment  before  and  during  diagnosis 
and  treatment.”  He  added,  “Offering  even 
greater  concern,  those  making  patient 
care  decisions  would  not  even  have  to  be 
practicing  physicians  ...” 

Dr  Burross  noted  that  as  proposed, 
PPOs  would  be  allowed  to  “.  . . place  the 
insurance  company’s  bottom  line  ahead 
of  the  insured  patient’s  need  and  legally 
protected  right  under  the  Insurance 
Gode  to  freedom  of  choice  of  physician 
and  to  the  medical  care  prescribed.” 

Representatives  of  the  insurance  indus- 
try asked  the  board  to  alter  the  rules  to 
allow  for  more  flexibility  in  the  benefits 
offered  at  various  levels  of  coverage. 

They  also  requested  endorsement  of 


TMA  Legal  Counsel  Donald  P.  "Rocky  " Wilcox  ( left) 
confers  with  John  P.  Coughlin.  MD,  chairman  of  the 
association's  Council  on  Legislation,  during  a Texas 


closed  physician  panels,  which  the  insur- 
ance representatives  said  are  essential  to 
the  economic  survival  of  PPOs. 

The  insurance  board  appointed  an  ad- 
visory committee  comprised  of  represen- 
tatives of  TMA  and  the  insurance  indus- 
try’ to  make  a recommendation  on  the 
situation.  The  committee  was  instructed 
to  report  to  the  board  by  mid-February. 
Their  recommendation  was  not  available 
at  press  time. 


Lack  of  funds  hinders 
DWI  law  enforcement 


In  1983,  the  68th  Texas  Legislature  en- 
acted stiff  laws  to  curb  driving  while  in- 
toxicated (DWI),  but  county'  officials  are 
complaining  that  a lack  of  funds  hinders 
enforcement  of  the  laws. 

The  laws  took  the  form  of  SB  1 , and 
Texas  Medical  Association  was  among  the 
bill’s  backers.  The  legislation’s  key  provi- 
sions ( 1 ) allow  suspected  offenders  to  be 
tested  by  blood,  breath,  or  urine  to  de- 
tect levels  of  intoxicating  substances  in 
persons  operating  a motorized  vehicle; 

( 2 ) mandate  automatic  suspension  of  a 


state  Board  of  Insurance  hearing.  Helene  A Alt 
(right)  is  TMA's  Assistant  General  Counsel 


Solve  a simple  mathematical 
problem.  Assume  that  X in  the  above 
equation  equals  the  total  number  of  staff  members  in 
your  professional  practice  or  corporation.  Subtract 
from  that  number  all  but  one  staff  member  — yourself 

What  do  you  get?  Freedom.  Freedom  from  the 
expense  and  bother  of  personnel- related 
administrative  chores. 

Freedom  to  design  a benefits  and  retirement 
package  which  best  fits  your  own  needs,  without 
the  financial  and  administrative  burden  of  supplying 
like  coverage  for  every  member  of  your  staff. 

Freedom  to  offer  your  staff  “large  corporation” 
benefits,  even  if  your  professional  practice  or  company 
is  modest  in  size. 

The  equation  can  work  for  you,  through  the  services 
of  Staff  Leasing,  Inc.  The  concept  is  simple.  Our 
company  hires  your  employees  and  leases  them  back 
to  you.  Your  office  routine  remains  unchanged,  except 
that  Staff  Leasing,  Inc.  handles  all  facets  of  personnel 
administration.  We  assume  responsibility  for  payroll 
and  related  accounting,  make  all  employer  contributions 
to  taxes  and  insurance  on  behalf  of  employees,  and 
manage  the  withholding  and  deposit  of  all  employee 
payroll  deductions. 

Because  a large  number  of  men  and  women  are 
employed  by  Staff  Leasing,  Inc.,  our  company  can 
provide  a package  of  employee  benefits  second  to 
none.  Your  staff  will  enjoy  group  medical  insurance, 
including  maternity  benefits;  group  dental  insurance; 
group  life  insurance;  a sound  retirement  plan; 
professional  liability  insurance;  worker’s  compensation 
insurance;  and  more. 

Sts£f  leasing  is  also  a recognized  and  approved 
solution  to  the  affiliated  service  group 
problem  presented  by  Internal  Revenue  Code 
Section  4l4(m). 

Staff  Leasing,  Inc.  is  not  an  employment  agency. 

We  simply  make  it  easier  for  you  to  operate  your 
professional  practice  or  corporation  with  existing 
staff.  Or  we  staff  your  office  with  new  employees, 
subject  to  your  approval. 

Freedom.  It’s  writing  one  check  a month  and  letting 
Staff  Leasing,  Inc.  do  the  rest. 

Let  us  work  out  a staff  leasing  plan  for  you.  It 
adds  up  to  a better  way  of  doing  business. 


Texas  office: 

Staff  Leasing,  Inc. 
7557  Rambler  Road, 
Suite  610 

Dallas,  Texas  75231 
(214)  696-0808 


Oklahoma  office: 

Staff  Leasing,  Inc. 

P.O.  Box  12373 

Oklahoma  City,  Oklahoma  73157 
(405)  943-3310 


|<  loss  .M.irrioll  I lolcis 

Now  you  can  have 
convenience  to  the 
Medical  Center 
with  the  luxury  of 
Marriott. 


The  new  Marriott  Hotel  is  linked  to  the 
Texas  Medical  Center  by  an  enclosed  walkway. 
No  hotel  is  more  convenient  or  as  special. 

All  guest  rooms  are  spacious  and  richly 
appointed.  Our  concierge  level  offers  you  a 
private  lounge,  continental  breakfast, 
complimentary  hors  d'oeuvres.  and  honor  bar. 

Our  recreation  facilities  feature  an  indoor 
pool  and  whirlpool,  plus  adjoining  fitness 
center  with  an  indoor  track,  racquetball, 
complete  weight  training,  and  excercise 
equipment. 


We  have  9,000  sq,  ft.  of  conference  space 

including  the  Grand  Ballroom  and  several 
conference  rooms  - perfect  for  seminars, 
business  meetings,  or  product  introductions. 

Our  three  restaurants  and  lounge  offer  a variety 
ot  food  and  beverage  options. 

Make  your  next  trip  to  the  Texas  Medical 
Center  convenient,  and  we  will  make  sure  it  is 
special.  For  reservations,  call  us  direct  at 
71.3-796-0080.  call  your  travel  agent,  or  call 
Marriott  toll  free  1-800-228-9290, 


HOUSTON 


^Marriott. 

^MKDICAL  CKNTIiR 

ft.SSd  l■anllill  SirucI,  I loiistiin.  I'cmis  77(I.VI  (71.1)  7'M-()0N0 
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yoke  a driver’s  license  by  administrative 
action  when  a driver  has  a BAG  level  of 
0.05% , or  refuses  to  have  a chemical  test 
performed. 


NEWSMAKERS 


PETER  O.  KOHLER,  MD,  an  endocrinol- 
ogist from  the  University  of  Arkansas  for 
Medical  Sciences,  has  been  named  dean 
of  the  medical  school  at  The  University 
of  Texas  Health  Science  Center  at  San  An 
tonio.  Dr  Kohler  has  been  associated 
with  the  University  of  Arkansas  for  Medi- 
cal Sciences  since  1977  as  professor  and 
chair  of  medicine  and  as  interim  dean 
since  August  1985.  He  will  assume  the 


post  in  San  Antonio  on  or  before  July  1, 
according  to  JOHN  P.  HOWE  III,  health 
science  center  president.  MARVIN 
FORLAND,  MD,  professor  and  deputy 
chair  of  medicine  and  associate  dean  for 
clinical  affairs  at  the  medical  school,  will 
serve  as  interim  dean. 

MARIO  E.  RAMIREZ,  MD,  Rio  Grande 
City,  and  SAM  A.  NIXON,  MD,  Houston, 
are  new  members  of  the  Board  of  Re- 
gents of  the  Uniformed  Services  Univer- 
sity of  the  Health  Sciences,  the  nation’s 
military  medical  school.  The  board, 
which  governs  university'  policy  and  pro- 
grams, is  comprised  of  nine  civilians 
prominent  in  the  fields  of  health  and 
health  education. 

Dr  Ramirez,  a past  president  of  the 
Texas  Medical  Association,  is  a family 
practitioner  in  private  practice  in  Rio 
Grande  City.  He  holds  clinical  faculty  ap- 


pointments in  the  family  practice  pro- 
grams at  both  The  University  of  Texas  at 
Houston  and  The  University  of  Texas 
Health  Science  Center  at  San  Antonio. 

Dr  Nixon  is  professor,  department  of 
family  practice  and  community  medicine, 
and  assistant  dean  for  continuing  educa- 
tion at  The  University  of  Texas  Medical 
School  at  Houston. 

JOHN  C.  RIBBLE,  MD,  has  been  appointed 
dean  of  The  University  of  Texas  Medical 
School  at  Houston  (UTMSH).  Dr  Ribble 
joined  the  medical  school  in  1978  and 
has  been  associate  dean  for  academic  af- 
fairs since  1983.  Before  coming  to  Hous- 
ton, he  was  the  director  of  clinical  pro- 
grams for  the  department  of  pediatrics  at 
Cornell  University  Medical  College.  Dr 
Ribble  succeeds  C.  FRANK  WEBBER,  MD, 
who  died  unexpectedly  in  December. 


OVER  66.000 
FAMILY  PHYSICIANS 
READ  THIS 
JOURNAL 


Practical  information 
on  the  medical  aspects  of 
fitness  and  exercise. 

Tennis  elbo\A/:  Joint  resolution  by 
conservative  treatment, 
Hypertrophic  cardiomyopathy 
and  the  athlete. 

Effects  of  sunscreen  use  during 
exercise  in  the  heat. 

Overuse  injuries  to  the  knee  in 
runners. 

How  I manage  ingrown  toenails. 


BALANCED 
CAL^DlMt  CHAT 


Low  incidence  of  side  effects 

CARDIZEM®  ( diltiazem  HCl ) 
produces  an  incidence  of  adverse 
reactions  not  greater  than  that 
reported  with  placebo  therapy, 
thus  contributing  to  the  patient’s 
sense  of  well-being. 

Cardlzem  is  indicated  in  the  treatment  of  angina  pectoris  due  to 
coronajy  artery  spasm  and  in  the  management  of  chronic  stable 
aj:^na  ( classic  effortrassociated  angina ) in  patients  who  cannot 
tolerate  therapy  with  beta-blockers  and/or  nitrates  or  who  remain 
Eymptomatic  despite  adequate  doses  of  these  agents. 

References: 

1.  Sti-a^s  WE,  McIntyre  KM,  Parisi  AR  et  al:  Safety  and  efficacy 
of  dilUazem  hydrochloride  for  the  treatment  of  sUble  angina 

^P°rt  of  a cooperative  cUnlcal  trial.  Am  J Cardiol 
49:660-566,  1982.  ^ 

2.  ^ol  PE,  Seagren  SC,  Bonanno  JA,  et  al:  The  treatment  of  exercise- 
inducible  chronic  stable  angina  with  dUtiazem:  Effect  on  treadmill 
exercise.  Chest  78  (July  suppl):234-238,  1980, 


Reduces  angina  attack  frequency^ 

42%  to  46%  decrease  reported  in 
multicenter  study 

Increases  exercise  tolerance’^ 

In  Bruce  exercise  test,^  control 
patients  averaged  8.0  minutes  to 
onset  of  pain;  Cardizem  patients 
averaged  9.8  minutes  (P<.005). 

GAKDOEZEM 

Cdiltiazein  HCl^ 

THE  BALANCED 
CALCIUM  CHAJPOJEL  BLOCKER 

Please  see  full  prescribing  information  on  following  page. 
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PROFESSIONAI.  USE  INFORMATION 


cardizem. 

(dilfazem  HCI) 

AO  mg  and  60  mg  cablets 


DESCRIPTION 

CARDIZEM*  (dlltiazem  hydfochlotide)  is  a calcium  ion  influx 
inhibitor  (slow  channel  blocker  or  calcium  antagonist).  Chemically, 
dlltiazem  hydrochloride  is  1,5-Benzothiazepln-4(5H)ohe.3-(acetyloxy) 
-5-[2-(dimethylamlno)ethyll-2,3-dihydro-2-(4'methoxyDhenyl)-, 

monohydrochloride,(+|-cis-  The  chemical  structure  is, 


Diltiazem  hydrochloride  is  a white  to  oft  white  crystalline  powder 
with  a bitter  taste  It  Is  soluble  in  water,  methanol,  and  chloroform 
It  has  a molecular  weight  of  450  98  Each  tablet  of  CARDIZEM 
contains  either  30  mg  or  60  mg  dlltiazem  hydrochloride  lor  oral 
administration 


CLINICAL  PHARMACOLOGY 

The  therapeutic  benefits  achieved  with  CARDIZEM  are  believed 
to  be  related  to  its  ability  to  inhibit  the  Influx  of  calcium  ions 
during  membrane  depolarization  of  cardiac  and  vascular  smooth 
muscle 

Mechanisms  of  Action,  Although  precise  mechanisms  of  its 
antianginal  actions  are  still  being  delineated,  CARDIZEM  is  believed 
to  act  in  the  following  ways 

1  Angina  Due  to  Coronary  Artery  Spasm  CARDIZEM  has  been 
shown  to  be  a potent  dilator  of  coronary  arteries  both  epicardial 
and  subendocardial  Spontaneous  and  ergonovine  induced  cor- 
onary artery  spasm  are  inhibited  by  CARDIZEM 
2,  Exertional  Angina:  CARDIZEM  has  been  shown  to  produce 
increases  in  exercise  tolerance,  probably  due  to  its  ability  to 
reduce  myocardial  oxygen  demand  This  Is  accomplished  via 
reductions  in  heart  rate  and  systemic  blood  pressure  at  submaximal 
and  maximal  exercise  work  loads 
In  animal  models,  dlltiazem  interferes  with  the  slow  inward 
(depolarizing)  current  in  excitable  tissue  It  causes  excitation-contraction 
uncoupling  In  various  myocardial  tissues  without  changes  in  the 
configuration  of  the  action  potential  Dlltiazem  produces  relaxation 
of  coronary  vascular  smooth  muscle  and  dilation  of  both  large  and 
small  coronary  arteries  at  drug  levels  which  cause  little  or  no 
negative  inotropic  effect  The  resultant  increases  in  coronary  blood 
flow  (epicardial  and  subendocardial)  occur  in  ischemic  and  nonischemic 
models  and  are  accompanied  by  dose-dependent  decreases  in  sys 
temic  blood  pressure  and  decreases  in  peripheral  resistance 
Hemodynamic  and  Electrophyslologic  Effects.  Like  other 
calcium  antagonists,  dlltiazem  decreases  sinoatrial  and  atrioventricu- 
lar conduction  in  isolated  tissues  and  has  a negative  inotropic  effect 
in  isolated  preparations  In  the  intact  animal,  prolongation  of  the  AH 
interval  can  be  seen  at  higher  doses. 

In  man,  dlltiazem  prevents  spontaneous  and  ergonovine-provoked 
coronary  artery  spasm  It  causes  a decrease  in  peripheral  vascular 
resistance  and  a modest  tall  in  blood  pressure  and,  in  exercise 
tolerance  studies  in  patients  with  ischemic  heart  disease,  reduces 
the  heart  rate  blood  pressure  product  tor  any  given  work  load 
Studies  to  date,  primarily  In  patients  with  good  ventricular  function, 
have  not  revealed  evidence  of  a negative  inotropic  effect,  cardiac 
output,  election  traction,  and  left  ventricular  end  diastolic  pressure 
have  not  been  affected  There  are  as  yet  tew  data  oh  the  Interaction 
of  dlltiazem  and  beia-blockers  Resting  heart  rate  is  usually  unchanged 
or  slightly  reduced  by  dlltiazem 

Intravenous  dlltiazem  in  doses  ot  20  mq  prolongs  AH  conduction 
time  and  AV  node  functional  and  effective  refractory  periods  apprnxi 
mately  20%  In  a study  involving  single  oral  doses  of  300  mg  of 
CARDIZEM  in  six  normal  volunteers,  the  average  maximum  PR 
prolongation  was  14%  with  no  instances  ot  greater  than  first-degree 
AV  block  Dlltiazem  associated  prolongation  ot  the  AH  interval  is  not 
mote  pronounced  in  patients  with  first  degree  heart  block  In  patients 
with  sick  sinus  syndrome,  dlltiazem  siqniticantly  prolongs  sinus 
cycle  length  (up  to  50%  in  some  cases) 

Chronic  oral  administration  ot  CARDIZEM  in  doses  ot  up  to  240 
mg/day  has  resulted  in  small  increases  in  PR  interval,  but  has  not 
usually  produced  abnormal  prolongation  There  were,  however,  three 
instances  of  second-degree  AV  block  and  one  instance  ot  third- 
degree  AV  block  m a group  of  959  chronically  treated  patients 
Pharmacokinetics  and  Metabolism.  Dlltiazem  is  adsorbed 
from  the  tablet  formulatioh  to  about  80%  ot  a reference  capsule  and 
IS  suhiect  to  an  extensive  fust  pass  effect,  giving  an  absolute 
bioavailability  (compared  to  inbavenous  dosing)  of  about  40%  CARDIZEM 
undergoes  extensive  hepatic  metabolism  in  which  2%  to  4%  ot  the 
unchanged  drug  appears  in  the  urine  In  vitro  binding  studies  show 
CARDIZEM  IS  70%  to  80%  bound  to  plasma  proteins  Competitive 
ligand  binding  studies  have  also  shown  CARDIZEM  binding  is  not 
altered  by  therapeutic  concentrations  ot  digoxin,  hydrochlorothiazide, 
phenylbutazone,  propranolol,  salicylic  acid,  or  warfarin  Single  oral 
doses  ot  30  to  120  mg  ot  CARDIZEM  result  in  detectable  plasma 
levels  within  30  to  60  minutes  and  peak  plasma  levels  two  to  three 
hours  after  drug  administration  The  plasma  elimination  halt  life 
following  single  or  multiple  drug  administration  is  approximately  3 5 
hours  Desacetyl  dlltiazem  is  also  present  in  the  plasma  at  levels  of 
10%  to  20%  ot  the  parent  drug  and  is  25%  to  50%  as  potent  a 
coronary  vasodilator  as  dlltiazem  Therapeutic  blood  levels  ot 
CARDIZEM  appear  to  be  in  the  range  ot  50  to  200  ng/ml  There  is  a 
departure  from  dose-linearity  when  single  doses  above  60  mg  are 
given;  a 120-mg  dose  gave  blood  levels  three  times  that  ot  the  60-mq 
dose.  There  is  no  intormation  about  the  effect  ot  renal  or  hepatic 
impairment  on  excretion  or  metabolism  ot  dlltiazem 

INDICATIONS  AND  USAGE 
1 Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM 


IS  indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm  CARDIZEM  has  been  shown  effective  in  the 
treatment  ot  spontaneous  coronary  artery  spasm  presenting  as 
Prinzmetal's  variant  angina  (resting  angina  with  ST-segment 
elevation  occurring  during  attacks) 

2  Chronic  Stable  Angina  (Classic  Etloit  Associated  Angina). 
CARDIZEM  IS  indicated  in  the  management  ot  chronic  stable 
angina  CARDIZEM  has  beeh  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance 
There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  ot  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc 
tion  abnormalities 

CONTRAINDICATIONS 

CARDIZEM  IS  contraindicated  in  (1)  patients  with  sick  sinus 
syndrome  except  in  the  presence  ot  a functioning  ventricular  pacemaker, 

(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  ot  a functioning  ventricular  pacemaker,  and  (3)  patients 
with  hypotension  (less  than  90  mm  Hg  systolic) 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refrac- 
tory periods  without  significantly  prolonging  sinus  node  recov- 
ery time,  except  in  patients  with  sick  sinus  syndrome  This 
effect  may  rarely  result  In  abnonnally  slow  heart  rates  (particularly 
m patients  with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (SIX  of  1243  patients  for  0 48%)  Concomitant  use  ot 
diltiazem  with  beta-blockers  or  digitalis  may  result  m additive 
effects  on  cardiac  conduction  A patient  with  Prinzmetal  s 
angina  developed  periods  of  asystole  (2  to  5 seconds)  after  a 
single  dose  ot  60  mg  ot  diltiazem 

2 Congestive  Heart  Failure.  Although  dlltiazem  has  a negative 
inotropic  effect  in  isolated  animal  bssue  preparations,  hemodynamic 
studies  in  humans  with  normal  ventricular  function  have  not 
shown  a reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt).  Experience  with  the  use  of 
CARDIZEM  alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited  Caution  should 
be  exercised  when  using  the  drug  m such  patients 

3 Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension 

4 Acute  Hepatic  ln|urv.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzvmes 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS  ) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metab- 
olized by  the  liver  ahd  excreted  by  the  kidneys  and  in  bile  As  with  any 
new  druo  given  over  prolonged  periods,  laboratory  parameters  should 
be  monftored  at  regular  intervals  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  ot  diltiazem  were  associated  with  hepatic  damage  In 
special  subacute  hepatic  studies  oral  doses  ot  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes  In  the  liver 
which  were  reversible  when  the  drug  was  discontinued  In  dogs, 
doses  ot  20  mg/kg  were  also  associated  with  hepatic  changes; 
however,  these  changes  were  reversible  with  continued  dosing 
Drug  Interaction.  Pharmacologic  studies  indicate  that  there 
may  be  additive  effects  in  prolonging  AV  conduction  when  using 
beta  blockers  ot  digitalis  concomitantly  with  CARDIZEM  (See 
WARNINGS) 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  ot  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated  Available  data  are  not  sufficient,  however,  to  predict 
the  effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dystunctien  or  cardiac  conduction  abnormalities  In  healthy 
volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin 
levels  up  to  20%  . , 

Carcinogenesis,  Mutagenesis,  Impairment  ot  Fertility.  A 
24  month  study  Ih  rats  and  a 21-month  study  in  mice  showed  no 
evidence  ot  carcinogenicity  There  was  also  no  mutagenic  response 
in  in  vitro  bacterial  tests  No  intrinsic  effect  on  fertility  was  observed 
in  rats 

Pregnancy.  Category  C Reproduction  studies  have  been  con- 
ducted in  mice,  rats,  and  rabbits  Administration  ot  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and  fetal 
lethality  These  doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities  In  the  perinatal /postnatal  studies,  there  was 
some  reduction  in  early  individual  pup  weights  and  survival  rales. 
There  was  an  increased  incidence  ot  stillbirths  at  doses  ot  20  times 
the  human  dose  or  greater 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  CARDIZEM  in  pregnant  women  only  it  the  potential  benefit 
lustifies  the  potential  risk  to  the  fetus 
Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted 
in  human  milk.  Because  many  drugs  are  excreted  in  human  milk, 
exercise  caution  when  CARDIZEM  is  administered  to  a nursing 
woman  it  the  drug  s benefits  are  thought  to  outweigh  its  potential 
risks  in  this  situation 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rate  in  studies  carried  out  to 
date  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded  . ^ 

In  domestic  placebo  controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than 
that  repotted  during  placebo  therapy 
The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology 
of  calcium  influx  inhibition  In  many  cases,  the  relationship  to 
CARDIZEM  has  not  been  established  The  most  common  occurrences, 
as  well  as  their  frequency  of  presentation,  are  edema  (2  4%), 


headache  (2.1%)  nausea  (1,9%),  dizziness  (1.5%).  rash  (1.3%), 
asthenia  (1.2%).  AV  block  (1,1%).  In  addition,  the  following  events 
were  reported  infrequently  (less  than  1%)  with  the  order  ot  presenta- 
tion corresponding  to  the  relative  frequency  of  occurrence 


Cardiovascular 


Nervous  System 
Gastrointestinal 


Dermatologic 

Other 


Flushing,  arrhythmia,  hypotension,  bradycar- 
dia. palpitations,  congestive  heart  failure, 
syncope 

Paresthesia,  nervousness,  somnolence, 
tremor,  insomnia,  hallucinations,  and  amnesia 
Constipation,  dyspepsia,  diarrhea,  vomiting, 
mild  elevations  of  alkaline  phosphatase,  SCOT, 
SGPT,  ahd  LDH 

Pruritus,  petechiae,  urticaria,  photosensitivity. 
Polyuria,  nocturia 


The  following  additional  experiences  have  been  noted; 

A patient  with  Prinzmetal's  angina  experiencing  episodes  of 
vasospastic  angina  developed  periods  ot  transient  asymptomatic 
asystole  approximately  five  hours  after  receiving  a single  60-mg 
dose  ot  CARDIZEM 

The  following  postmarketing  events  have  been  reported  infre- 
quently in  patients  receiving  CARDIZEM  erythema  multiforme;  leu- 
kopenia and  extreme  elevations  of  alkaline  phosphatase.  SCOT, 
SGPT,  LDH.  and  CPK  However,  a definitive  cause  and  effect  between 
these  events  and  CARDIZEM  therapy  is  yet  to  be  established 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  limited 
Single  oral  doses  of  300  mg  ot  CARDIZEM  have  been  well  tolerated 
by  healthy  volunteers  In  the  event  ot  overdosage  or  exaggerated 
response,  appropriate  supportive  measures  should  be  employed  In 
addition  to  gastric  lavage  The  following  measures  may  be  considered; 

Administer  atropine  (0  60  to  10  mg).  It  there 
is  no  response  to  vagal  blockade,  administer 
isoproterenol  cautiously 
Treat  as  lot  bradycardia  above  Fixed  high- 
degree  AV  block  should  be  treated  with  car- 
diac pacing 

Administer  inotropic  agents  (isoproterenol, 
dopamine,  or  dobutamine)  and  diuretics 
Vasopressors  (eg,  dopamine  or  levarterenol 
bitartrate) 


Bradycardia 

High  Degree  AV 
Block 

Cardiac  Failure 
HypotehSion 

Actual  treatment  and  dosage  should  depend  on  the  severity  of  the 
clinical  situation  and  the  judgment  and  experience  of  the  treating 
physician 

The  oral/LDso's  in  mice  and  rats  range  from  415  to  740  mg/kg 
and  from  560  to  810  mg/kg.  respectively  The  intravenous  LD^'s  |n 
these  species  were  60  and  38  mg/kg,  respectively  The  oral  LD51,  in 
dogs  is  considered  to  be  in  excess  of  50  mq  zkg,  while  lethality  was 
seen  in  monkeys  at  360  mg/kg  The  toxic  dose  in  man  is  not  known, 
but  blood  levels  in  excess  ot  800  ng/ml  have  not  been  associated 


DOSAGE  AND  ADMINISTRATION 

Exertional  Angina  Pectoris  Due  to  Atherosclerotic  Coro- 
nary Artery  Disease  or  Angina  Pectoris  at  Rest  Due  to  Coro- ' 
nary  Artery  Spasm.  Dosage  must  be  adjusted  to  each  patient's 
needs  Starting  with  30  mq  tour  times  daily,  before  meals  and  at 
bedtime,  dosage  should  be  mcreased  gradually  (given  in  divided 
doses  three  or  four  times  dally)  at  one-  to  two-day  intervals  until 
optimum  response  is  obtained  Although  individual  patients  may 
respond  to  any  dosage  level,  the  average  optimum  dosage  range 
appears  to  be  180  to  240  mq/day  There  are  no  available  data  concern- 
ing dosage  requirements  in  patients  with  impaired  renal  or  hepatic 
function  If  the  drug  must  be  used  in  such  patients,  titration  should  be 
carried  out  with  parficular  caution  ; 

Concomitant  Use  With  Other  Antianginal  Agents;  I 

1 Sublingual  NTG  may  be  taken  as  required  to  abort  acute  | 

anginal  attacks  during  CARDIZEM  therapy  | 

2 Prophylactic  Nitrate  Therapy -CARDIZEM  may  be  safely  | 

coadministered  with  short-  and  long-acting  nitrates,  but  there ' 
have  been  no  controlled  studies  to  evaluate  the  antianginal  j 
effectiveness  ot  this  combination  1 

3 Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS.)  ! 


HOW  SUPPLIED  I 

Cardizem  30-mq  tablets  are  supplied  in  bottles  ot  100  (NDC  | 
0088  1771-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDC . 
0088-1771-49)  Each  green  tablet  is  engraved  with  MARION  on  one  ( 
side  and  1771  engraved  on  the  other  CARDIZEM  60-mg  scored) 
tablets  ate  supplied  m bottles  ot  100  (NDC  0088-1772-47)  and  in  Unit  | 
Dose  Identitication  Paks  ot  100  (NDC  0088-1772-49).  Each  yellow 
tablet  is  engraved  with  MARION  on  one  side  and  1772  on  the  other. 
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i PHIUP  A.  BRUNELL,  MD  Recent  developments 

! in  childhood 

^ immunizations 


[ Recommendations  for  the  use  of  immunizing 
[ agents  are  based  on  a continuing  review  of  the 
I morbidity  associated  with  their  administration  as 
! compared  to  the  risk  of  illness  they  are  intended  to 
I prevent.  Often  these  recommendations  are  based 
1 on  limited  information  and  must  be  changed 
f'  when  new  information  becomes  available.  For  this 
reason,  the  health  care  provider  must  be  aware  of 
I new  developments.  This  article  briefly  reviews  se- 
1 lected  vaccination  recommendations  current  early 
in  1986. 

To  oflfer  the  best  recommendations  regarding 
immunization  practices,  the  physician  must 
be  aware  of  new  information  as  it  becomes 
' available.  This  article  outlines  selected  recommen- 
I dations  for  immunizations  and  urges  the  physician 
I to  be  alert  to  new  developments. 

Pertussis 

Based  on  risk-benefit  analysis,  immunization  against 
I pertussis  is  imperative  for  the  majority  of  infants. 

I For  others,  however,  the  risks  and  benefits  must  be 
I carefully  weighed. 

! Pertussis  is  still  a serious  illness  in  the  United 
States.  A review  of  data  reported  to  the  Centers  for 
I Disease  Control  (CDC)  reveals  that  29%  of  the  pa- 
! tients  who  had  pertussis  developed  pneumonia, 

41%  had  apneic  episodes,  4%  had  seizures,  0.4% 
had  an  encephalopathy,  and  0.5%  died  ( 1 ).  The  dis- 
I ease  was  most  severe  in  the  unimmunized  and  the 
I very  young.  The  risk  of  contracting  the  disease  is 
I ever  present;  an  epidemic  involving  351  individuals 
I was  reported  in  Oklahoma  in  1983  (2)  and  another, 

I almost  as  large,  in  the  state  of  Washington  in  1984 
j (3).  In  countries  in  which  immunization  against 
I pertussis  had  been  curtailed,  moreover,  there  were 
large  epidemics  of  the  disease  (4). 

Given  the  overall  low  rate  of  pertussis  in  the 
United  States,  it  would  be  prudent  to  defer  immu- 
nization of  children  who  had  a personal  history  of 
! seizures.  A recent  analysis  of  data  submitted  to  the 
I CDC  revealed  that  children  who  were  reported  to 
have  seizures  following  vaccination  for  pertussis 
were  about  six  times  more  likely  to  have  a history 
I of  seizures  unrelated  to  immunization  than  were 
children  with  local  or  other  non-neurologic  reac- 
I tions  (5).  These  children  and  those  having  condi- 
i tions  that  might  predispose  to  seizures  (eg,  tu- 
! berous  sclerosis)  should  have  a reassessment  of 
i their  need  for  pertussis  vaccine  at  each  clinic  visit. 

I Their  risk  of  exposure  and  the  reason  for  deferral  of 
I pertussis  immunization  should  be  reexamined.  Con- 
tinued observation,  for  instance,  may  reveal  that  the 
child  has  had  no  further  seizures  or  that  there  is  a 
risk  of  exposure  that  outweighs  the  risk  of  post- 
immunization seizure.  There  is  value  in  starting  im- 


munization against  pertussis  even  after  the  first  year 
of  life  as  the  disease  still  produces  significant  mor- 
bidity in  older  infants  and  children;  exposure  may 
occur  in  school  outbreaks.  In  addition,  immuniza- 
tion may  protect  younger  siblings  from  exposure. 

Varicella 

As  the  morbidity  from  varicella  in  normal  children 
is  relatively  low,  and  because  varicella-zoster  is  a 
herpes  virus,  there  has  been  some  reluctance  to  rec- 
ommend the  use  of  varicella  vaccine  in  normal  chil- 
dren. It  appears  as  though  zoster  is  less  frequent  in 
children  with  leukemia  who  have  received  vaccine 
than  in  those  who  have  had  natural  disease,  ie,  vari- 
cella (6).  Antibody  appears  to  persist  for  at  least  ten 
years  following  immunization  ( 7 ).  The  vaccine 
would  be  particularly  attractive  if  it  could  be  com- 
bined with  MMR  ( mumps,  measles,  rubella ) and 
given  as  a single  preparation. 

Children  with  leukemia  may  suffer  severe  illness 
when  they  develop  varicella,  and  the  death  rate  may 
be  as  high  as  7% . Prevention  of  varicella  in  this  pop- 
ulation is  very  desirable.  Both  passive  (8)  and  active 
( 9 ) immunization  have  been  effective  in  reducing 
morbidity.  We  have  found  that  as  early  as  six  months 
following  diagnosis  of  leukemia,  children  can  be 
protected  by  immunizing  them  with  varicella  vac- 
cine; reactions  to  vaccine  have  been  few  (10).  Ill- 
ness in  children  with  leukemia  has  been  less  severe 
and  less  frequent  than  in  normal  children  exposed 
to  chickenpox.  There  is  a need  for  continuous 
monitoring  of  children  with  leukemia  who  receive 
the  vaccine,  however,  as  some  lose  their  immunity 
and  others  do  not  respond  either  to  initial  immu- 
nization or  to  reimmunization  (10).  Varicella  vac- 
cine should  be  considered  for  licensure  for  use  in 
normal  children  and  children  with  leukemia  in  1986. 

VZIG  (varicella  zoster  immune  globulin)  con- 
tinues to  be  recommended  for  immunocompro- 
mised children  and  certain  newborns  who  are  ex- 
posed to  varicella.  In  addition,  the  use  of  VZIG 
should  be  considered  for  adults  with  a convincing 
negative  history  (11).  Our  own  experience  indi- 
cates that  only  about  10%  of  adults  with  a negative 
history  can  be  serologically  confirmed  as  actually 
susceptible  (12).  The  cost  of  VZIG  for  an  adult  is 
about  $350. 
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Hepatitis  B 

Hepatitis  B infection  is  readily  transmitted  from 
HB^g-positive  mothers  to  their  infants.  For  this  rea 
son,  it  is  essential  that  these  mothers  be  identified 
by  screening  during  pregnancy.  Ordinarily  women 
at  high  risk  because  of  ethnic  origin,  medical  his- 
tory, occupation,  or  lifestyle  should  be  screened  for 
HB,Ag.  Screening  for  other  markers  is  unnecessary. 
Identification  of  HB,Ag-positive  mothers  is  essential 
so  that  those  attending  her  delivery  are  aware  that 
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her  blood  may  contain  HB^g.  In  addition,  they  will 
need  to  plan  the  immunization  of  her  infant.  HBIG 
(hepatitis  B immune  globulin),  0.5  mL,  should  be 
given  as  soon  as  possible  after  the  delivery,  in  the 
delivery  room  if  feasible.  Immunization  with  hepati- 
tis B vaccine  can  begin  in  the  newborn  period. 

Three  10-ugm  doses  are  required:  the  second  dose 
is  given  one  month  after  the  first  dose,  and  the  third 
dose  is  given  six  months  after  the  first  (13).  Chil- 
dren should  be  tested  for  anti-HB^g  and  HB,Ag  at 
nine  months  of  age  to  determine  the  result  of  im- 
munization (14). 

Infants  who  are  to  remain  in  the  hospital  after 
birth  or  have  surgical  procedures  (eg,  circumci- 
sion ) probably  should  be  tested  for  HB^Ag  in  the 
neonate  period,  as  a few  infants  will  be  positive 
from  birth  on.  If  positive,  they  should  be  treated 
with  “blood  body  fluid  precautions”  (15). 

Hemophilus  influenzae 
Hemophilus  influenzae  type  b ( Hib ) is  the  most 
common  cause  of  meningitis.  Approximately  two 
thirds  of  cases  occur  in  children  under  18  months 
of  age.  In  addition,  invasive  disease  ( eg,  pneumonia, 
cellulitis,  epiglottitis,  septic  arthritis,  and  otitis)  are 
caused  by  Hib.  New  vaccines  to  prevent  Hib  infec- 
tion are  soon  to  be  licensed.  One  vaccine  prepared 
from  capsular  polysaccharides  has  been  shown  to 
protect  children  who  are  more  than  24  months  of 
age  and  has  already  been  licensed.  Routine  immu- 
nization at  two  years  is  recommended.  Modified 
polysaccharide  vaccines  have  been  developed  and 
are  being  evaluated  in  younger  children. 

It  has  been  found  that  children  under  48  months 
of  age  who  are  exposed  to  individuals  with  invasive 
Hib  disease  in  the  same  household  are  at  increased 
risk  of  infection  with  these  organisms.  Indeed,  the 
risk  is  about  6%  for  infants  under  a year  who  are  ex- 
posed (15).  For  this  reason  it  is  essential  to  observe 
carefully  infants  who  are  exposed  to  individuals 
with  Hib  infection.  If  they  develop  febrile  illness, 
they  should  be  investigated  for  the  possibility  of  an 
Hib  infection.  Most  of  these  infections  will  occur 
within  a week  following  hospitalization  of  the 
index  case. 

Because  of  the  increased  risk  of  Hib  disease  in  ex- 
posed infants  under  48  months  of  age,  rifampin  pro- 
phylaxis should  be  given  to  all  except  pregnant 
household  members.  As  the  onset  of  most  second- 
ary cases  occurs  soon  after  hospitalization,  pro- 
phylaxis should  be  started  promptly.  If  for  some  rea- 
son it  is  delayed,  it  may  still  be  useful  because  some 
of  the  cases  occur  later.  As  the  therapy  used  to  treat 
the  invasive  disease  may  suppress,  but  not  elimi- 
nate, nasopharyngeal  carriage  of  Hib,  the  patient 
should  be  given  rifampin  on  discharge  from  the 
hospital. 

Although  most  experts  agree  on  the  usefulness  of 


rifampin  prophylaxis  for  household  contacts,  the 
management  of  children  exposed  in  day  care  cen- 
ters is  less  clear.  The  occurrence  of  secondary  cases 
in  day  care  has  been  variable,  the  effect  of  rifampin 
prophylaxis  is  unproven,  and  the  administration  of 
the  drug  to  children  in  these  centers  has  been 
fraught  with  problems.  For  these  reasons,  the  use  of  ! 
rifampin  in  day  care  centers  is  very  controversial. 

One  of  the  problems  associated  with  rifampin  ad- 
ministration is  the  lack  of  a pediatric  preparation;  it 
is  available  in  1 50  mg  and  300  mg  capsules.  The 
capsule  can  be  emptied  into  applesauce  and  fed. 
Some  pharmacists  will  prepare  a suspension.  It 
should  be  noted,  however,  that  these  must  be  freshly 
prepared  as  the  activity  of  suspensions  may  deterio- 
rate significantly  if  kept  more  than  a week  following 
preparation  (17). 

Conclusion 

Recommendations  for  prevention  of  infectious  dis- 
eases must  be  reviewed  continuously  and  changed 
as  new  information  becomes  available.  Very  often 
these  recommendations  must  be  made  on  the  basis 
of  very  limited  data.  Subsequently  these  are  changed 
as  additional  information  becomes  available.  Even 
relatively  established  procedures  must  be  scru- 
tinized to  be  certain  they  are  still  safe  and  effective. 
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A 27 -year-old  woman  delivered  a fidl-term  still- 
born infant  3 hours  after  the  vehicle  she  was 
driving  collided  with  another  vehicle  operated  by 
an  inebriated  driver.  The  infant’s  death  was 
attributed  to  placental  laceration  and  partial 
abruption.  Abruption  is  a common  consequence  of 
blunt  abdominal  trauma  in  pregnancy,  but  lac 
eration  of  the  placenta  is  rare.  This  report  dis- 
cusses blunt  abdominal  trauma  in  pregnancy  and 
summarizes  the  legal  liability  in  this  case. 

Accidental  injury  during  pregnancy  has  in- 
creased in  the  past  decade  and  now  may 
complicate  6%  to  7%  of  all  pregnancies 
(1,2  ).  Motor  vehicle  accidents  are  the  leading  cause 
of  accidental  deaths  among  women  of  childbearing 
age,  generally  as  blunt  abdominal  trauma  (3).  The 
most  common  cause  of  fetal  death  from  blunt  ab- 
dominal trauma  has  been  maternal  death,  often 
when  the  woman  was  thrown  from  the  car.  As  a 
consequence  of  lowered  maternal  mortality  rates 
resulting  from  the  increasing  use  of  the  shoulder 
harness  and  lap  belt,  the  most  common  cause  of 
fetal  death  from  blunt  abdominal  trauma  is  now 
abruptio  placentae  (4,5). 

The  placenta  contains  no  elastic  tissue  and  cannot 
stretch  or  contract  to  adjust  to  the  changes  in  con- 
tour of  the  uterus  during  a vehicular  accident.  Thus, 
separation  of  the  placenta  from  the  maternal  wall  of 
the  uterus  (abruption)  is  quite  common  while  a 
placental  tear  is  extremely  unusual  (6). 

This  case  report  describes  a stillbirth  at  term  fol- 
lowing a 9-cm  laceration  of  the  placenta  caused  by 
blunt  abdominal  trauma  occurring  during  an  auto- 
mobile collision.  The  absence  of  legal  culpability  of 
the  drunken  driver  for  the  death  of  this  infant  while 
in  utero  also  will  be  discussed. 


plications.  She  had  last  been  seen  the  day  of  the  ac- 
cident with  a partially  dilated  cervix  and  normal 
fetal  heart  tones. 

At  autopsy,  the  infant  was  well  formed  with  no 
congenital  abnormality.  There  was  moderate  ( 2 + ) 
rigor  mortis  indicating  death  in  utero  a short  time 
before  delivery.  The  skin  was  pale.  The  lungs  were 
mature  with  well  developed  alveoli.  Scattered 
squamous  cells  and  amniotic  debris  were  present,  as 
well  as  striking  interstitial  and  intra-alveolar  hemor- 
rhage in  all  sections  of  the  lungs.  These  findings  sug- 
gest severe  intrauterine  anoxia  with  fetal  shock  and 
gasping  (7).  The  liver,  adrenals,  spleen,  and  kidneys 
were  remarkable  for  the  absence  of  congestion  usu- 
ally noted  in  a fetus  dying  of  intrauterine  anoxia  and 
reflected  a marked  loss  of  blood  in  the  fetus. 

The  placenta  (without  membranes)  weighed 
500  g and  measured  18x1 6. 5x2. 3 cm.  A large 
fresh  clot  of  blood  on  the  fetal  surface  measured 
7x6x3  cm,  and  a clot  on  the  maternal  surface 
measured  7x4x2  cm.  There  was  a 9-cm  rent 
through  the  placenta  from  one  margin  extending  to- 
ward the  center  (Fig  1 ).  Microscopically,  the  villi 
were  mature.  The  villi  adjacent  to  the  tear  had  fetal 
vessels  devoid  of  blood.  There  were  intervillous 
fibrin  deposits  and  scattered  calcifications  on  the 
maternal  surface  typical  of  a full-term  placenta.  In 
summary,  it  was  a normal  mature  placenta  with  a 
traumatic  laceration  and  partial  abruption. 

The  cause  of  death  was  anoxia  due  to  hypo- 
volemic shock  caused  by  fetal  bleeding  secondary 
to  rupture  of  the  placenta.  The  rupture  of  the  pla- 
centa resulted  from  the  mother’s  abdomen  striking 
the  steering  wheel  of  her  car  in  the  accident.  Tlie 
anoxia  was  augmented  by  abruptio  placentae  sec- 
ondary to  blood  dissecting  the  decidual  surface  of 
the  placenta  away  from  the  wall  of  the  maternal 
uterus. 


Case  report 

A 3,640-g,  53.3-cm  baby  girl  was  stillborn  at  4l 
weeks  of  gestation  to  a 27-year-old  white  multi- 
gravida who  had  been  in  a head-on  automobile  col- 
lision 3 1/2  hours  previously.  The  mother  had  been 
driving  her  three  small  children  around  town  at 
night  to  show  them  Christmas  decorations  when 
her  car  was  struck  head-on  by  another  vehicle  that 
had  crossed  into  her  lane. 

The  mother  was  not  wearing  a seat  belt  and  suf- 
fered an  abrasion  to  her  forehead,  a laceration  of 
her  left  knee,  a Colies’  fracture  of  her  right  wrist, 
and  multiple  bruises  over  her  abdomen.  She  was  ad- 
mitted to  The  University  of  Texas  Medical  Branch 
Hospital  (UTMB)  in  active  labor  with  absent  fetal 
heart  tones  and  delivered  the  dead  baby  and  pla- 
centa three  hours  and  20  minutes  after  the  accident. 
The  mother  had  been  seen  nine  times  in  prenatal 
clinic  at  UTMB  during  this  pregnancy  with  no  com- 


Discussion 

The  fetus  in  utero  is  usually  protected  from  blunt 
trauma  to  the  mother’s  abdomen  by  being  sur- 
rounded with  amniotic  fluid  which  is  encased  in  the 
amniotic  sac.  The  amniotic  fluid  acts  as  a hydraulic 
shock  absorber  which  transmits  the  force  of  the 
blow  equally  in  all  directions;  occasional  rupture  of 
the  maternal  uterus  has  been  reported  ( 3 ).  If  the 
membranes  (amnion  and  chorion)  are  ruptured  at 
the  cervical  os  by  the  hydraulic  pressure,  labor  and 
delivery  will  then  follow.  If  the  mother’s  pelvis  is 
fractured  and  the  fetal  head  is  engaged,  fracture  of 
the  fetal  skull  with  intracranial  bleeding  may  occur 
(4).  However,  in  the  case  described  in  this  report, 
the  sharp  edge  of  the  steering  wheel  of  her  car  must 
have  been  directly  opposite  the  placenta,  which  suf- 
fered a 9-cm  through-and-through  tear  with  massive 
hemorrhage  resulting  in  severe  hypotension  and 
shock  from  fetal  blood  loss.  Further,  some  of  the 
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blood  dissected  the  decidual  surface  of  the  placenta 
away  from  the  maternal  uterus  producing  further 
anoxia  from  the  abruptio  placentae. 

The  intrauterine  death  of  this  full-term  infant  was 
caused  by  the  traumatic  injury  to  the  placenta  from 
the  head-on  collision  of  the  mother’s  car  with  a ve- 
hicle that  had  crossed  the  midline  stripe.  The  police 
reported  that  the  driver  of  the  vehicle  had  been 
drinking  beer,  had  confused  speech,  had  difficulty 
producing  his  driver’s  license,  and  needed  support 
walking.  A blood  alcohol  test  was  well  above  0. 1 g/dL 
(the  statutory  definition  of  legal  intoxication  by 
alcohol). 

Legal  liability,  both  civil  and  criminal,  for  the  con- 
sequences of  drunk  driving  has  been  increasing  (8), 
but  there  is  no  criminal  liability  in  Texas  for  the 
death  of  this  child  because  the  penal  code,  which 
[statutorily  prescribes  criminal  punishment  for  the 
wrongful  death  of  an  individual,  specifically  defines 
ian  individual  as  “a  human  being  who  has  been  born 
and  is  alive  (9).”  Approximately  half  of  the  states  of 
the  union  will  allow  charges  of  vehicular  homicide 
;or  involuntary  manslaughter  for  the  death  of  an  in- 
fant in  utero  (10). 

^ The  situation  regarding  civil  liability  for  the  pre- 
natal injury  to  a stillborn  child  (as  opposed  to  lia- 
bility for  the  mother’s  personal  injury)  is  in  flux 


(11).  The  right  to  sue  for  the  wrongful  death  of 
another  is  a purely  statutory  right  based  on  the 
“wrongful  death  statute”  ( 12)  and  has  been  enacted 
in  some  form  by  all  50  states. 

The  first  decision  to  interpret  this  statute’s  appli- 
cation to  a death  arising  from  an  intrauterine  injury 
was  rendered  by  Justice  Oliver  Wendell  Holmes  sit- 
ting in  the  Massachusetts  Supreme  Court  in  1884. 
He  stated  that  there  was  no  compensable  injury 
under  these  statutes  for  unborn  children  because 
they  were  not  yet  beings  in  existence  (“in  esse”) 
but  rather  merely  a part  of  the  body  of  the  mother 

(13) .  For  the  next  60  years,  courts,  including  Texas 

(14) ,  followed  this  decision.  However,  this  rule  was 
harshly  criticized  in  legal  commentary  and  several 
dissenting  judicial  opinions.  Decisions  of  the 
mid-20th  century'  began  to  overrule  the  precedent 
set  by  Justice  Holmes,  and  once  the  trend  was  es- 
tablished, no  court  has  denied  compensation  for  the 
prenatal  injuries  of  a child  who  was  later  born  alive. 
Most  states  have  also  extended  liability  to  stillborn 
children  (15). 

This  remains  one  of  the  most  abrupt  reversals  of  a 
well  settled  rule  in  the  history  of  tort  law  (15); 
Texas  was  one  of  the  last  three  states  to  overrule 
the  prior  law  ( 16).  However,  the  court  in  that  case 
did  not  rule  on  whether  the  fetus  necessarily  had  to 
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be  viable  at  the  time  of  injury  and  whether  the  child 
must  be  born  alive.  A later  case  indicated  that  any 
prenatal  injury  sustained  before  birth  was  compen- 
sable if  the  child  survived  (17). 

A Houston  appellate  court  in  a divided  decision 
has  changed  the  law  of  Texas  and  for  the  first  time 
allowed  recovery  for  prenatal  injuries  on  behalf  of  a 
stillborn  child  ( 18).  In  this  case  the  plaintiff  sued 
her  employer  when  she  tripped  over  a utility  outlet 
while  pregnant  and  fell,  causing  the  death  of  her  un- 
born baby.  The  majority  opinion  distinguished  the 
case  of  Yandell  v Delgado  stating  that  the  cause  in 
reality  dealt  with  the  survival  statute.  The  court 
found  that  the  plaintiff  alleged  a viable  common  law 
cause  of  action  based  on  emotional  distress  of  the 
mother  as  well  as  a claim  under  the  wrongful  death 
statute  for  mental  anguish  and  loss  of  compan- 
ionship of  the  stillborn.  The  court  also  found  that 
the  Workers’  Compensation  Act  did  not  apply  be- 
cause the  claim  arose  from  an  injury  to  a third  party. 

In  the  case  we  have  presented,  the  mother  was 
able  to  collect  out  of  court  S60,0()0  ( the  maximum 
liability  limits  covered ) from  the  insurance  com- 
pany of  the  driver  by  arguing  that  she  should  re- 
ceive damages  on  the  basis  of  her  physical  and  men- 
tal injury  and  the  loss  of  her  child.  Civil  damages  for 
wrongful  death  were  not  brought  against  the  driver 
because  he  had  no  significant  financial  assets,  ie, 
he  was  judgment-proof  He  was  charged  with  misde- 
meanor driving  while  intoxicated  and  placed  on 
probation. 

Thus,  the  death  of  this  infant  went  unpunished 
because  the  injury'  was  so  severe  as  to  cause  death 
before  delivery  instead  of  moments  later.  Had  the 
infant  been  born  alive  and  then  died,  the  driver 
would  have  clearly  been  criminally  and  civilly  liable 
for  the  death  of  the  child.  The  evolution  of  the  legal 
process  to  overcome  an  archaic  rule  is  painfully  slow. 

REFERENCES 

1.  Patterson  RM;  Trauma  in  pregnancy.  Clin  Obstet 
Gynecol  27(l):32-38,  1984. 

2.  Lavin  JPJr,  Polsky  SS:  Abdominal  trauma  during 
pregnancy.  Clin  Perinatol  10(2):423— 438,  1983. 

3.  Jackson  FC:  Accident  injury — the  problem  and  the 
initiatives,  in  Buchsbaum  HJ  (ed):  Trauma  in  Pregnancy. 
Philadelphia,  W.B.  Saunders  Co,  1979,  pp  1 — 11. 

4.  Pepperell  RJ,  Rubinstein  E,  Macisaac  lA:  Motor-car 
accidents  during  pregnancy.  MedJ  Aust  1(7):203— 205, 
1977. 

5.  Crosby  WM;  Traumatic  injuries  during  pregnancy. 
Clin  Obstet  Gynecol  26:902-912,  1983. 

6.  Crosby  WM:  Automobile  injuries  and  blunt  abdomi- 
nal trauma,  in  Buchsbaum  HJ  (ed):  Trauma  in  Pregnancy. 
Philadelphia,  W.B.  Saunders  Co,  1979,  pp  101  — 127. 

7.  Potter  EL,  Craig  JM:  Pathology  of  the  Fetus  and  In- 
fant, ed  3.  Chicago,  Year  Book  Medical  Publishers,  1975, 
pp  35-36,  93-102. 

8.  Tarantino  JA:  Putting  Drunk  Drivers  on  the  Rocks. 
The  Compleat  Lawyer  24—27,  1985. 


9.  Texas  Penal  Code  Sec  1.07  (aX17). 

10.  Commonwealth  v Cass,  392  Mass  799  ( 1984). 

1 1.  Kader  D:  Missouri  Law  Review  45:639,  1980. 

12.  Vernon’s  Annotated  Civil  Statutes,  Art  4671—4678. 

1 3.  Dietrich  v Inhibitants  of  Northhampton,  1 38  Mass 
14  (1884). 

14.  Magnolia  Coca  Cola  Bottling  Co  v Jordan,  124  Tex 
347,  78  S.W.  2d  944  ( 1935). 

15.  Segal  SE,  Houston  Law  Review  7:449-460,  1970. 

16.  Leal  V C.C.  Pitts  Sand  and  Gravel,  Inc,  419  SW2d 
820  (1967). 

1 7.  Delgado  v Yandell,  468  SW2d  475  ( 1971 ). 

18.  Witty  V American  General  Capital  Distributors,  Inc, 
Houston  Civil  Court  of  Appeals,  First  Supreme  Judicial  Dis- 
trict, No.  01-84-0667-CV. 


Texas  Medicin 


TED  L.  EDWARDS,  JR,  MD 
DAVID  SANTEIISANIO 
KEITH  B WHEELER,  PHD 


Controlled  laboratory  studies  have  demonstrated 
that  ingestion  of  carbohydrate  during  prolonged 
exercise  can  postpone  fatigue.  To  evaluate  the 
effects  of  carbohydrate  supplementation  on  en- 
durance and  performance  under  field  conditions, 
we  studied  12  world-class  cyclists  during  three  55- 
mile  time  trials.  Although  the  resulting  data  reflect 
logistical  problems  associated  with  field  trials,  re- 
sults of  this  study  indicate  that  a liquid  carho- 
hydrate  supplement  ingested  during  prolonged, 
moderate- intensity  exercise  does  reduce  perceived 
exertion  and  improved  performance  in  the  last  30 
minutes  of  a 2 1 /2-hour  event  We  conclude  that, 
under  these  field  conditions,  carbohydrate  feeding 
during  prolonged,  moderate-intensity  exercise 
offers  certain  advantages  not  provided  by  plain 
water. 


Physical  performance  and  endurance  are  af- 
fected by  degree  of  training,  dehydration,  and 
fuel  supply  to  active  muscles.  Muscle  glycogen 
is  the  most  important  substrate  during  prolonged 
high-intensity  exercise.  Fatigue  occurs  when  muscle 
glycogen  stores  are  depleted  (1,2).  Research  with 
rats  has  demonstrated  that  infusion  of  glucose  dur- 
ing prolonged  exercise  slowed  muscle  glycogen  de- 
pletion and  significantly  increased  endurance  ( 3 ). 
More  recent  human  studies  have  demonstrated  that 
carbohydrate  feeding  during  prolonged  exercise 
can  delay  the  development  of  fatigue  (4,5). 

Studies  of  the  effects  of  carbohydrate  feeding  on 
endurance  in  humans  have  involved  controlled  lab- 
oratory conditions  where  participants  have  exer- 
cised on  a motor-driven  treadmill  or  a bicycle 
ergometer.  Although  these  studies  are  important, 
they  do  not  represent  the  typical  conditions  en- 
countered during  a competitive  endurance  run  or 
bicycle  ride.  Accordingly,  the  purpose  of  our  study 
was  to  conduct  a field  trial  of  the  effects  of  carbo- 
hydrate solutions  and  plain  water  on  perceived 
exertion,  overall  fatigue,  performance,  and  serum 
glucose  concentrations  in  world-class  cyclists  dur- 
ing prolonged  moderate-intensity  rides. 

Methods 

This  study  tested  the  effect  of  drinks  containing 
carbohydrates  on  the  performance  and  endurance 
of  world-class  cyclists.  We  used  a three-way  cross- 
over study  design.  Each  subject  was  assigned  to  a 
computer-generated  random  sequence  of  three 
drinks  to  be  given  during  three  successive  55.2-mile 
bicycle  rides.  Due  to  weather  restrictions,  trials  1 
and  2 were  separated  by  two  weeks,  and  trials  2 and 
3 were  separated  by  three  days.  Each  subject  served 
as  his  own  control.  Neither  subjects  nor  inves- 
tigators knew  which  drinks  were  being  given  at  any 
time.  Environmental  conditions  fluctuated  slightly 
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between  the  trials.  TTie  ambient  temperature  ranged 
from  57°  F to  78°  F and  the  wind  speed  from  14  mph 
to  26  mph. 

Twelve  male  cyclists,  in  training  during  March 
1983  to  tr^'  out  for  the  US  national  team,  were  se- 
lected. The  cyclists  were  at  the  national  training 
camp  in  Austin,  Tex.  All  had  similar  physical  stature 
and  had  world-class  capability. 

Before  the  trials  began,  subjects  were  informed  of 
the  study  objectives  and  methods  and  signed  con- 
sent forms.  The  three  drinks  tested  were  plain  water 
that  was  artificially  colored  and  sweetened  ( PW  );  a 
solution  containing  1%  glucose  polymers  ( Poly- 
cose ),  artificially  colored  and  sweetened  ( GP );  and 
a 7%  carbohydrate  solution  containing  5%  glucose 
polymers  and  2%  fructose,  also  artificially  col- 
ored and  sweetened  (GPF).  Compositions  of  the 
carbohydrate-containing  drinks  are  shown  in  Fig  1. 

Because  of  a heavy  race  schedule,  training  re- 
mained fairly  standardized  even  though  two  weeks 
separated  trials  1 and  2.  During  the  three  days  be- 
fore each  trial,  the  training  and  racing  schedules  of 
the  subjects  were  standardized.  During  these  days, 
food  intake  was  kept  constant  in  terms  of  both 
quantity  and  composition.  Subjects  ate  standard 
meals  consisting  of  approximately  50%  complex 
carbohydrate,  30%  protein,  and  20%  fat.  Other  food 
intake  was  restricted  to  water,  caffeine-free,  low- 
calorie  drinks,  and  sugar-free  gum. 

The  three  time  trials  were  conducted  on  a 9.2- 
mile  course  marked  out  on  a major  highway  in  Aus- 
tin. The  highway  was  in  excellent  condition  and  had 
long  climbs  and  descents. 

To  belp  control  individual  variability,  cyclists  rode 
in  six-man  tandems  behind  pace  cars  ( averaging 
23  mph ) for  the  first  46  miles.  Participants  rode  in 
the  same  six-man  tandems  for  all  three  time  trials. 
During  the  last  lap  (9.2  miles),  the  pace  car  broke 
off  and  ctyclists  raced  as  fast  as  possible  to  the  finish. 

Following  the  ride’s  start,  cyclists  in  the  PW 
and  the  GPF  groups  drank  200  mL  each  time  they 
finished  a lap  ( about  ever)'  20  minutes ).  Cyclists  in 
the  GP  group  drank  200  ml,  of  a 35%  glucose  poly- 
mers solution  after  the  first  lap  and  200  mL  of  the 
7%  solution  every'  lap  thereafter.  This  regimen  du- 
plicated that  of  Coyle  et  al  (4). 

Perceived  exertion  was  rated  each  split  when  in- 
vestigators held  up  rating  cards  (1  to  8 ) for  the 
cyclists  to  point  to.  A questionnaire  was  distributed 
immediately  after  each  test  ride.  Performance  was 
assessed  by  race  times  of  the  final  lap.  Perceived 
exertion  for  the  last  9.2  miles  and  overall  fatigue 
(did  you  experience  any  fatigue?)  were  rated  from 
1 ( very,  very  light ) to  8 ( exhaustion ) using  a modi- 
fied Borg  Scale  ( 6 ). 

Blood  samples  were  taken  about  10  minutes  be- 
fore the  ride  started  and  within  30  seconds  after  the 
finish.  Glucose,  insulin,  sodium,  potassium,  and 
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chloride  levels  were  determined. 

Two-factor  ANOVA  was  used  for  most  statistical 
comparisons.  To  be  included  in  the  analysis,  a sub- 
ject must  have  participated  in  all  three  trials.  Nine 
of  12  subjects  qualified. 

Results  and  discussion 

No  significant  differences  in  pretrial  chemistries 
were  found,  and  all  were  within  normal  ranges. 

After  the  trial,  mean  concentrations  of  serum  glu- 
cose were  significantly  lower  when  plain  water  had 
been  consumed  than  with  either  of  the  other  two 
drinks  ( Fig  2 ).  The  mean  net  changes  in  serum 
glucose  were  also  significantly  different.  Although 
final  mean  serum  glucose  values  were  within  the 
normal  range  when  subjects  were  given  plain  water, 
four  cyclists  had  post-trial  serum  glucose  concentra- 
tions less  than  65  mg/dL.  In  those  subjects,  this  low 
blood  glucose  level  was  associated  with  symptoms 
typical  of  hypoglycemia  ( ie,  dizziness,  lethargy,  etc ). 

Insulin  levels  were  not  significantly  different 
among  the  groups  following  exercise.  Almost  all  in- 
sulin concentrations,  regardless  of  group,  were  less 
than  5 /a/mL  at  the  finish. 

No  differences  in  mean  post-trial  serum  sodium, 
potassium,  or  chloride  concentrations  were  found 
(Fig  3)  All  post-trial  values  were  within  the  normal 
range.  The  only  mean  decrease  in  serum  electro- 


I.  Compositions  of  carbohydrate-containing  drinks  * 


Nutrient  (per  liter) 

GP» 

GPpt 

Protein  ( g) 

0 

0 

Carbohydrate  { g) 

70 

68 

F«(g) 

0 

0 

Calories  (kcal) 

280 

270 

C^alcium  ( mg ) 

45 

40 

Magnesium  (mg) 

0 

25 

Sodium  (mg) 

86 

265 

Potassium  (mg) 

29 

225 

Chloride  (mg) 

160 

390 

• Each  drink  prepared  by  adding  75  g of  powdered  product  to  1 qt 
of  water. 

♦GP  contained  7%  glucose  polymers  and  was  artificially  colored 
and  sweetened. 

’GPF  contained  5%  glucose  polymers  and  2%  fructose  and  was 
artificially  colored  and  sweetened. 


2.  Mean  serum  glucose  concentrations  at  finish,  and  mean 
changes  in  serum  glucose  concentration  over  trial  ( normal  = 
115  mg/dL). 


Group* 

Serum  Glucose  Concen- 
trate (Mean±SD) 
(mg/dL) 

Change  in  Serum  Glucose 
Concentration  (Mean  ± 
SD)  (mg/dL) 

PW 

74.3±21 

-5.3±20 

GP 

104.9±22f 

-F25.9±18f 

GPF 

122.8  ± 17' 

-l-39.3±21» 

* PW — plain  water;  GP — 7%  glucose  polymers  solution;  GPF — 5% 
glueose  polymers,  2%  fttictose  solution. 

♦Significantly  greater  than  plain  water,  p<0.05. 


lytes  occurred  with  potassium  during  the  PW  trial. 
The  change  was  small  and  not  significant. 

Since  cyclists  were  paced  for  the  first  five  laps  of 
the  course,  the  time  required  to  complete  the  final 
lap  was  the  best  indicator  of  performance.  The 
mean  times  required  to  complete  the  final  lap  were 
significantly  less  during  both  of  the  carbohydrate- 
supplemented  trials  ( Fig  4 ).  Compared  with  the  PW 
group,  final  lap  times  were  2.13  and  2.54  minutes 
less  for  the  GP  and  GPF  groups,  respectively.  The 
differences  in  final  lap  times  were  even  greater  in 
the  cyclists  who  had  symptoms  of  hypoglycemia 
during  the  PW  trial  (Fig  4).  With  these  subjects 
alone,  mean  last  lap  times  were  3.92  and  5.09  min- 
utes less  for  the  GP  and  GPF  groups  than  for  the  PW 
group. 

The  mean  rating  for  perceived  exertion  during 
the  last  9.2-mile  split  also  tended  to  be  lower  for  the 
GPF  and  GP  groups  than  for  the  PW  group  (Fig  5). 
Mean  ratings  of  exertion  for  each  of  the  earlier  9.2- 
mile  splits  did  not  differ  among  groups.  For  the 
cyclists  who  became  hypoglycemic  when  they  were 
given  plain  water,  the  mean  perceived  exertion  was 
8.0  for  the  last  9.2-mile  split.  During  both  the  GP 
and  GPF  trials,  these  subjects  rated  exertion  at  6.7. 
The  mean  rating  of  overall  fatigue  at  the  finish  was 
significantly  lower  with  both  the  GP  and  GPF 
groups  compared  with  the  PW  group  (Fig  5). 

Considering  the  number  of  complications  and  un- 
expected variables  (ie,  weather  and  broken  equip- 
ment ) that  occur  under  field  conditions,  it  is  often 
difficult  to  interpret  data.  The  results  of  this  study 
indicate  that  a carbohydrate  supplement  ingested 
during  prolonged,  moderate-intensity  exercise  re- 
duces perceived  exertion  and  improves  perfor- 
mance in  the  last  30  minutes  of  a 2 1 /2-hour  event. 
This  was  most  apparent  in  those  subjects  who  were 
prone  to  exercise-induced  hypoglycemia. 

Two  earlier  laboratory  studies  support  these  find- 
ings. Coyle  et  al  (4 ) found  that  carbohydrate  inges- 
tion can  delay  the  onset  of  fatigue  in  cyclists  riding 
ergometers  at  70%  to  79%  VO2  max.  In  that  study,  a 
subgroup  of  subjects  had  a marked  decrease  in 
blood  glucose  when  not  given  carbohydrate.  For 
these  subjects,  the  mean  time  to  fatigue  increased 
by  more  than  20  minutes  when  they  were  given 
carbohydrate  feedings  during  exercise.  In  a study  by 
Ivy  et  al  ( 7 ),  work  output  decreased  when  only 
water  was  given  during  the  last  30  minutes  of  a 1 20- 
minute  cycling  test  at  71%  VO2  max.  Work  output 
did  not  decrease  at  the  end  of  the  workout  when  a 
carbohydrate  feeding  was  given,  providing  evidence 
that  the  start  of  fatigue  was  delayed  by  carbohydrate 
ingestion. 

One  explanation  for  the  beneficial  effects  of  car- 
bohydrate during  exercise  is  the  sparing  effect  it 
may  have  on  muscle  glycogen  stores.  Studies  have 
indicated  that  carbohydrate  feedings  help  maintain 
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liver  glycogen  status  and,  hence,  blood  glucose,  re- 
sulting in  less  net  glycogen  depletion  during  pro- 
longed, moderate-intensity  exercise  ( 1,8  ).  These 
same  studies  suggest  that  this  glycogen  sparing  may 
display  its  most  obvious  effect  at  the  end  of  pro- 
longed exercise.  In  our  study,  cyclists’  fatigue  and 
lap  times  were  reduced  during  the  last  9.2  miles  of 
a 55.2-mile  bicycle  ride. 

Another  explanation  for  the  beneficial  effects  of 
carbohydrate  related  to  the  sparing  theory,  is  a de- 
layed onset  of  hypoglycemia.  Often,  but  not  always, 
fatigue  occurs  when  blood  glucose  levels  are  low 
(4).  In  this  study,  four  subjects  displayed  symptoms 
of  hypoglycemia  and  had  post-trial  blood  ^ucose 
values  below  65  mg/dL  during  the  PW  trial.  These 
four  subjects  displayed  a greater  improvement  in 
mean  performance  time  over  the  last  lap  during  the 
GP  and  GPF  trials,  compared  with  all  subjects.  The 
greater  improvement  in  performance  times  with 
these  four  subjects  was  attributed  mainly  to  a 
slower  last  lap  time  during  the  PW  trial. 

One  may  question  whether  the  improved  perfor- 
mance and  reduced  fatigability  seen  with  GP  and 
GPF  was  due  to  the  electrolytes  found  in  the  carbo- 
hydrate solutions.  Based  on  the  data  collected,  there 
is  no  reason  to  believe  that  the  electrolytes  had  any 
impact  on  performance.  Serum  sodium,  potassium, 
and  chloride  levels  remained  within  the  normal 
range  during  the  exercise  and  no  significant  changes 
occurred  between  groups. 

The  short  period  of  time  between  trial  2 and  trial 
3 had  no  major  impact  on  the  results.  Although  two 
weeks  separated  trial  1 and  trial  2,  cyclists  were  in- 
volved in  races  throughout  Texas  up  to  three  days 
before  the  start  of  the  second  trial. 

These  findings  support  the  idea  that  carbohydrate 
feeding  during  prolonged  exercise  under  field  con- 
ditions can  postpone  fatigue.  This  concept  is  espe- 
cially important  for  endurance  events  where  both 
fluid  and  carbohydrate  delivery  are  important. 

Seiple  et  al  (9)  have  recently  demonstrated  that  the 
gastric  emptying  rate  of  a 5%  glucose  polymers, 

2%  fructose  solution  was  not  significantly  different 
from  that  of  cold  water.  This  suggests  that  a glu- 
cose polymers-fructose  combination  consumed  dur- 
ing a prolonged  exercise  effort  may  improve  en- 
durance and  performance  without  compromising 
rehydration. 
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J Mean  serum  electrolyte  concentrations  at  finish  and  mean 
changes  over  trial 

Serum  Electrolytes 

Sodium  (mEq/L)  Potassium  (mEq/L)  Chloride  (mEq/L) 


(Mean)  (Mean  (Mean 

Group*  (Mean)  Change)  (Mean)  Change)  (Mean)  Change) 


PW 

GP 

GPF 

143.0 
142.9 

144.1 

-1-3.0  4.4 

-F3.2  4.6 

-1-6.0  4.7 

-0.19 

-fO.3 

+0.3 

106.3 

107.0 

106.3 

+ 1.3 
+ 2.8 
+ 2.3 

•PW- 

— plain  water;  GP — 7%  glucose  polymers  solution;  GPF — 5% 

glucose  polymers,  2%  fructose  solution. 

4.  Mean  time  required  to  complete  final  lap  for  all  subjects  and 
subjects  with  low  blood  glucose  values 


Time  (min) 


Group* 

All  Subjects 
(N  = 9)^ 

Hypoglycemic  Subjects 
(N  = 4) 

PW 

27.28  + 3.3 

29.40  + 2.95 

GP 

25  15±1.5^ 

25.48±0.53^ 

GPF 

24.74±0.9t 

24.31  ±1.0^ 

* PW — plain  water;  GP — 1%  glucose  polymers  solution;  GPF — 5% 

glucose  polymers,  2%  fructose  solution.  

♦Subjects  with  a post-trial  blood  glucose  level  less  than  65  mg/dL 
♦Significantly  less  than  elapsed  time  for  PW  group.  p<0.05. 


5.  Means  of  perceived  exertion  for  last  lap  (9.2  miles)  and  over- 
all fatigue  ratings  at  finish  The  rating  scale  ranged  from  1 (very, 
very  light)  to  8 ( exhaustion). 


Group* 

Perceived  Exertion 
for  Last  Lap 
( Mean±SD) 

Overall  Fatigue 
(Mean±SD) 

PW 

7.6±0.5 

7.7±0.7 

GP 

7.0+1.0 

6.2±  1.6^ 

GPF 

6.8+  1.0 

6.5  ±0.7^ 

•PW— plain  water;  GP — 1%  glucose  polymers  solution;  GPF— 5% 
glucose  polymers,  2%  fructose  solution. 

♦Significantly  less  than  fatigue  reported  by  PW  group,  p < 0.05. 
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One  of  the  most  common  birth  defects  is  cleft  lip 
and  palate.  Patients  with  cleft  lip  and  palate  or 
any  other  craniofacial  abnormalities  may  be  re- 
ferred to  any  of  18  teams  now  functioning  in 
Texas.  This  article  provides  information  on  team 
locations  and  the  specialists  involved  as  well  as 
the  rationale  and  procedures  for  making  referrals. 
In  addition,  the  article  suggests  questions  that 
should  be  asked  by  referring  physicians,  families, 
or  patients  before  selecting  a team.  Further,  a list 
of  parent  groups  in  Texas  is  provided. 

In  the  50  years  since  a dentist,  surgeon,  and 
speech  pathologist  first  met  as  a “team”  to  dis- 
cuss the  management  of  their  patients  with  cleft 
lip  or  palate,  interdisciplinary  consultation  has  be- 
come accepted  practice.  As  the  trend  toward  spe- 
cialization continues,  the  need  for  collaboration  has 
increased  to  ensure  that  patients  are  effectively 
served.  The  early  impetus  toward  team  formation 
occurred  in  Houston  during  the  1950s  when  both  a 
private  practice  and  an  institutional  team  were 
formed.  The  private  practice  team  was  founded  by 
two  plastic  surgeons  (Thomas  D.  Cronin,  MD,  and 
Raymond  O.  Brauer,  MD),  an  orthodontist  (Fred 
Schudy,  DDS),  and  a speech  pathologist  (R.  Ray 
Battin,  PhD)  in  order  to  provide  more  complete 
care  for  their  private  patients.  The  interinstitutional 
team  was  formed  by  a prosthodontist  (Joe  Drane, 
DDS,  of  The  University  of  Texas  Dental  Branch),  a 
plastic  surgeon  ( Barron  Hardy,  MD,  of  Baylor  Col- 
lege of  Medicine),  and  a speech  pathologist  (Jack 
Bangs,  PhD,  from  what  was  then  the  Houston 
Speech  and  Hearing  Center).  This  team  began  to 
meet  monthly  at  The  University  of  Texas  Dental 
Branch  to  discuss  management  of  patients  with  cleft 
lip  and  palate  who  were  presenting  special  prob- 
lems and/or  who  required  financial  assistance. 

Opportunities  now  exist  for  patients  with  cleft  lip 
and  palate  and  other  craniofacial  anomalies  to  be 
examined  by  any  of  1 8 teams  now  functioning  in 
Texas.  The  purpose  of  this  article  is  to  provide  infor- 
mation regarding  the  location  of  these  teams,  the 
specialists  on  the  teams,  and  the  procedure  for 
making  a referral. 

Location  of  the  teams  in  Texas 
A list  of  the  teams  meeting  in  Texas — along  with 
their  addresses,  names  of  the  directors,  and  the  tele- 
phone numbers  for  making  a referral — is  provided 
in  Fig  1 . As  this  listing  indicates,  a cleft  palate/cranio- 
facial team  is  within  driving  distance  of  all  geo- 
graphic areas  in  Texas.  The  list  contains  both  private 
practice  and  institutional  teams. 

Who  should  be  referred  to  a team 

Approximately  one  out  of  every  750  to  800  chil- 


dren bom  alive  may  be  predicted  to  have  a cleft  of 
the  lip  and/or  palate  ( 1 ).  In  addition  there  are  more 
than  1 50  symptom  complexes  involving  one  or 
more  of  the  oral  structures  (2).  Areas  of  Texas  with 
a large  population  having  American  Indian  ancestry 
may  have  even  more  cases  of  cleft  lip  and  palate 
than  these  figures  suggest  while  areas  with  a high 
proportion  of  black  residents  may  have  fewer  cases. 
All  patients  with  cleft  lip  and  palate  require  the  ser- 
vices of  a number  of  professionals.  Some  physicians 
who  provide  primary  care  for  such  patients  choose 
to  coordinate  their  own  independent  group  of  spe- 
cialists. Other  practitioners  wish  to  refer  their  pa- 
tients to  a team  either  for  evaluation  or  for  total 
management.  The  team  can  maximize  information 
and  methods  and  thus  provide  the  most  complete 
diagnosis,  prognosis,  and  treatment  plan  for  the  pa- 
tients (3). 

All  of  the  teams  listed  in  Fig  1 evaluate  and/or 
treat  persons  with  clefts  of  the  lip  and  palate  and  pa- 
tients with  velopharyngeal  incompetence.  Other 
craniofacial  anomalies  such  as  Crouzon’s  disease, 
Pierre  Robin  syndrome,  and  Treacher  Collins  syn- 
drome are  seen  by  some  but  not  all  of  the  teams. 

A few  teams  treat  cases  of  velopharyngeal  incompe- 
tence secondary  to  trauma  In  general,  all  of  the 
teams  listed  accept  both  children  and  adults.  Other 
specific  details  can  be  obtained  by  calling  the  team 
director  for  referral  information. 

The  fee  for  service  varies  among  the  different 
teams  and  ranges  from  no  pay  for  service,  to  a slid- 
ing scale,  to  full  fee  for  diagnostic  service  rendered. 
Teams  that  offer  treatment  have  similar  arrange- 
ments for  payment.  In  some  cases  the  Crippled  Chil- 
dren’s Services  Program  of  the  Texas  Department  of 
Health  can  provide  limited  aid  for  persons  with  cleft 
lip  or  palate.  Information  regarding  this  program 
can  be  obtained  by  calling  the  program  in  Austin  at 
(512)465-2666.  Most  commonly,  monies  are  allo- 
cated for  surgery,  but  dentistry,  speech  pathology, 
and  other  services  tend  to  receive  minimal  support. 
Availability  of  Medicare  and  Medicaid  services  also 
should  be  checked  as  should  the  procedure  for  col- 
lecting from  private  insurance. 

What  services  are  provided  by  a team 
Based  on  the  guidelines  of  the  American  Cleft  Palate 
Association,  teams  must  include  at  least  three  core 
disciplines:  surgery,  dentistry,  and  speech  pathology. 
Fig  2 reflects  the  range  of  specialists  who  function 
on  teams  in  Texas.  This  table  also  suggests  how  dif- 
ferent teams  use  permanent  members  and  how  they 
refer  to  alternate  team  members  for  consultation.  As 
Fig  2 indicates,  more  than  80%  of  the  teams  have 
plastic  surgeons,  specialists  in  ENT,  orthodontists, 
and  speech-language  pathologists  as  permanent 
members.  Other  members  of  certain  teams  include 
pediatricians,  ophthalmologists,  radiologists. 
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otolaryngologists,  neurologists,  geneticists,  pedo- 
dontists,  prosthodontists,  oral  surgeons,  audiolo- 
gists, psychologists,  and/or  social  workers.  Other 
specialists,  such  as  educators,  psychiatrists,  nurses, 
and  dental  hygienists,  have  not  been  included  in 
this  list,  but  they  do  function  on  some  teams.  A few 
teams  provide  an  opportunity  for  the  involvement 
of  residents  and  graduate  students.  Another  interest 
ing  feature  of  team  management  in  Texas  is  that 
some  teams  use  several  members  of  the  same  spe- 
cialty. Such  representation  provides  for  an  immedi- 
ate “second  opinion”  and  is  a diagnostic  aspect  that 
is  seldom  available  when  a sole  private  practitioner 
manages  the  case.  Although  not  specifically  listed, 
the  successful  team  involves  the  patient  and  his  or 
her  family  as  focal  members  of  the  deliberation,  for 
it  is  the  family  who  is  ultimately  responsible  for  im- 
plementing the  recommendation  of  the  team. 


Making  a referral 

In  general,  a member  of  any  specialty,  the  patient,  or 
the  patient’s  family  may  initiate  referral  to  a team. 
The  referring  professional  or  family  member  should 
call  the  team  being  considered  and  talk  with  their 
representative.  The  American  Cleft  Palate  Associa- 
tion maintains  that  a patient  will  receive  better  care 
from  a multidisciplinary  team  of  health  professionals 
than  from  a single  specialist.  The  association  points 
out  that  distance  may  not  be  the  most  important 
consideration  in  the  selection  of  a team  and  sug- 
gests a few  questions  that  the  referring  physician  or 
family  member  should  ask: 

a.  How  many  different  health  care  specialists  ( in 
addition  to  a surgeon,  a dentist,  and  a speech  pa- 
thologist) are  represented  on  the  team?  The  associa- 
tion feels  that  the  more  complete  the  range  of  spe- 
cialists, the  greater  the  likelihood  of  complete  care. 


/.  Cleft  palate  teams  in  Texas. 
AMARILLO 

Amarillo  Cleft  Palate  Group 
Amarillo  Speech,  Hearing 
and  Language  Center 
1300  WaUace  Blvd 
Amarillo,  TX  79106 
(806)  359-7681 
Director:  Jeff  R,  Moore,  MD 
Codirector:  Kay  Scholl,  MEd 

AUSTIN 

Central  Texas  Cleft  Palate  Conference 

Seton  Medical  Center 

1201  W 38th  St 

Austin,  TX  78705 

(512)465-3122 

Director:  E.  Richard  Parker,  MD 

♦CORPUS  CHRISTI 

South  Texas  Cleft  Palate 

and  Craniofacial  Anomalies  Team,  Inc. 

3435  S Alameda 

Corpus  Christi,  TX  784 1 1 

(512)853-0381 

Codirectors:  Paul  A.  Kennedy,  DDS,  MS; 
Richard  Ingraham.  DDS,  MS 

DALLAS 

Craniofocial  Anomalies  Team 
Children's  Medical  Center 
Southwestern  Medical  School 
Division  of  Plastic  Surgery 
5323  Harry  Hines  Blvd 
DaUas,  TX  75235 
(214)688-3571 
Director:  Donnell  Johns,  PhD 

j EL  PASO 

Cleft  Palate  and  Maxillofacial 
I Abnormalities  Clinic 
Viscount  Medical  Complex 
I 9398  Viscount  1-F 
I El  Paso,  TX  79925 
(915)592-0376 
I Director;  Marcia  Pirreca,  MA 
Codirector:  James  Peterson,  MD 


FORT  WORTH 

Fort  Worth  Cleft  Palate  Program 
John  Peter  Smith  Hospital 
1 500  S Main  St 
Fort  Worth,  TX  76104 
(817)927-1325 

Director:  Bruce  Epker,  DDS,  PhD 
Codirector:  Randolph  Deal,  PhD 

GALVESTON 

Plastic  Surgery  Cleft  Palate  Clinic 

Plastic  Surgery  Division 

John  Sealy  Hospital,  MW  801 

The  University  of  Texas  Medical  Branch 

Galveston,  TX  77550 

(409)761-1255 

Director:  Steven  Blackwell,  MD 

HOUSTON 

Baylor  College  of  Medicine 
Cleft  Palate-Craniofacial  Center 
6560  Fannin,  Suite  1034 
Houston,  TX  77030 
(713)799-6141 

Director;  Melvin  Spira,  MD,  DDS 
Codirector:  Haskell  Gruber,  DDS 

HOUSTON 

Cleft  Palate  Group 

The  University  of  Texas  Health 

Science  Center  Dental  Group 

6516  John  Freeman,  Room  202 

Houston,  TX  77030 

(713)792-4125 

Director;  John  R.  Helfrick,  DDS 

HOUSTON 

Cronin,  Brauer  and  Biggs 
Clinic  Association 
7000  Faruiin  St,  Suite  2400 
Houston,  TX  77030 
(713)795-5930 

Director:  Raymond  O.  Brauer,  MD 


HOUSTON 
Lincoln  Foundation 
7622  lx)uetta  Rd 
Springs,  TX  77379 
(713)537-0217 

Director:  Glenn  C.  Lincoln,  DDS,  MSD 

•LAREDO 

Cleft  Palate  Clinic 

Ruthe  B Cowl  Rehabilitation  Center 

PO  Box  1620 

Laredo,  TX  78041 

(512)722-2431 

Director:  John  E.  Carter,  MD 

Codirector:  Lisa  Bernard  Rush,  MEd 

LUBBOCK 

Lubbock  Cleft  Palate  Team 
Speech  and  Hearing  Clinic 
Texas  Tech  University 
Lubbock,  TX  79409 
(806)  742-3908 
Director:  Cheryl  Sancibrian,  MS 

MIDLAND  ODESSA 

Cleft  Palate  Clinic 

Permian  Basin  Rehabilitation  Center 

620  N Alleghaney 

Odessa,  TX  79761 

and 

2008  W Wall 
Midland,  TX  79701 
(915)332-8244 
Director:  Lynn  C.  Leever,  MS 

SAN  ANGELO 
Oral-facial  Anomalies  Cleft 
Lip/Palate  Clinic 

West  Texas  Rehabilitation  Center 
.3001  S.  Jackson 
San  Angelo,  TX  76904 
(915)  949-9535  or  658-6519 
Codirectors:  Thomas  S.  Jeter,  DDS,  MD; 
Marcia  Abbott,  MS 


SAN  ANTONIO 
Craniofacial  Anomalies  Clinic 
The  University  of  Texas  Health 
Science  Center 
7703  Floyd  Curl  Drive 
San  Antonio,  TX  78284 
(512)691-6866 

Director:  Donald  M.  Greer,  Jr,  MD 
Coordinator:  Doris  Schneider.  RN 

SAN  ANTONIO 

Southwest  Texas  Methodist  Hospital 
Cleft  Palate  Board  and  Craniofacial  Team 
7700  Floyd  Curl  Drive 
San  Antonio,  TX  78229 
( 5 1 2 ) 627-2390  or  692-4065 
Director:  John  E.  Carter,  MD 

TEMPLE 

Scott  and  White  Craniofacial  Clinic 

2401  S.  31st  St 

Temple,  TX  76508 

(817)774.3950 

Director:  D J.  Lynch.  MD 

Codirector:  Anne  Lueck.  MA 

T3XER 

East  Texas  Craniofacial  Anomalies  Team 

Mother  Frances  Hospital 

800  E.  Dawson 

Tyler,  TX  75701 

(214)  593-8441  or  597-2848 

Director:  Barry  G Acker,  DDS 

Codirector:  Stephen  LeSauvage,  MD 


•Team  not  registered  with  the  American  Cleft  Palate  Association 
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2.  Location  and  composition  of  Texas  cleft  palate  teams. 


LOCATION 

NAME  OF  GROUP 

NUMBER  OF  SPECIAUSTS  ON  TEAM 

MEDICINE 

DENTISTRY 

SPEECH 

PATHOLOGY 

AUDI- 

OLOGY 

PSYCH 

SOCIAL 

WORKER 

PS 

PD 

ENT 

R 

N 

GEN 

OPH 

Ped 

Orth  Pros  Or  Surg  Genl  BA  MA  PhD 

MA  PhD 

PhD 

BA  MSW 

Amarillo 

Amarillo  Cleft 

Palate  Group 

2 

+ 

2 

2 

+ 

2 

5+5 

2 

1 

+ 

+ 

Austin 

Central  Texas 

Cleft  Palate 

Conference 

9 

7 

6 

8 4 

1 

1 

'Corpus  Christi 

South  Texas  Cleft 

Palate  & Craniofacial 
Anomalies  Team 

1 

1 2 

2 

Dallas 

Craniofacial 

Anomalies  Team 

5 

2 

1 

2 

+ 

3 

2 

2 1 2 

1 1 

1 

1 

1 

El  Paso 

Cleft  Palate 
& Maxillofacial 
Abnormalities  Clinic 

3 

2 

2 

+ 

+ 

+ 

1 

1 2 1 

1 

2 

Fort  Worth 

Cleft  Palate  Program 

1 

2 

1 

+ 

1&  + 

2 

1 1 1 

1 

1 + 

1 

1 

Galveston 

Plastic  Surgery 

Cleft  Palate  Clinic 

3 

1 

1 

1 

1 

1 

1 

1 

1 

Houston 

Baylor  College 
of  Medicine  Cleft  Palate 
Craniofacial  Ctr 

4 

1 

1 

1 

+ 

1 

1 

1 

1 

1 

1 

+ 

1 

Houston 

Cleft  Palate  Group 

2 

+ 

1 

1 

+ 

+ 

1 

1 1 1 

2 

1 

+ 

Houston 

Cronin,  Brauer,  & 

Biggs  Association  Clinic 

6 

+ 

+ 

+ 

+ 

+ 

1 + + 

+ 1 

+ 

Houston 

Lincoln  Foundation 

1 

+ 

+ 

+ 

1 

1 1 1 

1 

'Laredo 

Cleft  Palate  Clinic 

2 

3 

1 

1 

1 

1 

Lubbock 

Lubbock  Cleft 

Palate  Team 

3 

4 

+ 

+ 

-1- 

+ 

2 

8 1 

2 1 

2 

+ 

Odessa 

Cleft  Palate  Clinic 

1 

2 

1 

+ 

1 

3 2 

2 

2 

+ 

1 

San  Angelo 

Oral  Facial  Anomalies 
Cleft  Lip/Palate  Clinic 

1 

1 

1 

1 1 

1 1 

1 

San  Antonio 

Craniofacial 

Anomalies  Clinic 

1 

1 

2 

1 

-t- 

2 

1 1 2 

1 2 

1 

1 

San  Antonio 

Cleft  Palate  Board 
and  Craniofacial  Team 

1 

+ 

5 

-t- 

2 

+ + + 1 

2 

5 

1 

Temple 

Scott  and  White 
Craniofacial  Clinic 

3 

1 

5 

+ 

+ 1 2 1 

1 1 

1 

1 

1 

Tyler 

East  Texas  Craniofacial 
Anomalies  Team 

1 

2 

1 

+ 

1 

2 3 1 

2 

1 

1 

• Team  not  registered  with  American  Cleft  Palate  Association 
+ An  alternate  member  who  does  not  attend  meetings  but  is  available  on  referral. 


PS  = plastic  surgery;  PD  = pediatrics;  ENT  = ear,  nose  and  throat;  R = radiology;  N — neurology;  GEN  — genetics;  OPH  — ophthalmology;  Ped  — pediatric  dentistry; 
Orth  = orthodontics;  Pros  = prosthodontics;  Or  Surg  = oral  surgery;  Genl  = general  dentistry. 
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b.  How  many  patients  does  the  team  see  each 
year?  In  general  the  quality'  of  care  tends  to  increase 
as  the  number  of  patients  increases.  Obviously  a 
cleft  palate  specialist  who  sees  100  patients  a year 
has  more  experience  than  the  one  who  secs  three 
or  four  patients  per  year. 

c.  Are  the  members  of  the  team  board  certified 
(if  appropriate)  or  do  they  hold  certification  in 
their  specialty?  This  may  be  an  issue  for  insurance 
coverage. 

d.  Is  the  team  registered  with  the  American  Cleft 
Palate  Association  and  are  the  members  of  the  team 
also  members  of  the  AGFA? 

e.  Is  the  patient  I wish  to  refer  appropriate  for 
this  team?  In  other  words,  can  the  patient  and  the 
referring  specialist  reasonably  expect  to  obtain  the 
kind  of  information  they  are  seeking? 

f What  is  the  fee  for  the  service?  What  types  of 
third-party  payment  are  accepted?  What  is  the  bill- 
ing procedure? 

g.  How  often  does  the  team  meet?  How  soon 
could  this  patient  be  scheduled? 

h.  Is  treatment  available,  or  only  evaluation? 

i.  Will  the  referring  specialist,  as  well  as  any  other 
specialist  who  has  already  treated  the  patient,  be  in- 
volved in  the  care  of  the  patient? 

j.  Who  is  responsible  for  patient  follow-up? 

In  addition  to  these  questions,  there  are  other 

questions  that  the  referring  physician  should  a,sk 
when  referring  a patient: 

a.  Is  there  a significant  speech  problem?  If  so,  is 
this  speech  problem  the  result  of  velopharyngeal 
inadequacy? 

b.  What  special  assessment  techniques  ( such  as 
cine  or  videofluoroscopy,  endoscopic,  or  airflow 
studies)  are  needed  to  define  the  status  of  the 
velopharyngeal  mechanism? 

c.  What  is  the  current  dental  condition  and  what 
will  be  the  schedule  of  recommended  treatment? 

d.  Are  there  such  significant  intellectual  and/or 
psychosocial  problems  that  future  surgery  is 
contraindicated? 

In  general,  the  team  can  be  called  upon  for  opin- 
ions regarding  total  case  management  in  order  to 
maximize  patient  benefit. 

Other  support  services 

Various  cities  in  Texas  have  parent  support  groups 
(Fig  3).  The  groups  vary  in  the  focus  and  level  of 
their  activity.  The  Houston  group,  for  example,  has 
19  trained  parent- volunteers  who  are  prepared  to 
visit  any  new  parent,  if  requested  by  the  physician, 
within  days  or  even  hours  of  the  birth  of  a child 
with  a cleft.  In  general  the  goal  of  these  groups  is  to 
provide  mutual  support  and  to  disseminate  informa- 
tion regarding  cleft  lip  and  palate.  The  American 
Cleft  Palate  Educational  Foundation  publishes  the 
Newsletter  for  Parents  and  Patients  that  is  provided 


without  charge  to  parent  organizations  and  to  all 
members  of  the  American  Cleft  Palate  Association. 
Other  interested  persons  may  subscribe  for  SI  per 
year  by  writing  to  the  ACPEF  National  Office,  331 
Salk  Hall,  University  of  Pittsburgh,  Pittsburgh,  PA 
15261.  Additional  information  can  be  obtained  by 
calling  “Cleftline”  at  (800)24-CLEFT. 

In  addition,  the  American  Cleft  Palate  Association 
has  prepared  a series  of  pamphlets  appropriate  for 
families  of  patients  with  cleft  lip  or  palate,  ranging 
from  instructions  for  the  parents  of  newborn  babies 
to  booklets  written  for  the  adolescent  patient. 

These  pamphlets  have  been  approved  by  the  edi- 
torial board  of  the  American  Cleft  Palate  Association 
and  are  available  for  a small  charge  by  writing  to  the 
national  office  at  the  above  address. 

Conclusion 

This  report  has  identified  18  cleft  lip  and  palate 
teams  and  seven  parent  support  groups  in  Texas. 
Additional  information  regarding  services  for  pa- 
tients and  their  families  in  Texas  or  anywhere  in  the 
United  States  is  available  by  contacting  the  admin- 
istrative secretary  at  the  national  office  of  the 
American  Cleft  Palate  Association,  331  Salk  Hall, 
University  of  Pittsburgh,  Pittsburgh,  PA  15261, 
(412)624-0625.  Evaluation  and/or  treatment  of 
children  and  adults  by  members  of  a cleft  palate 
team  or  craniofacial  team  is  within  the  geographic 
and  financial  reach  of  most  persons  in  Texas. 
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3.  Parent  groups  in  Texas 


Austin 

Central  Texas  Cleft  Palate  Parents  Association 
(512)  459-1291 

Corpus  Christi 

c/o  South  Texas  Cleft  Palate  and  Craniofacial 

Anomalies  Team 

(512)854-0131 

Dalla^s 

Caring  Parents 
(214)980-8966 

Fort  Worth 

Tarrant  County  Cleft  Palate  Parents  Association 
c/o  Dr  Larry  Wofford 

John  Peter  Smith  Hospital 

Houston 

Cleft  Palate  Parents  Society 
(713)937-9088 

Irving 

C:aring  Parents  of  Children  with  Cleft 
(214)980-8966 

Springtown 

Caring  Parents  for  Cleft  Palate 
(817)677-2430 
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Q--'  Take  Advantage  of  Our 

' DESIGN  IN  EXCELLENCE 
Quality  that  Lasts  & Lasts... 


Just  completed  in  El  Paso,  Texas 

//  - 


on  campus,  west  of  Vista  Hills  Hospital 


FULL  DEVELOPMENT  RESPONSIBLITY 
ARCHITECTURE  • PROJECT  MANAGEMENT 
CONSTRUCTION  • LEASING  • RNANONG 


...Using  time  tested  materials  & methods 
developed  in  over  100  Medical  Buildings, 
through  out  the  West,  our  unique  features 
give  you  a building  that  looks  new , inside 
and  out,  for  years  & years. 

Providing  you  with  enormous  savings  over 
the  Life  cycle  of  the  building. 

Providing  you  with  a Guaranteed  Bonded 
Cost,  early  in  the  negotiations. 

We  have  helped  many  doctor  groups  in 
obtaining  their  financing  and  forming 
their  ownership  groups. 


JUD  PERKINS  COMPANY 

4744  N.  Mesa,  » 211 

El  Paso.  TX  79912  (915)532-5331 
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Guidelines  for  feeding 
the  child  under  two 
years  of  age 


[ Because  knowledge  of  the  long-term  effects  of 
infant  feeding  practices  is  limited  dietary  recom- 
mendations should  be  made  cautiously  and 
should  allow  for  significant  modification  for  the 
individual  patient  Obesity,  hypercholesterolemia, 
and  hypertension  are  modifiable  risk  factors  for 
atherosclerotic  disease  in  adults,  but  the  possible 
I benefits  of  altering  an  infant’s  diet  should  be 
weighed  against  the  risks.  This  report  discusses 
selected  risk  factors  and  diet  in  children  less  than 
2 years  old  General  guidelines  provided  by  the 
j American  Academy  of  Pediatrics  Committee  on 
\ Nutrition  appear  to  be  reasonable  for  children  less 
\ than  2 years  of  age. 

I 

i 

I 

Little  is  known  about  the  long-term  conse- 
quences of  infant  feeding  practices.  However, 
much  advice  is  offered  by  the  lay  and  profes- 
sional press  based  on  poorly  designed  studies  and 
uiecdotal  information.  Making  specific  recommen- 
dations for  the  “general  population  of  children” 
should  be  made  cautiously,  allowing  for  significant 
nodification  for  the  individual  patient. 

Obesity,  hypercholesterolemia,  and  hypertension 
u-e  known  modifiable  risk  factors  for  atherosclerotic 
disease  in  adults.  There  are  no  data  available  to  indi- 
:ate  that  modifying  these  factors  alone  in  infancy  or 
-hildhood  decreases  a child’s  risk  of  developing 
itherosclerotic  disease  in  the  future.  The  influence 
)f  genetic  factors  must  not  be  forgotten  although 
hey  are  not  amenable  to  manipulation.  Intervention 
hat  modifies  risk  factors  must  address  the  potential 
isk  versus  the  benefit  of  the  proposed  intervention. 
Phis  report  provides  information  about  the  relation 
)f  these  risk  factors  to  children  less  than  2 years 
)f  age. 

Obesity  is  simply  defined  as  excessive  body  fat, 

»ut  the  diagnosis  in  children  can  be  difficult  (1,2). 

Lge,  sex,  body  frame,  and  height  of  an  individual  in- 
luence  the  precise  definition  of  obesity  for  that  pa- 
ient.  Elusive  factors  include  the  child’s  metabolic 
leeds  and  activity. 

There  seems  to  be  a “channeling  ” tendency  for 
ibesity  beginning  in  infancy  and  becoming  stronger 
^ith  age  ( 2,3).  Although  one  study  suggests  an  in- 
int’s  weight  correlates  strongly  with  adult  weight 
4),  most  obese  infants  do  not  become  obese  adults 
nd  most  adult  obesity  is  “unexplained”  by  obesity 
1 infancy  ( 2 ). 

Dietary  and  caloric  restriction  for  the  purpose  of 
/eight  reduction  during  the  first  two  years  of  life 
hould  be  discouraged.  Obesity  is  the  somatic  ex- 
ression  of  multiple  genetic,  metabolic,  and  behav- 
)ral  factors,  and  no  single  preventative  measure  or 
reatment  could  be  expected  to  be  both  safe  and 
ffective  ( 2 ).  Infants  subjected  to  prophylactic  mea- 


sures such  as  feeding  low-fat  milk  may  be  exposed 
to  excessive  renal  solute  loads  and  may  learn  behav- 
iors (eg,  increased  volume  ingestion)  not  conducive 
to  subsequent  caloric  regulation  (2,5).  There  are 
conflicting  reports  concerning  the  relationship  of 
breast-feeding  and  early  introduction  of  solids  to 
obesity  (6-8).  However,  as  long  as  there  is  a reason- 
able doubt  regarding  a cause  or  relationship — and 
there  are  good  reasons  other  than  obesity  pro- 
phylaxis to  encourage  breast-feeding  and  a delay  in 
introducing  solids — it  is  prudent  to  continue  to 
support  both  practices  to  promote  optimal  nutrition 
in  infancy  ( 2 ). 

Hypertension  in  the  pediatric  age  group  has 
gained  considerable  attention  in  recent  years.  In 
children,  as  in  adults,  the  cause  is  usually  unknown. 
Studies  of  populations  with  different  sodium  intakes 
suggest  a positive  correlation  between  the  amount 
of  sodium  ingested  and  the  number  of  individuals 
who  are  hypertensive  (9).  All  patients,  if  given 
enough  salt,  will  become  hypertensive  (10).  There- 
fore, salt  restriction  and  modifying  one’s  taste  for 
salt  may  be  a reasonable  goal. 

Sodium  requirements  for  growth  have  been  cal- 
culated to  be  0.5  mEq/kg^day  between  birth  and  3 
months,  and  0. 1 mEq/kg/day  after  6 months  (11). 
Most  infant  formulas  are  now  considered  “low-salt,” 
varying  from  1 50  mg  to  250  mg  of  sodium  per  liter. 
Because  of  the  significant  increase  in  salt  intake 
after  the  introduction  of  solids,  added  salt  was  elimi- 
nated entirely  from  infant  foods  in  1977.  Home- 
prepared  baby  foods  may,  in  fact,  have  a sodium 
concentration  greater  than  1 ,000%  higher  than 
similar  commercial  baby  food  products  (12). 

It  has  been  stated  that  decreases  in  salt  intake 
cause  no  harm  (13)  However,  hypochloremic  al- 
kalosis, growth  failure,  and  life-threatening  salt- 
losing states  have  been  described  in  stressed  infants 
or  those  with  ileostomies  (14,15).  The  recom- 
mended feedings  for  infants  contribute  less  sodium 
to  their  diets  than  the  adult  foods  they  receive  in 
the  latter  half  of  the  first  year  of  life.  Further  efforts  to 
reduce  the  sodium  concentration  in  foods  designed 
primarily  for  infants  should  be  discouraged  ( 16). 

The  cholesterol  controversy  remains  hotly  con- 
tested even  in  the  adult  literature  (17).  Breast  milk, 
considered  the  ideal  food  for  infants,  contains  more 
cholesterol  than  any  of  the  commercially-prepared 
formulas  or  whole  milk.  The  formation  of  bile  acids, 
hormones,  myelin,  and  other  special  tissues  may  in- 
dicate a continuing  need  for  cholesterol  during  the 
entire  growth  period  (18).  Therefore,  restricting  fat 
and  cholesterol  may  have  a detrimental  effect  on 
the  growth  and  development  of  infants.  Cohen  et  al 
( 19,20)  have  reported  that  the  normalization  of  fat 
intake  has  cured  chronic  diarrhea  in  children  previ- 
ously receiving  a fat-restricted  diet. 

In  making  dietary'  recommendations  for  the  gen- 
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eral  population  of  children,  untested,  unproven, 
and  perhaps  unnecessary  and  harmful  restrictions 
should  be  avoided.  Individual  attention  must  be 
given  to  the  patient  who  may  be  at  increased  risk  of 
developing  atherosclerotic  disease  later  in  life. 
Therefore,  the  general  guidelines  as  outlined  by  the 
American  Academy  of  Pediatrics  Committee  on  Nu- 
trition seem  reasonable  until  further  data  are  avail- 
able (18): 

a.  When  breast-feeding  is  unsuccessful,  inap- 
propriate, or  stopped  early,  infant  formulas  provide 
the  best  alternative  for  meeting  nutritional  needs 
during  the  first  year  of  life.  Supplementary  foods  are 
recommended  beginning  at  4 to  6 months  of  age. 
Dietary  fat  should  not  be  restricted  in  this  age 
group. 

b.  After  1 year  of  age,  a varied  diet  from  each  of 
the  major  food  groups  is  the  best  assurance  of  nutri- 
tional adequacy. 

c.  Detection  of  obesity  by  measuring  height  and 
weight  and  detection  of  hypertension  by  measuring 
blood  pressure  according  to  the  schedules  pub- 
lished by  the  American  Academy  of  Pediatrics  will 
permit  the  early  recognition  and  treatment  of  obesity 
and  hypertension. 

These  guidelines  apply  only  to  children  2 years 
old  and  younger. 

REFERENCES 

1.  Weil  WB  Jr:  Current  controversies  in  childhood 
obesity.  J Pediatr  9 1 ( 2 ) : 1 75  - 1 87,  1 977. 

2.  American  Academy  of  Pediatrics.  Committee  on  Nu- 
trition. Nutrition  aspects  of  obesity  in  infancy  and  child- 
hood. Pediatrics  68(6 ):880-883,  1981. 

3.  Dietz  WH  Jr;  Childhood  obesity:  susceptibility, 
cause  and  management.  J Pediatr  103(5  ):676-686,  1983. 

4.  Charney  E,  Goodman  HC,  McBride  M,  et  al:  Child- 
hood antecedents  of  adult  obesity.  New  Engl  J Med 
295(1  ):6-9,  1976. 

5.  Eomon  SJ,  Eiler  LJ  Jr,  Anderson  TA,  et  al;  Recom- 
mendations for  feeding  normal  infants.  Pediatrics 
63(1  );52-59,  1979. 

6.  Kramer  MS;  Do  breast-feeding  and  delayed  intro- 
duction of  solid  foods  protect  against  subsequent  obesity? 

J Pediatrics  98(6); 883-887,  1981. 

7.  Davies  DP,  Gray  OP,  Elwood  PC,  et  al;  Effects  of 
solid  foods  on  growth  of  bottle-fed  infants  in  first  three 
months  of  life.  Br  MedJ  2(6078):7-8,  1977. 

8 Swiet  MD,  Payers  P;  Effect  of  feeding  habit  on 
weight  in  infancy.  Lancet  1(8017):892— 894,  1977. 

9 Hunt  JC:  Sodium  intake  and  hypertension:  a cause 
for  concern.  Ann  Intern  Med  98(5  Pt  2); 724— 728,  1983. 

10  Callaway  CW:  Nutritional  factors  and  blood  pres- 
sure control:  an  assessment.  Ann  Intern  Med  98(  5 Pt 
2);884-890,  1983. 

1 1 . Forbes  GB:  Chemical  growth  in  man.  Pediatrics 
9:58,  1982. 

12.  Kerr  CM  Jr,  Reisinger  KS,  Plankey  FW;  Sodium 
concentration  of  homemade  baby  foods.  Pediatrics 
62(3);331-335,  1978. 

13.  Jesse  MJ:  Symposium  on  salt  intake  in  infancy  and 


childhood;  does  it  have  a role  in  adult  hypertension,  1983. 

14.  Linshaw  MA,  Harrison  HC,  Gruskin  AB,  et  al:  Hypo- 
chloremic alkalosis  in  infants  associated  with  soy  protein 
formula.  J Pediatr  96(4);635-640,  1980. 

15.  Rothstein  EC,  Halpin  TCJr,  Kliegman  RJ,  et  al;  Im- 
portance of  early  ileostomy  closure  to  prevent  chronic  salt 
and  water  losses  after  necrotizing  enterocolitis.  Pediatrics 
70(2):  249-253,  1982. 

16.  American  Academy  of  Pediatrics.  Committee  on  Nu- 
trition. Sodium  intake  of  infants  in  the  United  States.  Pedi- 
atrics 68(3):444— 445,  1981. 

17.  Levy  RI:  Current  status  of  the  cholesterol  contro- 
versy. (Supplement)  Am  J Med,  May  23,  1983. 

18.  Committee  on  Nutrition.  Toward  a prudent  diet  for 
children.  Pediatrics  71(  1);78— 80,  1983. 

19.  Cohen  SA,  Hendricks  KM,  Eastham  EJ,  et  al:  Chronic 
nonspecific  diarrhea.  A complication  of  dietary  fat  restric- 
tion. Am  J Dis  Child  133(5):490-492,  1979. 

20.  Cohen  SA,  Hendricks  KM,  Mathis  RK,  et  al:  Chronic 
nonspecific  diarrhea:  dietary  relationships.  Pediatrics 
64(4):402-407,  1979. 


Texas  Medicin 


In  ten  5?ears  vour  malpractice 
carrier  may  be  just  a memory 

Unless  it’s  Medical  Protective. 


As  you  consider  professional  liability  insurance, 
consider  this.  The  coverages  stated  in  the  policy  are 
basically  a promise  — a promise  to  be  here  when 
needed  regardless  of  legal  climate  or  economic 
conditions.  A company’s  ability  to  keep  this  promise 
is  critical  because  your  financial  security  may 
depend  on  it.  Unfortunately,  too  many  firms  are  now 
finding  the  task  impossible. 

Analyze  your  liability  insurance  options  carefully 
just  as  you  would  any  important  investment.  Go 
beyond  the  agent  and  the  policy  to  the  company  that 


stands  behind  both.  How  long  has  it  been  in  opera- 
tion? Has  it  weathered  some  of  the  tough  times?  Will 
it  be  there  for  you  when  you  need  help? 

The  Medical  Protective  Company  pioneered  profes- 
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since.  Over  500,000  of  them.  Through  good  times 
and  bad.  We’ll  be  here  when  you  need  us. 
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Osteosarcoma  accounts  for  60%  of  malignant 
bone  tumors  in  children  and  adolescents.  Peak  inci- 
dence occurs  in  persons  15-25  years  old  Current 
diagnostic  procedures  arui  therapies — particularly 
with  the  use  of  adjuvant  chemotherapy — can  re- 
sult in  disease-free  survival  in  approximately  60% 
of  patients.  All  patients  with  high-grade  osteo- 
sarcoma should  receive  adjuvant  treatment 


Osteosarcoma  accounts  for  60%  of  the  ma- 
lignant bone  tumors  in  children  and  adoles- 
cents. The  third  National  Cancer  Survey  in 
the  United  States  reports  an  incidence  of  3-36  cases 
of  osteosarcoma  per  million  whites  less  than  20 
years  old  and  2.88  per  million  blacks  in  that  age 
group  ( 1 ).  The  peak  incidence  occurs  in  persons 
between  1 5 and  25  years  of  age,  and  the  male-to- 
female  ratio  is  approximately  1.5  to  1.  The  com- 
monest bone  affected  is  the  femur,  usually  the  distal 
end,  followed  by  the  proximal  tibia,  proximal  femur 
and  humerus. 

The  etiology  of  osteosarcoma  is  unknown.  How- 
ever, some  cases  are  related  to  therapeutic  irradia- 
tion (2).  An  increased  incidence  also  occurs  in  pa- 
tients cured  of  retinoblastoma;  here  the  disease  may 
be  related  to  therapeutic  radiation  for  the  treated 
retinoblastoma,  or  it  may  occur  in  the  femur  or 
elsewhere  at  sites  unexposed  to  radiation  therapy 
(3).  A similar  phenomenon  may  exist  in  adults 
where  osteosarcoma  is  known  to  develop  from 
Paget’s  disease.  A history  of  trauma  is  not  uncom- 
mon, but  there  is  no  proof  that  this  is  responsible 
for  the  development  of  osteosarcoma. 
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Du^nostic  procedures 

Good  quality  radiographs  of  the  affected  bone  are 
essential  for  a proper  diagnosis.  It  is  our  practice  to 
obtain  four  views  (anteroposterior,  lateral,  and  two 
oblique  views)  of  the  affected  area.  The  tumor  usu- 
ally occurs  in  the  diaphysis  of  long  bones  and  mani- 
fests as  destruction  with  new  bone  formation.  The 
majority  arise  in  the  medullary  cavity  and  extend 
toward  and  elevate  the  periosteum  producing  a 
Codman’s  triangle.  New  bone  formation  extending 
at  right  angles  to  the  periosteum  may  also  produce 
a sunburst  appearance.  It  is  not  uncommon  to  find 
lytic  and  osteoblastic  areas  in  the  same  tumor.  Ex- 
tension into  the  surrounding  soft  tissue  may  also  be 
noted. 

With  the  provisional  diagnosis  of  an  osteosar- 
coma, additional  radiographic  studies  are  usually 
obtained.  These  include  a skeletal  survey  and  com- 
puterized axial  tomography  (CAT  scan)  of  the  af- 
fected bone.  This  usually  discloses  the  extent  of 
bone  involvement,  intramedullary  spread,  the  pres- 
ence of  skip  lesions,  and  the  relationship  of  the  tu- 
mor and  soft  tissue  to  the  neurovascular  bundle.  In 


patients  where  a limb  salvage  procedure  will  be 
performed  (vida  infra),  measurement  of  the  bone 
for  a custom-made  prosthesis  is  also  obtained.  Fi- 
nally, radionuclide  scintigraphy  with  methylene  di- 
phosphonate  Tc  99  to  determine  the  presence  of  si- 
lent bone  metastases,  skip  lesions,  or  a multifocal 
sclerosing  osteosarcoma  is  also  obtained. 

Initial  evaluation  also  requires  a chest  radiograph 
to  detect  pulmonary  metastases.  This  is  followed  by 
a CAT  scan  of  the  chest.  The  latter  is  probably  able 
to  identify  pulmonary  metastases  which  are  not  de- 
tectable on  standard  chest  roentgenograms  in  ap- 
proximately 5%  of  patients.  There  may  also  be  an 
increased  incidence  of  false-positive  findings  with 
CAT  scans  of  the  lung  since  it  is  not  possible  to  dif- 
ferentiate between  viable  tumor  and  granulomas, 
pleural  based  nodes,  or  scar  tissue  from  prior  surgery. 

Classification  of  osteosarcoma 
Several  subtypes  of  osteosarcoma  have  been  identi- 
fied histologically.  These  comprise  chondroblastic, 
fibroblastic,  telangiectatic,  low-grade  intraosseous, 
small  cell  (Ewing’s-like),  and  mixed  varieties.  At- 
tempts have  been  made  to  correlate  these  varieties  j' 
to  the  prognostic  outcome.  Thus,  for  example,  it  has : 
been  claimed  that  telangiectatic  osteosarcoma  is 
highly  malignant  with  a poor  prognosis.  With  the 
successes  of  modern  chemotherapy,  this  appears  to 
be  changing. 

Anatomically,  osteosarcoma  has  also  been  classi- 
fied in  terms  of  the  “classical”  type,  which  arises  in 
the  medullary  cavity,  and  the  “surface”  types  which 
comprise  the  parosteal  ( juxtacortical)  and  periosteal 
types.  Parosteal  osteosarcoma  usually  occurs  in  the  ! 
distal  femur  in  females  and  the  periosteal  in  the 
proximal  tibia.  The  latter  is  usually  associated  with  j 
moderate  amount  of  cartilage  and  has  also  been 
designated  periosteal  chondrosarcoma  by  some 
investigators.  ' 

The  differential  diagnosis  of  osteosarcoma  in-  i 

eludes  Ewing’s  sarcoma,  aneurysmal  bone  cyst,  be-  ; 

nign  cyst,  osteomyelitis,  and  stress  fracture.  [ 

1 

Biopsy  ! 

Meticulous  histological  evaluation  of  the  tumor  is  | 
critical  for  effective  treatment.  It  is  our  current  i 

practice  to  perform  needle  biopsies,  which  with 
good  quality  radiographs  will  reveal  the  proper  di- 
agnosis in  more  than  80%  of  cases  (4).  Needle  bi- 
opsy also  improves  the  opportunity  for  limb  salvage 
in  selected  cases:  an  inappropriately  placed  incision! 
may  preclude  this  procedure  since  the  biopsy  tract  ! 
must  be  excised  to  prevent  local  recurrence.  Under 
these  circumstances,  the  amount  of  tissue  to  be  ex- 
cised with  an  open  biopsy  may  render  adequate 
skin  coverage  difficult.  Open  biopsies,  therefore,  are 
performed  only  if  the  material  obtained  by  a needle 
biopsy  is  inadequate.  In  these  circumstances,  it  is 
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preferable  to  have  the  open  biopsy  performed  by  or 
in  consultation  with  the  surgeon  who  will  perform 
the  definitive  procedure. 

Surgical  ablation  of  the  primary  tumor 
Surgery  is  usually  required  for  extirpation  of  the  pri- 
mary tumor.  Amputation,  disarticulation,  or  fore- 
quarter or  hindquarter  amputation  are  standard  pro- 
cedures. However,  these  are  mutilating,  and  local 
resection  with  insertion  of  an  internal  prosthesis  or 
an  allograft  has  received  increasing  prominence. 
Surgical  procedures  may  be  performed  immediately 
after  the  diagnosis  is  established  or  with  the  poten- 
tial benefit  of  preoperative  chemotherapy.  The 
latter,  if  effective,  enhances  the  safety  of  the  surgical 
f | procedure  and  helps  prevent  local  recurrence.  In 
addition,  the  administration  of  preoperative  chemo- 
therapy may  also  serve  as  an  in  vivo  sensitivity  test 
of  the  susceptibility  of  the  patient’s  tumor  to  drugs. 

1 This  information  may  be  used  postoperatively  in  ad- 
juvant treatment.  The  efficacy  of  such  preoperative 
treatment  is  determined  by  pathological  evaluation 
of  the  surgical  specimen. 

‘I 

Chemotherapy 

A variety  of  different  regimens  are  currently  avail- 
able for  the  treatment  of  osteosarcoma; 

a.  High-dose  methotrexate  with  citrovorum  fac- 
tor “rescue”  has  been  extensively  investigated  by 
Jaffe  (5)  and  Rosen  (6).  Rosen’s  therapeutic  regi- 

1 men  has  been  designated  T-10.  It  is  a composite  of 
j previous  osteosarcoma  regimens  and  has  been  re- 
fined and  improved  to  the  extent  that  the  authors 
claim  survival  rates  of  approximately  80% . It  is  used 
;jin  the  preoperative  and  postoperative  phases  of 
' treatment. 

b.  Pediatric  patients  at  the  M.D.  Anderson  Hospi- 
tal and  Tumor  Institute  are  treated  initially  with 
Iseven  courses  of  intra-arterial  cisplatin  (CDP).  Each 
course  requires  arterial  catheterization  under  anes- 
thesia. This  is  followed  by  a surgical  procedure,  and 
the  extent  of  tumor  destruction  is  evaluated.  Pa- 
tients exhibiting  tumor  necrosis  in  excess  of  60% 
retain  CDP  in  the  postoperative  phase  and  have 
high-dose  methotrexate  and  Adriamycin  added  to 
the  therapeutic  regimen.  Alternatively,  if  tumor  de- 
struction is  less  than  60% , CDP  is  discarded.  With 
this  therapeutic  approach,  survival  rates  of  about 

f|70%  have  been  achieved  (8).  Adult  patients  are 
jlitreated  in  a similar  fashion,  utilizing  intra-arterial 
I CDP  and  Adriamycin  as  initial  therapy. 

,,  c.  Eilber  has  used  intra-arterial  CDP,  Adriamycin, 
l‘and  radiation  therapy  as  preoperative  treatment  (9). 
i The  extent  of  tumor  destruction  is  evaluated  after 
.(j  surgery,  and  patients  who  exhibit  adequate  tumor 
j 'destruction  are  treated  postoperatively  with  Adria- 
Imycin  and  high-dose  methotrexate.  Survival  rates  in 
Ithe  vicinity  of  50%  to  60%  have  been  reported. 


d.  In  other  centers,  high-dose  methotrexate,  CDP, 
and  Adriamycin  may  be  utilized  alone  and/or  in 
combination  ( 10,1 1 ).  In  most  of  these  centers  the 
therapeutic  regimens  are  utilized  postoperatively 
after  ablation  of  the  primary  tumor. 

Limb  salvage 

Limb  salvage  represents  a major  advance  in  the 
management  of  osteosarcoma.  It  is  only  suitable  for 
selected  patients  (12).  Thus,  patients  with  lower  ex- 
tremity lesions  should  have  obtained  maximum  or 
near  maximum  growth.  This  is  governed  by  the  fact 
that  growth  of  the  affected  limb  (as  opposed  to  the 
normal  contralateral  limb)  will  be  curtailed  by  the 
surgical  procedure  and  the  subsequent  limb-length 
discrepancy  may  not  permit  a normal  gait.  Thus,  if 
the  difference  in  the  projected  length  will  be  in  ex- 
cess of  8 cm,  an  exoprosthesis  is  preferable.  In  con- 
trast, patients  with  upper  extremity  lesions  receive 
more  favorable  consideration.  From  a surgical  stand- 
point, there  should  be  no  invasion  of  the  neuro- 
vascular bundle.  This  finding  may  be  elicited  by 
angiography  or  CAT  scan.  In  all  cases,  patients 
should  be  cautioned  that  amputation  may  be  re- 
quired in  the  event  that  there  is  failure  of  pre- 
operative treatment,  superimposed  infection,  or 
other  complications. 

Other  surgical  procedures 
For  patients  with  lower  extremity  lesions  who  are 
not  suitable  for  limb  salvage,  rotation-plasty  may  be 
considered  (13).  This  may  be  offered  to  patients 
with  distal  femoral  lesions  who  have  not  reached 
maximum  or  near  maximum  growth.  The  proce- 
dure involves  amputation  of  the  femur  at  the  level 
of  the  proximal  physis,  preservation  of  the  neuro- 
vascular bundle,  resection  of  the  fibula,  rotation  of 
the  tibia  through  1 80°,  and  insertion  of  the  tibia 
into  the  femoral  stump.  In  these  circumstances,  the 
heel  acts  as  a modified  knee.  While  cosmetically  un- 
attractive, its  functional  results  are  excellent. 

In  other  circumstances,  patients  may  also  be 
offered  the  opportunity  for  modified  limb  preserva- 
tion by  means  of  an  arthrodesis. 

Pulmonary  metastases 

Patients  who  develop  pulmonary  metastases  may 
still  be  offered  the  opportunity  for  cure  by  surgical 
ablation.  Such  metastases  appearing  during  treat- 
ment are  usually  limited  in  number  and  delayed  in 
appearance  (14).  Under  these  circumstances,  ap- 
proximately 50%  of  patients  who  develop  metasta- 
ses during  treatment  may  still  be  rendered  free  of 
disease. 

Prognosis 

With  current  methods  of  treatment — particularly 
with  the  application  of  adjuvant  chemotherapy — 
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disease-free  survival  in  excess  of  60%  may  now  be 
anticipated.  This  result  was  at  one  stage  disputed  by 
the  Mayo  Clinic  on  the  grounds  that  there  had  been 
a gradual  improvement  in  the  prognosis  of  osteo- 
sarcoma which  was  unrelated  to  chemotherapy 
(15,16).  However,  a recent  multi-institutional  study 
demonstrated  that  survival  was  less  than  10%  in  pa- 
tients who  did  not  receive  adjuvant  chemotherapy. 

In  contrast,  patients  who  received  a modified  Rosen 
T-10  protocol  achieved  a survival  rate  of  approx- 
imately 60%  (17).  Thus,  current  concepts  advocate 
that  all  patients  with  high-grade  osteosarcoma 
should  be  offered  the  potential  benefit  of  adjuvant 
treatment. 
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Medicine  on  Texas 
plantations 


The  Texas  plantation  system  began  after  1821  with 
Mexico’s  offer  of  free  land  to  settlers.  The  eastern 
planters  who  responded  to  the  offer  encountered 
many  hardships:  hostile  Indians,  wild  animals, 

\ food  shortages,  brutal  weather — and  illness. 

Among  illnesses  faced  by  these  settlers  were  ma- 
’ laria,  dysentery,  cholera  yellow  fever,  pneumonia 
! whooping  cough,  and  smallpox.  Some  doctors  of 
the  day  had  received  formal  training  others  had 
had  apprenticeships,  and  some  simply  labeled 
themselves  "doctor”  without  the  benefit  of  training. 

I Whatever  a doctor’s  background,  the  remedy  he 
{offered  often  was  worse  than  the  disease.  The  un- 
fortunate patient  was  faced  with  any  of  an  assort- 
ment of  treatments:  harsh  emetics,  purgatives,  and 
bloodletting;  foul-tasting  home  remedies;  and 
patent  medicines.  The  Civil  War  ended  the  planta- 
tion system  and  increased  the  settlers’  reliance  on 
home  remedies. 


The  plantation  system  began  in  Texas  after 

Mexico  won  its  independence  from  Spain  in 
1 82 1 and  offered  free  land  to  settlers  who 
would  come  and  live  in  its  northern  colony.  Empre- 
iarios,  or  agents,  placed  advertisements  in  US  pa- 
pers, promising  a planter’s  paradise  of  virgin  soil 
with  abundant  timber  and  water.  In  the  US,  planters 
struggling  to  raise  crops  on  worn  out,  eroded  farm 
land  and  unwilling  to  pay  the  high  price  for  new 
land  in  the  states,  packed  up  their  families  and  their 
slaves,  their  tools  and  their  seeds,  and  made  their 
way  by  covered  wagon  or  slow  boat  to  the  prom- 
ised land.  In  a wide  crescent,  from  the  Gulf  of  Mex- 
ico to  the  Red  River,  they  established  their  cotton 
ind  sugar  plantations.  The  system  flourished  and  in- 
creased until  the  time  of  the  Civil  War. 

The  problems  of  these  pioneering  planters  were 
many  Indian  raids  were  a danger;  wild  animals 
lurked  in  wooded  areas;  food  was  often  scarce  in 
the  first  months  before  crops  could  be  raised;  and 
fires  and  storms  could  wre^  havoc.  But  the  most 
constant  fear  was  of  illness.  Their  courage  and  their 
adventurous  spirits  could  not  ward  off  sickness,  nor 
could  their  strength  help  them  when  they  were  in 
the  grip  of  the  chills  and  fever  that  the  newcomers 
to  Texas  were  apt  to  suffer.  Nobody  associated  the 
tiresome  mosquitoes  of  the  low  country  with  these 
ailments,  but  it  was  generally  believed  that  those 
living  in  higher  and  drier  locations  suffered  less. 
Sickly  slaves  cut  into  their  owners’  income,  and  ad- 
v'ertisements  often  mentioned  that  a group  of  slaves 
offered  for  sale  were  “acclimated,”  meaning  they 
were  less  likely  to  get  malaria. 

Malaria  went  by  different  names:  intermittent 
fever,  remittent  fever,  ague,  and  bilious  fever.  In 
whatever  form  and  by  whatever  name,  it  caused  ex- 
cruciating pain  in  muscles,  bones,  and  joints;  severe 
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headaches;  uncontrollable  shivering;  burning  fever; 
drenching  sweats;  and  in  severe  cases  emaciation, 
anemia,  great  weakness,  depression,  and  disorienta- 
tion. Quinine  was  the  most  widely  used  medicine 
for  malaria.  But  when  it  was  not  available,  boneset,  a 
common  herb,  was  nearly  as  good  to  break  the 
chills  and  fever  of  mild  cases.  Patients  regarded  ei- 
ther remedy,  quinine  or  boneset,  as  equally  evil 
tasting. 

Not  surprisingly,  in  those  days  of  bad  sanitation 
and  poor  hygiene,  dysentery’  ( also  called  summer 
complaint  or  bloody  flux ) was  another  common  ail- 
ment. Home  remedies  included  rice  water  (water  in 
which  rice  had  been  boiled ),  blackjack  oak  bark  tea. 
broth  made  from  pulverized  dried  linings  of  chicken 
gizzards,  and  oak  leaves,  which  were  chewed.  Or, 
for  50  cents  the  sufferer  could  purchase  Dr  Brown- 
ing’s Celebrated  Cholera  and  Diarrhea  Remedy, 
which  was  advertised  as  a “Sovereign  and  never- 
failing  remedy  for  all  Bowel  Affections,”  The  adver- 
tiser modestly  admitted  that  Dr  Browning’s  would 
not  cure  “all  the  diseases  to  which  the  human  race 
is  subject,”  but  promised  a “speedy  cure”  for  the 
“worst  forms”  of  diarrhea,  dysentery,  and  cholera 
morbus  ( 1 ). 

Epidemics  of  the  dreaded  cholera  caused  panic  in 
Texas  cities  and  among  plantation  residents  in  the 
lower  Brazos  area  in  1833  and  1834,  and  again  in 
1850  and  1852.  Hundreds  died  in  Stephen  F.  Austin’s 
colony  in  the  first  epidemic,  and  Texans  referred  to 
1833  as  the  year  of  the  “Big  Cholera.  ” The  towns 
of  Brazoria  and  Velasco  were  devastated  by  the 
disease,  and  the  plantation  families  suffered 
proportionately. 

The  plantation  of  Thomas  Westall,  a successful 
cotton  planter  on  the  Gulf  Prairie,  was  particularly 
hard  hit.  ’Westall  and  two  of  his  children  as  well  as 
many  of  his  slaves  died  of  the  disease.  At  one  time 
there  were  six  or  seven  corpses  at  the  Westall  plan- 
tation because  the  neighbors  were  afraid  to  ap- 
proach them  ( 2 ).  The  effects  of  the  epidemic  were 
felt  economically  and  politically.  So  many  slaves 
were  stricken  that  the  crops  suffered. 

In  1849  and  1850  cholera  appeared  on  the  Red 
River  and  killed  a number  of  plantation  slaves  there 
( 3 ).  As  Williamson  Freeman  and  his  family  and 
slaves  were  making  their  way  from  Georgia  to  their 
new  life  in  Texas,  the  cholera  caught  up  with  them 
in  New  Orleans  and  killed  several  of  the  slaves  ( 4 ). 

It  rolled  on  relentlessly  and  on  a plantation  near 
Huntsville  it  killed  more  than  a dozen  slaves  and  the 
owner’s  son.  When  16  Negroes  died  of  cholera  on 
one  Brazoria  County  plantation  and  33  on  another, 
some  of  the  planters  suspended  all  work  and  had 
their  slaves  scatter  in  the  woods  to  avoid  exposure 
to  victims  of  the  disease  ( 5 ). 

The  cause  of  the  disease  was  not  understood,  but 
intelligent  doctors  connected  its  onset  with  a lack 
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of  cleanliness  and  inadequate  sanitation  relating  to 
food  and  water.  All  kinds  of  quack  remedies  were 
tried.  Some  were  as  harmless  as  eating  garlic  and 
going  to  bed  early.  Other  “cures”  which  were  pub- 
lished included  pills  made  from  black  pepper  and 
opium,  tobacco  enemas,  pills  of  sulfur  mixed  with 
powdered  charcoal,  and  cold  water  thrown  on  the 
patient.  Large  doses  of  the  much  overused  calomel 
and  copious  bloodletting  were  also  advised.  Thus 
the  poor  cholera  victim  had  to  survive  not  only  his 
disease  but  also  its  treatment  ( 6 ). 

Yellow  fever,  commonly  called  yellow  jack,  was 
another  terrifying  disease  for  which  neither  cause 
nor  remedy  was  known.  The  frightful  epidemics 
that  hit  Texas  in  1839,  1844,  and  again  in  1854 
were  confined  mostly  to  the  seaport  towns  of  Hous- 
ton and  Galveston.  The  plantations  escaped  with 
only  a few  scattered  cases. 

Just  as  dysentery  and  malaria  were  recurrent  sum- 
mer diseases  for  plantation  dwellers,  pneumonia, 
pleurisy,  diphtheria,  and  whooping  cough  were  the 
dreaded  diseases  of  cold  weather.  Older  people 
were  more  apt  to  die  from  pneumonia,  while  chil- 
dren died  frequently  from  diphtheria  or  whooping 
cough. 

The  infant  and  child  mortality  rate  was  terribly 
high  in  the  large  families  common  to  plantations. 

In  East  Texas,  plantation  owner  John  B.  Webster 
lost  four  of  his  nine  children  during  infancy  or 
childhood.  Of  one  Brazos  planter’s  eight  children, 
only  three  survived  to  reach  maturity.  At  one  time 
Rebecca  Adams  wrote  her  physician  husband  from 
their  Fairfield  plantation  that  all  six  of  their  children 
were  suffering  with  whooping  cough  and  that  she 
had  them  all  in  her  bedroom.  “You  can  easily  imag- 
ine what  kind  of  noise  we  have  at  night,”  she  told 
him  (7). 

In  the  same  letter  Mrs  Adams  mentioned  that 
smallpox  was  spreading  in  Texas,  and  that  she  had 
had  all  the  children  vaccinated  against  it.  Most  of 
the  planters  belonged  to  the  group  of  enlightened 
Texans  who  eagerly  accepted  vaccination  against 
smallpox.  One  planter’s  doctor  bill  included  this 
charge: 

“April  21 

To  visit  and  vaccinating  your  children  85  50 

Also  vaccinating  about  16  or  18  little  negros 
S5.00  (8)” 

Some  plantations  had  a separate  hospital  building 
for  slaves.  On  others  the  slaves  might  be  taken  to 
the  manor  house  to  recover,  while  on  others  they 
were  confined  to  their  own  quarters.  On  small  plan- 
tations, masters  and  mistresses  kept  a close  personal 
watch  over  the  health  of  their  slaves.  From  neces- 
sity the  white  women  learned  nursing  skills,  espe- 
cially in  the  early  days  of  Texas  plantations. 

While  he  was  still  a college  boy,  Rutherford  B. 
Hayes  visited  Peach  Point  Plantation  near  Freeport 


on  the  Texas  Gulf  Coast.  In  his  diary  he  wrote  of  the 
mistress  of  the  plantation;  “Mrs  Perry  . . . instead  of 
having  the  care  of  one  family,  is  the  nurse,  physi- 
cian, and  spiritual  advisor  of  a whole  settlement  of 
careless  slaves.  She  feels  it  her  duty  to  see  to  their 
comfort  when  sick  or  hurt,  and  among  so  many 
there  is  always  some  little  brat  with  a scalded  foot 
or  a hand  half  cut  off,  and  ‘Missus’  must  always  see 
to  it  . . .”  (9). 

The  son  of  an  early  Texas  planter  remembered: 
“One  of  my  earliest  recollections  of  my  mother  was 
her  visiting  the  sick  at  the  ‘Quarters’  accompanied 
by  a maid  with  a basket  filled  with  dainties  and 
seeing  that  they  were  comfortable  and  well  cared 
for”  (10). 

Many  of  the  black  women,  especially  the  “Mam- 
mies,” were  skilled  nurses,  midwives,  and  concoc- 
ters  of  medicine. 

On  large  plantations,  in  the  case  of  the  illness  of  a 
slave,  the  patient  or  another  slave  reported  to  the 
overseer,  who  decided  whether  it  was  a real  or  pre- 
tended sickness  and  whether  he  could  treat  it  him- 
self. If  the  case  seemed  serious,  he  reported  it  to  tht 
master  who  promptly  called  a doctor.  Some  large 
planters  like  Jared  E.  Groce  had  a doctor  who  lived 
on  the  place  and  was  paid  a yearly  salary.  Otherwise 
the  planter  arranged  for  a doctor  in  a nearby  town 
to  take  care  of  his  family  and  slaves  and  submit  a 
yearly  bill. 

The  doctors  tended  to  congregate  in  the  larger 
towns  such  as  Houston  and  Galveston.  And  in  East 
Texas,  as  in  the  lower  Brazos  area,  many  of  them 
were  planters  first  and  physicians  second.  By  the 
time  of  the  Civil  War,  in  Harrison  County  there  were 
at  least  five  doctors  with  20  or  more  slaves  (11). 
Three  of  Texas’  best-known  planter-doctors  were 
Anson  Jones  of  Brazoria,  Asa  Hoxey  of  Washington- 
on-the-Brazos,  and  Ashbel  Smith  of  Galveston  Bay. 

Medical  fees  varied  from  place  to  place  and  from 
the  colonial  period  until  the  Civil  War.  Houston 
physicians  seem  to  have  charged  the  highest  fees 
Dr  Anson  Jones  of  Brazoria  submitted  a modest  bill 
to  planter  James  Perry  for  8236.50  for  visits,  medi- 
cine, and  treatments  for  whites  and  blacks  from  Feb 
ruary  1835  to  October  1836  (12). 

In  August  of  1848,  Dr  William  Beers  visited  Julier 
Devereux’s  plantation  in  Rusk  County  and  remainec 
to  treat  one  of  Devereux’s  sons  for  five  days  and 
nights.  For  his  services  he  charged  a total  of  8100 
(13).  Presumably  he  also  got  room  and  board  dur- 
ing the  five  days. 

The  fee  schedule  published  by  Dr  W.B.  Wallace  of 
Washington  (Fig  1 ) was  fairly  typical  of  the  charges 
made  by  Texas  doctors  in  the  mid- 1800s.  On  planta- 
tions the  versatile  blacksmiths  often  pulled  teeth  foi 
humans. 

The  training  of  doctors  in  Texas  varied.  Some 
were  outright  quacks  who  simply  bestowed  the  titk 
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/.  Fee  schedule  published  by  Dr  VC  li  Vial  lace  of  W dsbiugton  and 
other  fees  typical  of  the  mid  IHOOs  (14). 


Dr  Wallace's  fees 

Visit  to  the  eountr)'  by  day  per  mile — 5()« 

Visit  to  the  country  by  niglit  per  mile — $1.50 
Midwifery  by  day — 1 1 0 
Midwifery  by  night — $15 

Medicines  and  prescriptions,  written  or  verbal — $1  50  ( 14  ) 
Other  fees  typical  of  the  mid-  1800s 
Bleeding — $1  to  $2 
Cupping — $2  to  $5 
Medicines — 25<  to  50«  per  dose 
Use  of  syringe — $ 1 
Extracting  teeth — 50<  to  $1 
Surgical  operations — $5  to  $25(15) 


of  “doctor”  upon  themselves.  Many  had  had  brief 
I apprenticeships  with  older  doctors.  And  a few  were 
highly  trained  physicians  like  Ashbel  Smith.  With  a 
medical  degree  from  Yale,  a year’s  training  in  sur- 
gery' in  Paris  under  the  outstanding  surgeons  of  the 
day,  and  experience  in  cholera  and  yellow  fever  epi- 
i demies.  Smith  achieved  a reputation  that  caused 
him  to  be  called  upon  for  his  medical  services  even 
after  he  officially  gave  up  his  practice  to  devote 
his  time  to  planting  and  political  and  educational 
interests. 

Nevertheless,  no  matter  how  well-intentioned 
and  well-trained  the  19th  century  physician,  he  was 
handicapped  by  the  limitations  of  medical  knowl- 
edge of  his  time.  Treatment  by  amateurs  and  profes- 
sionals alike  was  often  heroic  and  potentially  more 
dangerous  to  the  patient  than  the  disease.  Harsh 
emetics,  purgatives,  and  bloodletting  were  the 
order  of  the  day  ( known  as  the  “puke,  purge,  and 
bleed”  regimen).  Quinine,  calomel,  blue  mass  pills, 
Epsom  salts,  and  castor  oil  were  the  doctor’s  favor- 
ite weapons  against  disease.  Blistering  with  hot 
poultices  and  plasters  was  also  a common  treatment. 

The  doctor’s  chief  instrument  of  torture  was  his 
scarificator,  with  which  he  practiced  “therapeutic 
vampirism.”  The  scarificator  was  a small  box  con- 
taining ten  to  1 2 lancets  or  blades  cocked  with  a 
spring.  When  the  spring  was  tripped,  the  blades 
punctured  the  skin  and  pierced  a vein,  usually  just 
above  the  bend  of  the  elbow.  A glass  cup  with  a 
bulb  was  used  to  suck  out  the  blood. 

, In  dry  cupping,  a heated  glass  was  placed  on  the 
patient’s  skin  to  create  a vacuum  and  draw  blood  to 
the  surface.  Leeches  were  also  used  for  bleeding. 
After  the  patient’s  skin  was  moistened  with  a little 
milk,  the  leech  was  placed  on  the  skin  until  it 
attached  itself.  When  the  leech  had  sucked  the 
desired  amount  of  blood,  it  was  removed  and  a 
bandage  applied  to  stop  the  bleeding  (15  ). 

Mrs  Matilda  Houstoun,  an  early  observer  of  the 
, Texas  scene,  noted  in  1844  that  almost  any  ship 
coming  into  Galveston  brought  “leeches  by  thou- 
sands, quinine  by  hogshead,  and  calomel  by  lots;  to 
1 say  nothing  of  demijohns  of  castor  oil”  (16). 

I Texas  newspapers  advertised  patent  medicines 
I promising  to  cure  everything  from  baldness  to  can- 
I cer.  Druggist  Benjamin  Franklin  Rucker  in  Washing- 
I ton  was  famous  for  his  tonics,  especially  his  “Brazos 
I Tonic  and  Alternative,”  which  he  advertised  as  a 
“certain  cure  for  chronic  ague,  associated  with 
I enlargements  of  spleen  and  liver  and  digestive 
j ills”  (17). 

More  extravagant  claims  were  made  for  other 
medications.  Vandeveer’s  “Medicated  Gin”  was 
billed  as  a “revivifyer  of  the  constitution”  and  “a 
general  remedy  for  all  the  ills  of  life.”  “Radway’s 
R.R.R.”  (“Ready  Relief,  Regulating  Pills,  and  Renovat- 
ing Resolvent”)  promised  that  there  was  no  disease. 


plague  or  pestilence,  pain  or  ache,  however  malig- 
nant, violent  or  destructive  that  would  not  be  “ar- 
rested and  exterminated”  by  its  use.  Plantation  fami- 
lies, who  often  did  their  shopping  by  mail  order, 
could  order  from  a catalogue  published  by  J.  Wright 
and  Company,  titled  “Genuine  and  Popular  Family 
Medicines”  (Fig  2 ) ( 18 ). 

Eye  specialists  advertised  in  papers  and  in  the 
Texas  Almanac,  a popular  journal  with  planters. 
From  New  Orleans,  a Dr  Beard’s  Eye  Infirmary'  ad- 
vertised that  it  had  wards  devoted  to  the  treatment 
of  slaves  with  eye  afflictions  and  listed  its  fees  as: 
“''XTiites,  from  $2  to  85  per  day;  Negroes,  81  per 
day.  Operations  charged  extra”  ( 20 ). 

The  popularity  that  some  patent  medicines  at- 
tained, it  must  be  suspected,  was  because  they  con- 
tained generous  amounts  of  alcohol  or  opium.  They 
were  rather  expensive  and  of  questionable  medici- 
nal value  (Fig  3).  Most  plantation  residents  put 
more  faith  in  the  home  remedies  prepared  by  their 
own  white  mistresses  and  black  mammies  from 
herbs,  barks,  roots,  leaves,  berries,  weeds,  and  other 
natural  ingredients.  Mary  Austin  Holley,  Stephen  F. 
Austin’s  cousin,  noticed  that  Texas  abounded  in 
valuable  medicinal  herbs  and  roots. 

Medicinal  teas  were  made  from  many  substances. 
Watermelon  tea  and  catnip  tea  were  given  to  babies 
to  soothe  them.  Sage  tea  was  used  for  fevers  and 
chills  as  was  sassafras  tea,  which  was  also  drunk  to 
“purify”  the  blood.  Butterfly  weed  tea  was  used  for 
pleurisy.  Pepper  tea  (pepper  in  boiled  milk)  and 
corn  shucks  tea  were  favorite  home  remedies  for 
various  ailments.  Peppermint  tea  was  used  for  the 
relief  of  indigestion. 

Cold  remedies  included  eating  boiled  or  raw 
onions,  drinking  concoctions  of  whiskey,  honey,  and 
butter,  and  applying  mustard  plasters.  Children  with 
colds  were  frequently  given  a few  drops  of  coal  oil 
( kerosene ) in  a teaspoon  of  sugar.  One  recipe  for  a 
homemade  cough  syrup  called  for  two  tablespoons 
each  of  honey,  whiskey,  and  lemon  juice.  The  mix- 
ture was  bottled  and  sipped  as  needed. 

In  East  Texas  where  turpentine  (from  pine  trees) 
was  readily  available,  it  was  mixed  with  kerosene 
alone  or  with  additional  ingredients  to  cure  indiges- 
tion, to  prevent  pregnancy,  and  to  ease  toothache 
and  rheumatism.  Turpentine  was  mixed  with  honey 
and  onions  to  make  a cough  and  cold  syrup.  Pepper 
grass  or  pokeberries  were  stewed  to  make  a laxative 
as  were  senna  leaves  and  the  inner  bark  of  the  ash 
tree.  Clay  was  used  as  a poultice  to  draw  out  aches 
and  pains. 

Moist,  chewed  tobacco  was  instantly  obtainable 
on  plantations  and  was  used  in  a variety  of  “cures.” 

It  was  plastered  on  insect  stings  or  bites,  and  ap- 
plied as  a poultice  to  snake  bites.  Tobacco  was  also 
used  as  an  earache  or  toothache  remedy.  Powdered 
cloves  or  oil  of  cloves  also  relieved  toothaches. 
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2.  Advertisement 
appearing  in  the  1857 
edition  o/ Texas 
Almanac  ( 18). 


Cookbooks,  whether  bought  or,  more  commonly, 
homemade  contained  sections  on  treatment  of  com- 
mon ailments.  And  many  households  had  common- 
place books  with  such  information.  In  the  J.S. 
Devereux  plantation  commonplace  book  are  medi- 
cal memoranda  including,  applying  scraped  turnips 
to  a sore  leg,  treating  scalds  and  burns  with  clarified 
honey  in  a linen  rag,  and  taking  the  juice  of  cockle- 
burs  internally  with  sweet  milk  and  binding  mashed 
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WKK'II  THEY  OFFER  TO  SVPFLY  DRUGGISTS  AND  DEALERS,  AT 

Proprietors’  Lowest  Wholesale  Prices. 

0-ex3.e3rA.l  33ex>ot  a.xxd  Slx>eoia.l 

No.  21  Chartres  Street,  New  Orleans,  La. 


I ermifmitt : — Winer’s  Canadian,  U.  A.  Faliuostock’s,  Pen  y'sDead  Shot,  Jane's 
Tonic,  Kerl’s,  Swaim’s,  MoLane’s;  Pahams  arul  C'mujh  Retnedies: — Ayer’s  Pectoral, 
Wistar’s  Balsam  of  Wild  Cherry,  Ilaatinp’s  Naptha,  Shennan’s  Balsam,  Buchan’s 
Hungarian,  Davis’  Wild  Cherry  and  Tar,  Schenk’s  Pulmonic  Syrup,  New  England 
Cough  Syrup,  Bartholomew’s  E.xpeotorant,  Hall's  Balsam,  Swayne’s  Syrup  of  Wild 
Cherry,  Taylor’s  Balsam  Liverwort,  Winer’s  Eleeampainc,  Rodger’s  Liverwort  and 
Tar,  Mrs.  Gardener’s  Liverwort,  Stablor's  Expectorant,  Loudon’s  Indian  do.  Dr. 
Bose’s  do;  Sartaparillat : — Dr.  John  Bull's,  S.  P.  Townsend’s,  Sands’,  Old  Jacob 
■Townsend’s,  Cai^nter’s,  Wynkoop’s,  Shaker’s,  Graffenberg’s  ; Plasters: — Well’s 
Strengthening,  Ewen’s  do,  Jew  David  or  Hebrew,  Badcau’s,  Lapp’s  Indian,  Al- 
•loek’s  Porous,  Griffith’s  Adhesive,  Holloway's  Arnica;  LinimenU: — Mexican 
Mustang,  Farrell’s  Arabian,  Butler’s  Nerve  and  Bone,  Hunt’s,  Hay’s,  Tobias’  Vene- 
Hewe’s  Nerve  and  Bone,  Kellin^r’s,  Gardiner’s,  Bartine’s  Horse,  Merchant’s 
Gargling,  Cherokee,  Jayne’s;  Ague  Remedies,  <fcc. .•—Osgood’s  India  Cholagogne, 
Kowand’s  Tonic  Mixture,  Smith’s  Tonic  Syrup,  Wynkoop’s  Tonic,  Speed’s  Febri- 
fuge,  VeMtable  do  • PUU : — Wright’s  Indian  v ogetable,  Moffat’s  Life,  Brandreth’s, 
Morrisons,  I^’s  New  London,  Parr’s,  Sappington’s,  Champion’s,  Qrsffenberg’s, 
Jane’s  Sanative,  do  Agne,  Hibbard’s  Anti  Billions,  Winer’s  Chamomile,  Spencer’s 
Ve^table,  Peter’s,  Cook’s,  Cooper’s,  Covel’s  Ehcumatio,  Anderson’s,  Wistar’s  Gen- 
tle Purgative,  Allebasi’s  Health,  do  Ague,  Cliekner’s  Sugar  Coated,  Herrick’s  do, 
Gilbert’s  Anti  Billions,  Hooper’s,  Beckwith’s.  Leidy’s  Blood,  Ingoldsby’s  Pile, 
Scott’s  ogetable,  Eagon’s,  Radway’s  Eegulators,  Rose’s  Railroad,  Loidy’s  Female, 
Loudcn’s  Indian  Sanative,  do  Ague,  Holloway'..,  llalsted’s  Anti  Dyspeetic,  Gor- 
don’s, MoLane’s  Liver ; Oinime^  and  Salves  .•—Dalle’s  Magical  Pain  Extractor, 
Prof.  HoUoway’s  Ointment,  McAllister’s  All  Healing,  Brook’s  Magic  Salve,  Pryor’s 
Pile,  Gray’s,  flarriBon’'8  Specific,  Trask’s  Magnetic,  Judkins’,  Loudon’s  All- healing, 
Russia  ; (98/«.‘--Rnston’s  Cod  Liver  Oil,  McNair’s  .Vcoustio,  Scarpa’s  do,  British, 
Ilarlaem  ; Moffat’s  Phosnix,  Blake’s  Aromatic,  Hibbard’s  Wild  Cherry, 

Richardson’s  Shorry’Wine,  Oxygenated,  Fntching's  Vegctnlile  Dysjxjpsia,  Gonley’i 
Vegetable,  Coleman’s,  Hoofland’s  German,  <fec.,  <fec., 


JSW  Druggists  and  Merchants,  and  all  Dealers  in  any  of  the  ar- 
ticles contained  in  the  above  Catalogue,  will  find  it  to  their  advantage 
by  calling  or  sending  their  orders  as  above,  where  will  be  found  the 
most  extensive  assortment  of  genuine  Patent  Medicines  in  the  United 
States,  and  at  the  lowest  prices.  , 

Please  address,  J.  WEIGHT  & CO., 
GENUINE  MEDICINE  WAREHOUSE, 

Xo.  21  Chartres  Street,  Xew  Orleans,  Lv 


cocklebur  leaves  on  the  bite  of  a rattlesnake  (19). 

Since  rattlesnake  bites  were  fairly  common  among 
the  outdoor  workers  on  plantations,  numerous 
“cures”  were  known.  The  copious  use  of  whiskey, 
internally  and  externally,  was  popular.  In  addition  to 
tobacco,  mixtures  of  clay,  soot,  and  vinegar  and 
poultices  from  common  plants  such  as  milkweed 
were  used.  When  he  was  bitten  by  a rattlesnake.  Dr 
Ashbel  Smith  treated  himself  entirely  with  iodine, 
drinking  it  diluted  over  a period  of  hours  and  apply- 
ing it  liberally  to  the  wound.  He  survived  to  publish 
an  article  about  his  method  of  treatment.  A more 
common  treatment  was  to  kill  a chicken,  other  fowl, 
or  rabbit  and  then  to  tear  it  open  and  place  it  while 
still  warm  over  the  wound.  When  the  flesh  of  the 
animal  turned  green,  it  was  discarded  and  a fresh 
piece  of  the  meat  applied. 

Kerosene  was  used  for  cuts.  Often  when  an  acci- 
dent with  a cotton  gin  severed  a finger  or  toe,  sat- 
urating the  wound  with  kerosene  and  wrapping  it 
in  rags  was  the  only  treatment  given.  A common 
method  to  stop  bleeding  was  to  apply  spider  webs 
and  soot. 

Both  black  and  white  children  went  to  their 
mammy  to  be  rubbed  with  a salve  made  from  elder- 
berry flowers  stewed  in  hog  lard  for  relief  from  the 
red  bugs  and  ticks  they  frequently  picked  up.  And  in 
the  spring  both  groups  held  their  noses  as  white 
mistresses  poured  spring  tonics  consisting  of  sul- 
phur and  molasses  down  their  throats. 

For  the  adults  most  plantation  medicine  chests 
contained  a mixture  called  bitters,  which  was  an  all- 
purpose cure  for  various  miseries.  This  well-named 
brew  was  made  according  to  the  mixer’s  taste  and 
the  ingredients  at  hand.  A popular  and  particularly 
nasty  version  was  a mix  of  tree  bark,  rust  from  iron 
nails,  and  whiskey.  The  threat  of  a dose  of  bitters 
was  frequently  enough  to  cause  an  ailing  slave  to 
suddenly  recover  his  good  health. 

The  beginning  of  the  Civil  War  signaled  the  end 
of  the  plantation  system.  Whatever  the  various  and 
complicated  causes  of  the  war  between  the  states, 
for  most  Texas  plantation  owners  it  became  a fight 
to  preserve  their  traditions  and  their  livelihood.  Fre- 
quently plantation  mistresses  were  left  to  manage 
with  only  the  help  of  very  old  men,  very  young 
boys,  and  trusted  slaves.  Nursing  skills  and  home 
remedies  became  increasingly  important  as  cash 
supplies  dwindled  and  Texas  ports  were  blockaded. 
Patent  medicines  and  professional  medical  advice 
became  difficult,  if  not  impossible,  to  come  by, 
and  the  native  weeds,  roots,  barks,  and  leaves  be- 
came the  standbys  in  treating  illnesses  and  injuries. 
When  the  war  ended,  some  planters  struggled  to 
maintain  their  operations  with  the  help  of  the  freed- 
men  as  sharecroppers  or  with  imported  laborers. 
Some  turned  their  plantations  into  ranches  or 
chopped  them  up  into  small  farms.  In  the  end. 
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though,  the  basic  economic  structure  of  Texas  plan 
tation  life  was  undermined.  The  foundations 
crumbled,  pulling  down  the  framework  of  the  sys- 
tem, and  when  the  dust  settled,  both  master  and 
slave  had  to  find  ways  to  coexist  in  a world  that 
would  never  be  the  same  for  either  of  them. 
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Lockhart,  1824— 1900.  Quarterly  of  the  Star  of  the  Re- 
public Museum,  Summer,  1983,  pp  174-175. 

16.  Matilda  Charlotte  Houstoun,  in  Texas  and  the  Gulf 
of  Mexico.  London,  John  Murray,  1844,  pp  126-127. 

17.  Washington,  in  Texas  Ranger  and  Lone  Star.  Nov  10 
1855. 

18.  Texas  Almanac.  Galveston,  Richardson  and  Co, 
1857-1861,  advertisements. 

19.  Julien  Devereux  scrapbook  Julien  Devereux  Pa- 
pers. Barker  Texas  History  Center,  University  of  Texas, 
Austin. 


J.  Advertisement 
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E.  B.WHEEL0CK&  CO., 

Importers  and  Dealers  in  Drugs,  &c, 

No.  43  Magazine  St.,  opposite  the  Arcade  Hotel, 

JNr©x»c^  Oirloctiis, 

Invite  atlenfion  to  their  stock  of  Danes,  Chkmic.vls,  P.mnts,  Oils,  &c.,  imp( 
ed  by  themselves,  with  a special  view  to  the  requirements  oftheSouthernD.ua 
Trade,  and  would  respectfully  solicit  orders,  which  can  be  filled  at  Northern  Job- 
bing prices,  adding  expense  of  transportation,  comprising,  in  part,  the  following 
o..nn  lu..  A...,!  m i - , 10  cuscs  Calabria  Liquorice. 


ork- 

rug 


2000  lbs.  Acid,  Tartaric. 

COO  “ “ Citric. 

500  “ “ Acetic. 

200  oz.  “ Benzoic. 

2000  lbs.  Blue  Stone. 

1000  “ Cayenne  Pepper. 

1000  “ Assaftetida— in  case. 

10  bbls.  Tapioca. 

10  cases  Sago. 

50  kegs  Tamarinds. 

SOO  lb.s.  Gum  Opium,  Turkey. 

10  bbls.  Gnm  Camphor. 

500  lbs.  Powdered  Iiiecac. 

1000  “ “ Rhubarb. 

800  “ “ Jalaj). 

lOOO  “ Bermuda  Arrowroot. 

1000  “ Jamaica  “ 

500  “ Xux  Vomica. 

100  oz.  Otto  Rose — pure. 

500  lbs.  Peruvian  Bark — red. 

1000  “ “ “ — yellow. 

200  “ Oil  Sweet  Almonds. 

100  “ Oil  Lavender, 

200  “ Oil  Cloves. 

50  bbls.  Linseed  Oil. 

Spirits  of  Turpentine. 

25  bbls.  Capul  Varnish. 

10  “ Japan  “ 

Coach  and  Demar  do. 

20  tons  White  Lead — in  oil. 

100  “ Zinc  Paint — in  oil. 

50  bbls.  English  Venetian  Red. 

.50  “ AVhitmg. 

20  “ Putty. 

50  “ Lamp  Black. 

25  kegs  Red  Lead. 

20  “ Litherage. 

2000  bxs  Window  Glass — I'r.  and  Am. 
600  doz.  Garrett’s  Snuff. 

1000  “ Ronnie’s 
10  bbls.  Snuff,  in  bladders. 

20  “ Iron  by  Hydrogen. 
lOOO  bxs  Lemon  Syrup. 


pure. 


60  “ Cooper’s  Isinglass. 

50  bbls.  Castor  Oil. 

50  kegs  Saltpetre. 

250  “ Bi  Carbonate  Soda. 

50  bbls.  Epsom  Salts. 

1000  lbs  Sugar  Lead. 

10  bbbs.  Black  Load — Gernr.n. 

10  “ “ — American. 

20  cases  British  Lustre. 

50  bbls.  Alum. 

25  “ ‘‘  ground. 

10  “ Jamaica  Ginger — Root. 

1000  lbs.  “ “ Powdered. 

100  bgs  Race  Ginger. 

10  bbls.  “ *■  Powdered, 

•lOO  lbs.  Rochelle  Salts. 

3000  oz.  Quinine,  P.  and  W. 
lOOo  oz.  “ French. 

500  oz.  “ Engli.sh. 

£00  oz.  Sulphate  Morphine. 

50  oz.  Acetate  Morphine. 

20  oz.  Muriate  Morphine, 
ion  lli.s.  lod.  Potass — English, 
ion  '•  “ American. 

.50  “ “ French. 

£00  “ Calomel — English. 

000  “ “ .American. 

£00  “ Blue  Mass — English, 

500  “ “ ■ American, 

son  “ Chloroform. 

600  oz.  Nitrate  Silver. 

200  oz.  Stryehnine. 
lOo  lbs.  Corrosive  Sublimate. 

500  “ Mercurial  Ointment. 

300  oz.  Tannin. 
lOO  oz,  Salacine. 

100  oz.  Sulphate  Cinchona. 

25  oz.  Iodide  Sulphur. 

100  oz.  “ Iron. 

.“O  lb.'.  Ue.siiblimed  Iodine, 
loo  *■  Tartar  Emetic. 

100  gross  Sugai-  Lemons. 


I3\r  .A.X>33ITI01Vr, 


Fu 


A large  and  complete  stock  of  DRLRiGISTS'  GL.\..''SWARE,  of  the  most 
■oved  styles.  ofelTINE  PATENT  MEDICINES,  ' 


roved  styles.  GENUINE  PATENT  MEDICINES,  Erench  and  American  PER- 
JMERY,  SURGICAL  INSTSUMENTS,  from  the  best  manufactories  of  England, 
France  and  America,  PAINT,  TOOTH,  HAIR  and  NAIL  BRUSHES,  ami  all  arti- 
cles belonging  to  the  Drug  Business.  PURE  WINE.S  and  BRANDIES. 

Di^.An  examination  of  the  Stock  and  Prices  is  respectfnllv  .solicited. 

E.  B.  WHEELOCK  & OO.. 

Importers  & Wholesale  Druggists  hS  .Magazine  St.,  opposite  the  Arcade  Hotel,  N 0. 
N.  B. — Quotations  will  be  furnished  on  application. 
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MALPRACTICE 

If  s an  allegation  that  can  happen  to  anyone. 


You  don’t  have  to  stand  alone! 


We  wrote  the  book  on  malpractice  insur- 
ance. We  started  writing  professional  liability 
insurance  over  10  years  ago,  when  the  other 
insurance  companies  were  looking  for  a way  out. 

Why?  Because  we’re  100%  owned  and 
controlled  by  physicians.  We  know  a physician 
can’t  operate  his  practice  without  malprac- 
tice insurance. 


We  know  a good  insurance  company  must 
insure  all  specialties.  And  we  have  never 
settled  a claim  without  the  physician’s  written 
consent.  We  believe  that  you  shouldn’t  have 
to  stand  alone.  If  you’re  concerned  about  your 
insurance  company’s  commitment  to  you,  give 
us  a call  or  send  us  the  coupon  in  this  ad. 


50 


api 

1301  Capital  Of  Texas  Highway 
Suite  #B-320 
Austin,  Texas  78746 
Texas  800/252-3628,  Arkansas  800/527-1414 


□ Rush  Me  Information  About  the  API  Professional 
Liability  Programs. 

□ Please,  Have  One  Of  Your  API  Team  Professionals 
Contact  Me. 

Name 

Practice  Name 

Address 

City State Zip. 

Phone  Number  f \ 

Individual  Practice Group  Practice 


Texas  Medicine 


Starlife  Village 
Hospital 

Center  Point,  Texas 

Ph.  634-2212 
634-2213 


- - - A specialized  hospital  dedicated  to  the 
physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  Annabelle  Lindner 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH:  ACCREDITED 


TEXAS  MEDICAL  LIABILITY  TRUST 

COMMITTED 
ID  QUALITY 
SERVKE 

The  Texas  Medical  Liability 
Trust  is  an  organization  offering 
professional  liability  insurance 
responsive  to  the  needs  of  Texas 
physicians. 

The  Texas  Medical  Liability 
Trust  . . . quality  insurance  ser- 
vices to  match  quality  medical 
practices. 

CALL  TOLL  FREE 

1-800-252-9179 

ISMT 

THE  HIGHEST  QUALITY  LIABILITY  INSURANCE  fOR  TEXAS  PHYSICIANS 

P.O.  Box  14746,  Austin,  Texas  78761 


April  3-4,  1986 
Four  Seasons  Hotel 
San  Antonio,  TX 

An  Educational  Seminar 
presented  by 
Humana  Hospital-San  Antonio 

This  course  is  designed  for  physicians  specializing 
in  Nephrology,  Urology,  Cardiology,  and 
Thoracic  Surgery. 

This  course  will  address  the  practical  problems 
faced  by  transplant  surgeons  and  neurologists  who 
care  for  renal  transplant  recipients,  but  will  also 
offer  topics  of  interest  to  physicians  and  surgeons 
involved  in  both  renal  and  cardiac  transplantation. 

Nationally  known  faculty  members  participating 
include;  Dr.  Robert  Corry,  University  of  Iowa; 
Dr.  Robert  Ettenger,  University  of  California  at  Los 
Angeles;  Dr.  Stuart  Jamieson,  Stanford  University; 
and  Dr.  Fred  Sanfilippo,  Duke  University. 

This  continuing  medical  education  aaivity  is 
approved  for  14  hours  in  Category  I of  the 
Physicians  Recognition  Award  of  the  American 

Medical  Association. 


For 

registration 
information, 
piease 
contact: 

Melinda  Puente 

4lumana  Hospital-San  Antonio 

8026  Floyd  Curl  Drive 
San  Antonio,  TX  78229 
512/692-3537 
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Olinical  fkbstracts 


Clinical  abstracts  are  selected  from  current  reviews  in  1 GO 
internationally  recognized  journals  received  by  the  TMA  Me- 
morial Library  each  month. 

Management  of  diabetes  mellitus  in  pregnancy.  Steven  G 
Gabbe,  MD.  The  C.V.  Mosby  Company,  American  Journal  of 
Obstetrics  and  Gynecology,  vol  153,  1985,  pp  824-828. 

During  the  past  decade,  our  major  objective  in  the  manage- 
ment of  pregnancies  complicated  by  diabetes  mellitus  has  be- 
come normalization  of  maternal  and,  therefore,  fetal  glucose 
levels.  For  most  women  with  insulin-dependent  diabetes,  this 
goal  may  be  achieved  through  the  use  of  multiple  insulin  injec- 
tions combined  with  an  appropriate  dietary'  intake.  The  results 
of  such  therapy  can  now  be  accurately  assessed  by  means  of 
home  glucose  monitoring.  Patients  with  gestational  diabetes 
can  be  properly  treated  only  if  they  are  first  identified.  There- 
fore, all  pregnant  women  should  be  tested  for  this  disorder  be- 
cause screening  based  on  past  obstetric  history'  or  clinical  cri- 
teria alone  may  miss  up  to  50%  of  patients  with  gestational 
diabetes.  Between  1980  and  1984,  the  perinatal  mortality  rate 
reported  in  the  American  literature  for  more  than  800  insulin- 
dependent  patients  was  2 1 per  1 ,000,  with  more  than  50%  of 
these  deaths  resulting  from  major  malformations.  Such  data 
emphasize  the  need  to  achieve  maternal  euglycemia  before 
conception,  as  poor  maternal  control  has  been  associated  with 
teratogenesis.  Prepregnancy  assessment  should  also  include  a 
thorough  evaluation  of  maternal  vasculopathy. 

Fragile  X syndrome:  associated  neurological  abnor- 
malities and  developmental  disabilities.  K.E.  Wisniewski, 
MD,  PhD;  J.H.  French,  MD;  S.  Fernando,  MD,  et  al.  Little,  Brown 
and  Compmy,  Annals  of  Neurology,  vol  18,  1985,  pp  665-669. 

The  fragile  X syndrome  is  a frequent  cause  of  developmental 
disabilities.  It  is  associated  primarily  with  nonprogressive 
X-linked  mental  retardation.  The  neurodevelopmental  abnor- 
malities of  25  males  and  three  females  are  described.  Mental 
retardation  was  mild  in  4,  moderate  in  1 1,  severe  in  6,  and  pro- 
found in  2 patients,  while  4 patients  had  only  learning  dis- 
abilities. The  presence  or  absence  of  a developmental  disability 
could  not  be  determined  in  the  youngest  (8  months).  Seven 
patients  had  had  infantile  autism  and  seven  had  epilepsy.  Gen- 
erally no  major  focal  neurological  abnormalities  were  ob- 
served but  most  of  the  patients  exhibited  minor  signs.  The  se- 
verity of  developmental  disabilities  in  our  patients  varied 
between  and  within  families  and  between  genders.  All  adult 
males  had  macroorchidism.  Unusual  facial  features  were 
present  in  1 3 males  but  none  were  seen  in  the  females.  Famil- 
ial occurrences  were  found  in  18  cases  (64%  );  ten  cases 
( 36%  ) were  sporadic.  Overall,  males  were  more  severely  af- 
fected than  females.  Diagnostic  tests  including  computed  to- 
mographic scans,  electroencephalograms,  and  evoked  poten- 
tials did  not  disclose  any  specific  abnormalities. 


Sex  hormones,  immune  responses,  and  autoimmune 
diseases.  Mechanisms  of  sex  hormone  action.  S.  Ansar 
Ahmed,  W.J.  Penhale,  and  Norman  Talal.  American  Association 
of  Pathologists,  A wer/czm  Journal  of  Pathology,  vol  121,  1985, 
pp  531-551. 

Immune  reactivity  is  greater  in  females  than  in  males.  In  both 
experimental  animals  and  in  man  there  is  a greater  prepon- 
derance of  autoimmune  diseases  in  females,  compared  with 
males.  Studies  in  many  experimental  models  have  established 
that  the  underlying  basis  for  this  sex-related  susceptibility 
is  the  marked  effects  of  sex  hormones.  Sex  hormones  influence 
the  onset  and  severity  of  immune-mediated  pathologic  condi- 
tions by  modulating  lymphocytes  at  all  stages  of  life — prenatal, 
prepubertal,  and  postpubertal.  However,  despite  extensive 
studies,  the  mechanisms  of  sex  hormone  action  are  not  pre- 
cisely understood.  Earlier  evidence  suggested  that  the  sex 
hormones  acted  via  the  thymus  gland.  In  recent  years  it  has 
become  apparent  that  sex  hormones  can  also  influence  the  im- 
mune system  by  acting  on  several  nonclassic  target  sites  such 
as  the  immune  system  itself  ( nonthymic  lymphoid  organs),  the 
central  nervous  system,  the  macrophage-macrocyte  system, 
and  the  skeletal  system.  Immunoregulatory  T cells  appear  to 
be  most  sensitive  to  sex  hormone  action  among  lymphoid 
cells.  Several  mechanisms  of  action  of  sex  hormones  are  dis- 
cussed in  this  review.  The  possibility  of  using  sex  hormone 
modulation  of  immune  responses  for  the  treatment  of  auto- 
immune disorders  is  a promising  area  for  future  investigation. 


Perinephric  and  intrarenal  abscesses.  William  R.  Morgan, 
MD,  and  Leroy  M.  Nyberg,  Jr,  MD,  PhD.  Professional  Medical 
Services  Company,  Urology,  vol  26,  no  6,  December  1985, 
pp  529-536. 

Perinephric  and  intrarenal  abscesses  remain  a significant  source  > 
of  morbidity  and  mortality  as  well  as  a diagnostic  dilemma. 

The  history,  epidemiology,  disease  classification,  etiology,  diag- 
nosis, and  treatment  are  reviewed,  with  special  attention  to 
new  diagnostic  and  treatment  modalities. 

Adrenal  imaging.  Harold  A.  Mitty,  MD,  and  Burton  A.  Cohen, 
MD.  W.B.  Saunders  Company,  Urologic  Clinics  of  North  Amer- 
ica, vol  12,  no.  4,  November  1985,  pp  771-785. 

The  problems  inherent  in  visualizing  the  adrenal  glands  are 
illustrated  by  the  variety  of  imaging  modalities  that  have  been 
employed.  Although  urography  has  been  the  basic  screening 
examination,  one  can  make  a sound  argument  for  CT  as  the 
procedure  of  choice  in  the  evaluation  of  the  patient  with  sus- 
pected adrenal  pathology.  Nevertheless,  angiography,  venous 
sampling,  and  radionuclide  studies  continue  to  have  a role  in 
selected  problem  cases.  It  is  the  purpose  of  this  presentation 
to  review  the  usefulness  of  available  modalities  in  the  context 
of  the  clinical  evaluation  of  adrenal  disease. 


Texas  Medicin 


Xufonnatiou  for  Authors 


Te.xtis  Medicine  has  two  purposes:  As  a continuing  education  vehicle 
for  physicians,  it  publishes  clinically  useful  scientific  articles  and  other 
technical  information.  As  the  official  publication  of  the  Texas  Medical 
Association,  it  informs  members — through  editorials,  news  pages,  and 
regular  departments — about  medical  events,  legislative  and  govern- 
mental new’s,  meetings,  continuing  education  courses,  and  programs 
and  policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Managing  Editor, 
1801  North  Umar  Blvd,  Austin  ^S^Ol.  It  must  be  offered  solely  to  this 
journal.  Each  article  is  reviewed  by  a consultant  specialist  and  an  edi- 
torial board,  and  is  accepted  or  rejected  on  the  basis  of  its  individual 
merit  and  the  availability  of  other  material.  Rev’iews  usually  take  six  to 
eight  weeks. 

Copyright  assignment 

In  view  of  The  Copyright  Revision  Act  of  1976,  effective  Jan  1,  1978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage: “In  consideration  of  the  Texas  Medical  Association  taking  action 
in  reviewing  and  editing  my  submission,  the  author(s)  undersigned 
hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright  ownership 
to  the  Texas  Medical  Association  in  the  event  that  such  work  is  pub- 
lished by  the  TMA.” 

We  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  necessitate  return  of 
the  manuscript. 

Scientific  articles 

Manuscripts  should  be  typed  double-spaced  with  ample  margins.  Three 
copies,  including  illustrations,  should  be  submitted  and  the  author 
should  keep  a copy. 

Please  indicate  six  key  words  for  indexing. 

Titles  should  include  the  words  most  suitable  for  indexing  the  ar- 
ticle in  “Index  Medicus,  ’ should  stress  the  main  point,  and  should  be 
brief  Subtitles  should  not  be  connected  grammatically  with  the  main 
title. 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory  summary  of  100-  1 50  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  For  spelling  and  usage  the  editors  follow 
“Dorland’s  Illustrated  Medical  Dictionary,”  26th  edition,  and  “Webster’s 
Third  New  International  Dictionary,  Unabridged  ’ 

The  text  of  observational  and  experimental  articles  is  usually — but 
not  necessarily — divided  into  sections  with  the  headings:  Introduction, 
Methods,  Results,  and  Discussion.  Subheadings  may  be  needed  to  clar- 
ify content.  Other  types  of  articles  may  need  different  formats. 

For  more  extensive  information  about  preparing  medical  articles  for 
publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  re- 
quirements for  manuscripts  submitted  to  biomedical  journals.  The 
complete  document  is  available  in  the  June  1982  issue  of  the  Annals 
of  Internal  Medicine. 

Barclay  WR,  Southgate  MT,  Mayo  RW:  Manual  for  authors  and  edi- 
tors: editorial  style  and  manuscript  preparation.  Los  Altos,  Calif, 

Lange  Medical  Publications,  1981.  Compiled  for  the  American  Medical 
Association. 

CBE  Style  Manual  Committee:  Council  of  Biology  Editors  style  man- 
ual: a guide  for  authors,  editors,  and  publishers  in  the  biological  sci- 
ences. 4th  ed.  Council  of  Biology  Editors,  Inc,  1978.  Distributed  by  the 
American  Institute  of  Biological  Sciences,  Arlington,  VA. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to  prin- 
ciples and  techniques  of  clear,  concise  writing,  and  are  applicable  to 
scientific  as  well  as  general  topics. 

References 

References  to  scientific  publications  should  be  listed  in  numerical  order 
at  the  end  of  the  article,  with  reference  numbers  placed  in  parentheses 
at  appropriate  points  in  text. 

Minimum  acceptable  data: 

Journals:  Author,  article  title,  journal,  volume,  inclusive  pages,  year. 
Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enou^  information  must  be  included  so  that  the 
information  can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  available 
should  be  excluded  from  the  reference  list,  but  may  be  mentioned 
parenthetically  or  in  footnotes. 


Illustrations 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author’s 
name,  and  title  of  article  in  brief 

Legends  should  be  in  complete  sentences,  numbered,  and  typed  on 
a separate  sheet  of  paper. 

Tables  .should  be  typed  on  separate  sheets.  Column  headings  should 
show  points  of  similarity;  side  headings,  points  of  difference. 

Previously  published  material 

Written  permission  should  be  obtained  from  the  publishers  and  the 
authors  for  use  of  any  previously  published  material  (extensive  textual 
matter,  illustrations,  tables ) used.  Short  verbatim  quotations  in  the  text 
may  be  used  without  permission,  but  should  be  quoted  exactly  with 
the  source  credited.  Copies  of  permission  letters  should  be  submitted 
with  manuscript. 

Editorials 

Editorials  should  be  written  in  clear,  concise  language.  Length  should 
be  about  two  or  three  pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor,  con- 
sultants, and  Board  of  Publication. 

News 

News  items  should  be  sent  to  the  Editorial  Offices,  1801  North  Lamar 
Blvd,  Amstin  78701. 

Obituaries 

Brief  obituaries  of  deceased  TMA  members  are  published  if  adequate 
information  is  received  within  four  months  of  date  of  death.  With  noti 
fication,  please  include  the  name  and  address  of  next  of  kin. 

Policy  on  columns 

Few  contributors  recognize  beforehand  the  demands  of  producing  a 
monthly  column  that  will  consistently  be  of  interest  and  value  to  the 
reader.  Although  a few  regular  columns  appear,  it  has  not  been  the 
policy  to  grant  monthly  pages  to  .specific  committees,  councils,  or 
groups. 

The  Editorial  Committee  and  the  editors  do,  however,  encourage 
committees,  councils,  and  individuals  to  submit  original  material  which 
they  consider  valuable  to  readers.  Should  regular  publication  in  col- 
umn form  be  deemed  appropriate,  the  committee  and  the  editors  will 
consider  development  of  a column 
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All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  .sent  to  the  printer,  only 
minimal  revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  the  printer  at  an  established  sched- 
ule of  costs.  Authors  automatically  receive  order  blanks  when  their 
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Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association. 
Written  permission  from  the  managing  editor  must  be  obtained  be- 
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Point  of  View 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  endorse- 
ment of  the  views  expressed  therein,  nor  shall  publication  of  any  ad- 
vertisement be  considered  an  endorsement  of  or  approval  of  the 
product  or  service  involved. 
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hydrocodone  bitartrate  5 mg  (Warning:  May  be  habit  forming.) 
with  acetaminophen  500  mg 


Brief  Summary 

INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately  severe  pom 
CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or  hydrocodone 

WARNINGS 

Drug  Abuse  and  Dependence:  VICODIN  is  subject  to  the  Federol  Controlled  Substances  Act  (Schedule  III). 
Psychic  dependence,  physical  dependence  and  tolerance  may  develop  upon  repeated  administration  ot  narcot- 
ics, theretore,  VICODIN  should  be  prescribed  and  administered  with  the  some  caution  appropriate  to  the  use  of 
other  oral-narcotic-cohtoining  medications. 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone  moy  produce  dose-related  respira- 
tory depression  by  acting  directly  on  brain  stem  respiratory  centers  Hydrocodone  olso  affects  centers  that  canirol 
respiratory  rhythm,  and  moy  produce  irregular  and  periodic  breathing 

Heod  Injury  and  Increosed  Intracraniol  Pressure:  The  respiratory  depressant  effects  ol  narcotics  and  their  ca- 
pacity to  elevate  cerebrospinal  fluid  pressure  moy  be  markedly  exaggerated  in  the  presence  of  head  injury,  other 
intracraniol  lesions  or  a preexisting  increase  in  intracraniol  pressure  Furthermore,  norcolics  produce  adverse 
reoctions  which  may  obscure  the  clinicol  course  of  patients  with  head  injuries 

Acute  Abdominal  Condibons:  The  administration  ol  narcotics  moy  obscure  the  diognosis  or  clinical  course  of 
patients  with  acute  obdominal  conditions, 

PRECAUTIONS 

Special  Risk  Patients:  VICODIN  should  be  used  with  caution  in  elderly  or  debilitated  patients  and  those  with 
severe  impoirmeni  of  hepatic  or  renol  function,  hypothyroidism,  Addison's  disease,  prostotic  hypertrophy  or 
urethral  stricture 

Intormabon  For  Patients:  VICODIN,  like  all  narcotics,  may  impair  the  mental  and/or  physical  abilities  required  for 
the  performance  of  potentiolly  hazordous  tasks  such  as  driving  a car  or  operating  machinery,  patients  should  be 
coutioned  accordingly 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  caution  should  be  exercised  when  VICODIN  Is  used 
postoperatively  ond  in  patients  with  pulmonary  diseose. 

Drug  Interactions:  The  CNS-depressont  effects  of  VICODIN  may  be  additive  with  thot  of  other  CNS  depressants 
When  combined  therapy  is  contemplated,  the  dose  of  one  or  both  agents  should  be  reduced  The  use  of  MAO 
inhibitors  or  tricyclic  antidepressants  with  hydrocodone  preporotions  may  increase  the  effect  of  either  the  antide- 
pressont  or  hydrocodone  The  concurrent  use  of  anticholinergics  with  hydrocodone  may  produce  paralytic  ileus 
Usage  in  Pregnancy:  Pregnancy  Category  C.  Hydrocodone  has  been  shown  to  be  lerotogenic  in  hamsters  when 
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given  in  doses  700  times  the  human  dose  There  are  no  adequate  and  well-controlled  studies  in  pregnant 
women,  VICODIN  should  be  used  during  pregnancy  only  it  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus. 

Nonterotogenic  Effects:  Babies  born  to  mothers  who  have  been  taking  opioids  regularly  prior  to  delivery  will  be 
physically  dependent.  The  intensity  of  the  syndrome  does  not  alwoys  correlate  with  the  duration  of  moternol 
opioid  use  or  dose 

Lobor  and  Delivery:  Administration  of  VICODIN  to  the  mother  shortly  before  delivery  may  result  in  some  degree  of 
respiratory  depression  in  the  newborn,  especially  it  higher  doses  are  used. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  humon  milk,  therefore,  a decision  should  be 
made  whether  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the  importance  of  the  drug  to 
the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy,  impairment  of  mental  and  physical 
performance,  anxiety,  teor,  dysphoria,  dizziness,  psychic  dependence,  mood  chonges. 

Gastrointeshnal  System:  Nausea  and  vomiting  may  occur;  they  ore  more  frequent  in  ambulatory  than  in  recum- 
bent patients  Prolonged  administration  of  VICODIN  may  produce  constipation. 

Genitourinary  System;  Ureterol  spasm,  spasm  of  vesical  sphincters  and  urinary  retention  have  been  reported. 
Respiratory  Depression:  (See  WARNINGS ) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  dccordmg  to  the  severity  of  the  poin  and  the 
response  ot  the  patient  However,  tolerance  to  hydrocodone  can  develop  with  continued  use,  ond  the  incidence  of- 
untoword  effects  is  dose  related 

The  usual  dose  is  one  tablet  every  six  hours  as  needed  for  pain.  (If  necessary  this  dose  may  be  repeated  at  four- 
hour  intervals, ) In  cases  of  more  severe  pain,  two  tablets  every  six  hours  (up  to  eight  tablets  in  24  hours)  moy  be 
required.  Revised,  April  1982. 
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I TDH  rules  on  hospital 
transfers  take  effect 
April  1 


Effective  April  1,  1986,  Texas  hospitals 
and  physicians  must  follow  uniform 
procedures  for  transferring  patients 
from  one  hospital  to  another.  The  proce- 
dures, as  outlined  in  rules  issued  by  the 
Texas  Department  of  Health,  require 
that  a patient  be  stabilized  and  that  ar- 
rangements be  made  with  a receiving 
physician  and  hospital  before  the  pa- 
tient is  transferred  Texas  Board  of 
Health  Chairman  Ron  Anderson,  MD, 
Dallas,  calls  the  rules  “a  model  for  the 
rest  of  the  country. " 

Texas  Medical  Association’s  Commit- 
tee on  Emergency  Medical  Services  and 
Trauma  brought  the  problems  associ- 
ated with  improper  transfers  to  the 
House  of  Delegates  in  1985.  Leonard  M. 
Riggs,  MD,  Dallas,  chairman  of  the  com- 
mittee, says  the  members  felt  compelled 
to  do  something  about  the  situation  be- 
cause “some  hospitals  and  some  doctors 
continued  to  see  evidence  of  transfers 
bandied  improperly.  But,  to  my  knowl- 
edge, there  are  not  any  definitive  sets  of 
numbers.  My  personal  impression  is 
that  there  were  not  a lot  ’’ 

This  article  recounts  the  history  of  the 
niles  and  what  they  will  mean  to  physi- 
cians. A sample  hospital  transfer  policy 
2nd  a required  memorandum  of  trans- 
fer follow. 


in  November  1983,  Texas  Medical 
Association’s  Committee  on  Emer- 
gency Medical  Services  and  Trauma 
isked  the  House  of  Delegates  to  organize 
i task  force  to  study  the  problems  related 
;o  providing  health  care  to  patients  with 
imited  economic  resources.  Among 
he  related  problems  was  improper  trans- 
fer of  such  patients  to  tax-supported 
nstitutions. 

Leonard  M.  Riggs,  MD,  Dallas,  chair- 
nan  of  the  committee,  recalled,  “We 
alked  about  it  in  our  committee  a long 
ime  because  emergency  physicians  see 
he  results  of  inappropriate  transfers.  We 
nought  it  to  the  attention  of  the  associa- 
ion  because  we  were  concerned  that 
his  issue  might  blow  up” 

Texas  Board  of  Health  Chairman  Ron  J. 
inderson,  MD,  Dallas,  added,  “What’s 
)rought  us  to  the  point  of  needing  these 
ules  is  the  idea  that  medicine  is  a com- 
nodity.  The  reduced  sources  of  medical 


revenue  leave  hospitals  with  no  incentive 
to  accept  their  community  responsibility 
to  care  for  the  indigent.  In  that  situation, 
medical  transfer  becomes  a better  eco- 
nomic decision,  not  a medical  decision. 

“The  problem  is  exacerbated  by  the 
acquisition  of  nonprofit  hospitals  by 
chains,  which  diminishes  a source  of 
charity  care,”  Dr  Anderson  said. 

Between  1983  and  May  1985,  the  issue 
of  safe,  medically  necessary  transfers  also 
surfaced  in  a resolution  from  Tarrant 
County  Medical  Society  and  in  the  report 
of  the  Board  of  Councilors. 

At  the  same  time  that  TMA  was  consid- 
ering this  issue,  it  came  to  the  attention 
of  the  state-appointed  Task  Force  on  Indi- 
gent Health  Care.  In  September  1984,  the 
task  force  published  its  preliminary'  re- 
port. Recognizing  that  the  emergency 
room  often  is  an  indigent’s  point  of  entry 
into  the  health  care  system,  the  task 
force  report  contended  that,  “The  indi- 
gent suffer  unnecessary  health  risks 
because  of  medically  inappropriate  trans- 
fers.” The  report  also  noted  that  public 
hearings  brought  reports  of  transfers 
with  inadequate  stabilization,  which 
jeopardized  patients’  lives.  Other  testi- 
mony supported  reports  of  hospitals 
transferring  patients  for  economic,  rather 
than  medical  reasons. 

The  task  force  recommended  that  the 
legislature  authorize  the  Texas  Depart- 
ment of  Health  “to  establish  policies  reg- 
ulating interhospital  transfers  of  patients 
to  ensure  transfers  are  medically  appro- 
priate.” They  added,  “A  system  of  sanc- 
tions to  enforce  transfer  responsibilities 
should  be  developed.” 

The  69th  Texas  Legislature  convened 
in  January  1985,  and  by  the  end  of  the 
session,  the  task  force  recommendation 
became  law,  taking  the  form  of  HB  1963. 
The  bill  amended  the  Texas  Hospital  Li 
censing  Law  and  through  the  amend- 
ments instructed  TDH  to  “adopt  rules  to 
implement  . . . minimum  standards  gov- 
erning the  transfer  of  patients  . . .” 

The  Nov  5,  1985,  issue  of  the  Texas 
Register  included  the  department’s 
proposed  rules,  which  were  approved 
Dec  14,  1985. 

“TMA  worked  hard  with  TDH  in 
making  the  rules,”  Dr  Riggs  said.  TMA’s 
interests  were  represented  by  the  Coun- 
cil on  Legislation  and  the  Council  on 
Health  Facilities,  as  well  as  the  Commit 


tee  on  Emergency  Medical  Services  and 
Trauma.  “TDH  representatives  were  very' 
diligent  about  getting  our  input.  Even 
thougli  the  rules  may  not  be  satisfactory 
to  everybody,  we  tried  to  pare  them 
down  and  keep  them  general." 

The  rules  require  hospitals  to  submit  a 
tran.sfer  policy  to  the  TDH  director  no 
later  than  April  1,  1986.  Hospitals  that 
have  not  submitted  an  acceptable  policy 
by  that  date  risk  losing  their  license  to 
operate  and  fines  of  not  more  than 
$ 1 ,000  for  each  day  and  each  act  of 
violation. 

According  to  the  rules,  an  acceptable 
policy  must  require  that  a transferring 
physician  personally  examine  and  evalu- 
ate a patient  before  the  transfer  The 
physician  may  order  the  transfer  by  tele 
phone  or  radio  if  he  decides  that  a per- 
sonal examination  will  unnecessarily 
delay  the  transfer  and  endanger  the  pa- 
tient. The  medical  staff  must  review  all 
patient  transfers  ordered  over  the  phone 
or  radio. 

The  rules  further  require  that  the 
transferring  physician  “shall  determine 
and  order  life  support  measures  which 
are  medically  appropriate  to  stabilize  the 
patient  prior  to  transfer  and  to  sustain 
the  patient  during  transfer. " 

Also  prior  to  transfer,  the  transferring 
physician  must  arrange  for  "a  receiving 
physician  and  a receiving  hospital  that 
are  appropriate  to  the  medical  needs  of 
the  patient  and  that  will  accept  responsi- 
bility for  the  patient’s  medical  treatment 
and  hospital  care.  ” 

The  transferring  and  receiving  physi- 
cians must  sign  a memorandum  of  trans- 
fer (Fig  1 ) for  every'  patient  who  is 
transferred.  TMA  leaders  urge  physicians 
to  become  familiar  with  their  hospital 
transfer  policy  and  their  responsibility  re- 
garding the  memorandum. 

“Physicians  may  say  that  the  paper- 
work will  delay  tran.sfers,  and  that’s  the 
biggest  concern  we  had  with  the  rules,” 
Dr  Riggs  said.  He  added  that  the  mistakes 
of  a few  physicians  are  creating  extra 
work  for  the  majority,  but,  he  concluded, 
“Doctors  ought  to  be  taking  care  of  these 
patients  and  arranging  for  their  care.” 

Dr  Anderson  observed,  “I'm  very' 
pleased  with  the  way  the  rules  came  out. 

I think  they  represent  a consensus  view 
and  a view  that  doesn't  compromise  pa- 
tient care.  I think  this  will  improve  pa- 
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1.  Transferring  and  receiving  physicians  must  sign 
a memorandum  of  transfer. 


MEMORANDUM  OF  TRANSFER 


Case  No. 

Transferring  Hospital 

Case  No. 

Receiving  Hospital 

SECTION  A 

(to  be  filled  out  at  transferring  hospital) 


Patient  Information  (if  known) 

Patient’s  full  name: 

Address: 

Next  of  Kin  Information  (if  known) 

Next  of  Kin: 

Address: 

Sex:  M F Age 

Phone  Number:(  ) 

Next  of  kin  notified?  Yes  No 

SECTION  B (to  be  filled  out  at  transferring  hospital) 

SECTION  C (to  be  filled  out  at  receiving  hospital) 

1.  Name  of  Hospital: 

1.  Name  of  Hospital: 

2.  Address: 

2.  Address: 

3.  Phone  Number:(  ) 

3.  Phone  Number:(  ) 

4.  Date  of  Arrival:  Time: 

4.  Date  of  Arrival:  Time: 

6.  Accepting  physician  secured  by  transferring  physician: 

Date:  Time: 

5.  Receiving  physician  assumed  patient  responsibility: 

Name  of  accepting  physician: 

Date:  Time: 

6.  Transferring  physician’s  signature  or  signature  of 

Hospital  staff  acting  under  physician’s  orders: 

6.  Receiving  physician’s  signature: 

Phone  No.:(  ) 

Address: 

7.  Hospital  Administration  Signature: 

7.  Hospital  Administration  Signature: 

Title: 

8.  Type  of  vehicle  and  name  of  company  used: 

Title: 

INSTRUCTIONS:  Sections  A and  B (with  attachments  required  by  Section  11-2.9,  Hospital  Licensing  Standards)  must  be  filled  out 
by  TRANSFERRING  HOSPITAL.  Section  C must  be  filled  out  by  RECEIVING  HOSPITAL. 

DISTRIBUTION:  Copy  1 and  2 - Send  with  Patient 

Copy  1 - Receiving  Hospital  fill-in  and  return  to  Transferring  Hospital 
Copy  2 - Retain  in  permanent  files  of  Receiving  Hospital 
Copy  3 - Retain  in  permanent  files  of  Transferring  Hospital 
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tient  care  and  decrease  litigation.  It  will 
provide  a good  foundation  for  our  efforts 
for  tort  reform.” 

Copies  of  the  TDH  rules  related  to  hos- 
pital transfers  may  he  obtained  from 
Texas  Medical  Association,  Department 
of  Medical  Staff  and  Practice  Manage- 
ment, 1801  N Lamar  Blvd,  Austin,  TX 
78701,  phone  (512)477-6704.  Follow- 
ing are  a sample  hospital  transfer  policy 
and  the  memorandum  of  transfer  that 
will  be  required  April  1,  1986. 

Donna  Jones 

News  Editor,  Texas  Medicine 


SAMPLE  HOSPITAL 
TRANSFER  POLICY 

A.  INTRODUCTION 

The  ( governing  body ) of 

( hospital ) after  consultation 

with  the  Medical  Staff,  has  adopted  the 
(following  policy  according  to  rules 
(adopted  by  the  Texas  Department  of 
Health  regarding  the  transfer  of  patients 
from  this  hospital  to  another  hospital  in  a 
medically  appropriate  manner.  This  pol- 
icy must  be  adhered  to  whenever  a pa- 
tient is  transferred  and  becomes  effective 

(April  1,  1986)  . The  transfer  of  a 
aatient  may  not  be  predicated  upon  ar- 
bitrary, capricious,  or  unreasonable  dis- 
:rimination  based  upon  race,  religion, 
lational  origin,  age,  sex,  physical  condi- 
tion or  economic  status. 

B.  PATIENT  EVALUATION 

When  a patient  arrives  at  the  hospital 
patient  defined  as  an  individual  seeking 
nedical  treatment  who: 

1.  may  or  may  not  be  under  the  im- 
mediate supervision  of  a personal 
attending  physician; 

2.  has  one  or  more  undiagnosed  or 
diagnosed  medical  conditions; 
and 

3 within  reasonable  medical  proba- 
bility, requires  immediate  or  con- 
tinuing hospital  services  and 
medical  care.) 
he  patient  must  be: 

1 evaluated  by  a physician  who  is 
present  in  the  hospital  at  the  time 
the  patient  presents  or  is  pre- 
sented; or 


2.  evaluated  by  a staff  physician  on 
call  who: 

a.  is  physically  able  to  reach  the 
patient  within  1 5 or  20  min- 
utes after  being  informed  that 
a patient  is  present  at  the  hos- 
pital who  requires  immediate 
medical  attention,  and 

b.  is  available  by  direct  tele- 
phone or  radio  communica- 
tion with  authorized  personnel 
at  the  hospital  under  orders  to 
assess  and  report  the  patient’s 
condition  to  the  physician. 

The  transferring  physician  will  per 
sonally  examine  and  evaluate  the  patient 
before  an  attempt  to  transfer  is  made; 
however,  after  receiving  a report  on  the 
patient’s  condition  from  the  hospital’s 
nursing  staff  by  telephone  or  radio,  if 
the  physician  on  call  determines  that 
an  immediate  transfer  of  the  patient  is 
medically  appropriate  and  that  the  time 
required  to  conduct  a personal  examina- 
tion and  evaluation  of  the  patient  will 
unnecessarily  delay  the  transfer  to  the 
detriment  of  the  patient,  the  physician  on 
call  may  order  the  transfer  by  telephone 
or  radio.  If  the  physician  on  call  issues 
orders  for  the  transfer  of  a patient  by 
telephone  or  radio,  those  orders  shall  be 
reduced  to  writing  in  the  patient’s  medi- 
cal record,  signed  by  the  hospital  staff 
member  receiving  the  order,  and  count 
ersigned  by  the  physician  authorizing  the 
transfer  as  soon  as  possible. 

Physician  Duties: 

1.  The  transferring  physician  shall 
determine  and  order  life  support 
measures  which  are  medically  ap- 
propriate to  stabilize  the  patient 
prior  to  transfer  and  to  sustain 
the  patient  during  transfer. 

2.  The  transferring  physician  shall 
determine  and  order  the  utiliza- 
tion of  appropriate  personnel  and 
equipment  for  the  transfer. 

3 In  determining  the  use  of  medi 
cally  appropriate  life  support 
measures,  personnel,  and  equip- 
ment, the  transferring  physician 
shall  exercise  that  degree  of  care 
which  a reasonable  and  prudent 
physician  exercising  ordinary' 
care  in  the  same  or  similar  local- 
ity would  use  for  the  transfer. 

4.  Except  as  modified  above,  when 


delay  of  transfer  would  appear  to 
he  a detriment  to  the  patient; 
prior  to  each  patient  transfer, 
the  physician  who  authorizes  the 
transfer  shall  personally  examine 
and  evaluate  the  patient  to  deter- 
mine the  patient’s  medical  needs 
and  to  assure  that  the  proper 
transfer  procedures  are  used. 

5.  Prior  to  transfer,  the  transferring 
physician  shall  secure  a receiving 
physician  and  a receiving  hospital 
that  are  appropriate  to  the  medi- 
cal needs  of  the  patient  and  that 
will  accept  responsibility  for  the 
patient’s  medical  treatment  and 
hospital  care. 

C.  ADMINISTRATIVE  PROTOCOUS 
The  hospital  recognizes  the  right  of  an 
individual  to  request  transfer  into  the 
care  of  a physician  and  a hospital  of  his 
own  choosing;  however,  if  a patient  is 
transferred  for  economic  reasons  and  the 
patient’s  choice  is  predicated  upon  or  in- 
fluenced by  representations  made  by  the 
transferring  physician  or  hospital  admin 
istration  regarding  the  availability  of 
medical  care  and  hospital  ser\'ices  at  a 
reduced  cost  or  no  cost  to  the  patient, 
the  physician  or  hospital  administration 
must  fully  disclose  to  the  patient  the  eli- 
gibility' requirements  established  by  the 
patient's  chosen  physician  or  hospital. 

Tran.sfer  of  patients  may  occur  rou- 
tinely or  as  part  of  a regionalized  plan  for 
obtaining  optimal  care  for  patients  at  a 
more  appropriate  or  specialized  facility'. 

The  hospital  will  recognize  and 
comply  with  the  Indigent  Health  Care 
and  Treatment  Act,  Article  4438f,  Ver- 
non’s Texas  Civil  Statutes,  883.03-3.04 
and  §§1 1.04-1 1.05,  relating  to  mandated 
providers,  as  those  requirements  apply  to 
the  transfer  of  nonemergency  patients. 

The  hospital  will  acknowledge  con- 
tractual obligations  and  comply  with  stat- 
utory' or  regulatory'  obligations  which 
may  exist  between  a patient  in  need  of 
nonemergency  services  and  a designated 
provider. 

The  hospital  will  provide  that  li- 
censed nurses  and  other  qualified  person- 
nel are  available  and  on  duty  to  assist 
with  patient  transfers,  provide  accurate 
information  regarding  eligibility  and  pay- 
ment practices,  and  that  written  pro- 
tocols or  standing  delegation  orders,  as 
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approved  by  the  medical  staff,  are  in 
place  to  guide  hospital  personnel  when  a 
patient  requires  transfer  to  another 
hospital. 

Medical  Record: 

The  hospital  will  provide  a copy  of 
those  portions  of  the  patient’s  medical 
record  which  are  available  and  relevant 
to  the  transfer  and  to  the  continuing  care 
of  the  patient  to  the  receiving  physician 
and  receiving  hospital  with  the  patient.  If 
all  necessary  medical  records  for  the 
continued  care  of  the  patient  are  not 
available  at  the  time  the  patient  is  trans- 
ferred, then  the  records  will  be  for- 
warded to  the  receiving  physician  and 
hospital  as  soon  as  possible.  The  medical 
record  shall  be  numbered  and  contain  at 
a minimum: 

1 . brief  description  of  the  patient’s 
medical  history  and  physical 
examination; 

2.  provisional  diagnosis  and  re- 
corded observations  of  physical 
assessment  of  the  patient’s  condi- 
tion at  the  time  of  transfer; 

3 reason  for  the  transfer; 

4.  results  of  all  diagnostic  tests,  such 
as  laboratory  tests; 

5.  pertinent  X-ray  films  and  reports; 
and 

6.  any  other  pertinent  information. 

Memorandum  of  Transfer: 

The  hospital  will  provide  a memoran- 
dum of  transfer,  as  prescribed  by  TDH,  to 
be  completed  for  every  patient  who  is 
transferred. 

The  memorandum  of  transfer  will  be 
signed  by  the  transferring  physician  or,  if 
not  present,  a hospital  staff  member  act- 
ing under  the  physician’s  order  if  a delay 
in  transferring  has  been  determined  to  be 
detrimental  to  the  patient.  The  memoran- 
dum of  transfer  must  also  be  signed  by 
hospital  administration.  A copy  of  the 
memorandum  of  transfer  must  accom- 
pany the  patient  being  transferred  as  well 
as  a copy  of  the  medical  record  informa- 
tion mentioned  above. 

A copy  of  the  memorandum  of  trans- 
fer will  be  retained  and  filed  separately 
from  the  medical  record  and  in  a manner 
which  will  facilitate  its  inspection. 


D.  QUALITY'  REVIEW 
The  hospital’s  medical  staff  will  review 
appropriate  records  of  patients  trans- 
ferred from  the  hospital  to  determine 
that  the  appropriate  standard  of  care  has, 
in  fact,  been  met. 

All  patient  transfers  resulting  from 
physician  orders  issued  by  telephone  or 
radio  will  be  subject  to  automatic  review 
by  the  medical  staff  relating  to  quality  of 
care. 

F.  ENFORCEMENT 

The  ( governing  body ) will  enforce 
its  patient  transfer  policy  in  the  same  fair 
manner  as  it  enforces  the  other  policies 
and  procedures  that  the  governing  body 
has  adopted  for  the  governance  of  the 
hospital. 

G.  AMENDMENTS 

The  ( governing  body ) may  adopt 
amendments  to  this  transfer  policy  only 
after  they  have  been  submitted  to  the 
Hospital  and  Professional  Licensure  Divi- 
sion, Texas  Department  of  Health,  and  ap- 
proved by  the  Director  as  amendments 
to  the  policy. 
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The  addition  of  a diuretic 
enhances  the  efficacyi^ 
of  the  beta-blocker.  "" 


IN  HYPERTENSION 
END  POINT: 


CONTROL, 

COMPLIANCE. 

CONVENIENCE 


When  hypertension  control  is  complicated  by  the  need  for 
a beta-blocker  plus  a thiazide.  CORZIDE®  simplifies  patient 
compliance  with  reliable  once-a-day  dosing  in  a single  tablet. 
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(nadolol-bendroflumethiazide  tablets) 
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Imiovitors  in  cardiovascular  modicino 


‘Joint  National  Committee  on  Detection,  Evaluation  and  Treatment  of  High  Blood  Pleasure: 
The  1964  report  at  the  Joint  NaUonl  CoRimittae  on  D<rtadte.EveMfiBt  and  Treatment  ol 
K«gh  Blood  Preaaure.  Aich  Mam  Med  104. 


m Mowi^  page 


(nadolol-bendroflumethiazide  tablets) 


CORZIDE®  40/5 
CORZIDE'  80/5 

Nadolol-Bendroflumethiazide  Tablets 

DESCRIPTION:  CORZIDE  (Nadolol-Bendroflumethiazide  Tablets)  for  oral  administration 
combines  two  antihypertensive  agents:  CORGARD®  (nadolol),  a nonselective  beta-adrener- 
gic blocking  agent,  and  NATURETIN"  (bendrotiumethiazide).  a thiazide  diuretic-antihyper- 
tensive.  Formulations:  40  mg  and  80  mg  nadolol  per  tablet  combined  with  5 mg  bendroflu- 
methiazide 

CONTRAINDICATIONS:  Nadolol  — Bronchial  asthma,  sinus  bradycardia  and  greater  than 
first  degree  conduction  block,  cardiogenic  shock,  and  overt  cardiac  failure  (see  WARNINGS). 
Bendrotiumethiazide  — Anuria,  and  in  those  with  previous  hypersensitivity  to  bendioflu- 
methiazide  or  other  sulfonamide-derived  drugs. 

WARNINGS:  Nadolol  ^ Cardiac  Failure  — Sympathetic  stimulation  may  be  a vital  com- 
ponent supporting  circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibi- 
tion by  beta-blockade  may  precipitate  more  severe  failure  Although  beta-blockers  should  be 
avoided  in  overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  caution  in 
patients  with  a history  of  failure  who  are  well  compensated,  usually  with  digitalis  and  diuretics. 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle.  IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta- 
blockers  can.  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  ot 
heart  failure,  digitalize  and/or  give  diuretics,  and  closely  observe  response,  or  discontinue 
nadolol  (gradually,  if  possible). 


Exacerbation  of  Ischemic  Heart  Disease  Following  Abrupt  Withdrawal  — 

Hypersensitivity  to  catecholamines  has  been  observed  in  patients  withdrawn  from 
beta-blocker  therapy:  exacerbation  of  angina  and.  in  some  cases,  myocardial  infarc- 
tion have  occurred  after  abrupt  discontinuation  of  such  therapy  When  discontinuing 
chronic  use  of  nadolol,  particularly  in  patients  with  ischemic  heart  disease,  gradually 
reduce  dosage  over  a 1-  to  2-week  period  and  carefully  monitor  the  patient 
Reinstitute  nadolol  promptly  (at  least  temporarily)  and  lake  other  measures  appro- 
priate tor  management  of  unstable  angina  if  angina  markedly  worsens  or  acute 
coronary  insufficiency  develops  Warn  patients  not  to  interrupt  or  discontinue 
therapy  without  physician's  advice  Because  coronary  artery  disease  Is  common 
and  may  be  unrecognized,  it  may  be  prudent  not  to  discontinue  nadolol  therapy 
abruptly  even  in  patients  treated  only  for  hypertension 


Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  — PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA-BLOCKERS 
Administer  nadolol  with  caution  since  it  may  block  bronchodilation  produced  by  endogenous 
or  exogenous  catecholamine  stimulation  of  beta^  receptors  Major  Surgery  — Because  beta 
blockade  impairs  the  ability  of  the  heart  to  respond  to  reflex  stimuli  and  may  increase  the  risks 
of  general  anesthesia  and  surgical  procedures,  resulting  in  protracted  hypotension  or  low 
cardiac  output,  it  has  generally  been  suggested  that  such  therapy  should  be  withdrawn 
several  days  prior  to  surgery.  Recognition  of  fhe  increased  sensitivity  to  catecholamines  ot 
patients  recently  withdrawn  from  beta-blocker  therapy,  however,  has  made  this  recommenda- 
tion controversial  If  possible,  withdraw  beta-blockers  well  before  surgery  takes  place  In 
emergency  surgery,  inform  the  anesthesiologist  that  the  patient  is  on  beta-blocker  therapy 
Use  of  beta-receptor  agonists  such  as  isoproterenol,  dopamine,  dobutamine.  or  levarterenol 
can  reverse  the  effects  of  nadolol.  Difficulty  in  restarting  and  maintaining  the  heart  beat  has 
also  been  reported  with  beta-adrenergic  receptor  blocking  agents.  Diabetes  and  Hypogiy- 
cemia  — Beta-adrenergic  blockade  may  prevent  the  appearance  of  premonitory  signs  and 
symptoms  (e  g . tachycardia  and  blood  pressure  changes)  of  acute  hypoglycemia.  This  is 
especially  important  with  labile  diabetics.  Beta-bicckade  also  reduces  release  of  insulin  in  re- 
sponse to  hyperglycemia,  therefore,  it  may  be  necessary  to  adjust  dose  of  antidiabetic  drugs. 
Thyrotoxicosis  — Beta-adrenergic  blockade  may  mask  certain  clinical  signs  (e  g.,  tachy- 
cardia) of  hyperthyroidism.  To  avoid  abrupt  withdrawal  of  beta-adrenergic  blockade  which 
might  precipitate  a thyroid  storm,  carefully  manage  pafients  suspected  ot  developing 
thyrotoxicosis 

Bendrotiumethiazide  — Use  with  caution  in  severe  renal  disease  In  patients  with  renal 
disease,  azotemia  may  be  precipitated  With  impaired  renal  function,  effects  ot  the  drug  may 
be  cumulative.  Use  with  caution  in  impaired  hepatic  function  or  progressive  liver  disease, 
since  minor  aiterations  of  fluid  and  electrolyte  balance  may  precipitate  hepatic  coma.  Sensi- 
tivity reactions  may  occur  in  patients  with  a history  ot  allergy  or  bronchial  asthma  Possibility 
of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been  reported. 
PRECAUTIONS:  General  — Nadolol  — Use  with  caution  in  patients  with  impaired  hepatic 
or  renal  function  (see  DOSAGE  AND  ADMINISTRATION). 

Bendrotiumethiazide  — At  appropriate  intervals,  perform  serum  electrolytes  determination 
to  detect  possible  electrolyte  imbalance  warning  signs  of  which  are  dryness  ot  mouth,  thirst, 
weakness,  lethargy,  drowsiness,  restlessness,  muscle  pains  or  cramps,  muscular  fatigue, 
hypotension,  oliguria,  tachycardia,  and  G.l  disturbances  such  as  nausea  and  vomiting 
Observe  patients  for  clinical  signs  of  fluid  or  electrolyte  imbalance,  namely,  hyponatremia, 
hypochloremic  alkalosis,  hypokalemia.  Serum  and  urine  electrolyte  determinations  are  partic- 
ularly important  when  the  patient  is  vomiting  excessively  or  receiving  parenteral  fluids.  Drugs 
such  as  digitalis  may  influence  serum  electrolytes.  Hypokalemia  may  develop,  especially  with 
brisk  diuresis,  in  presence  of  severe  cirrhosis.  Interference  with  adequate  oral  electrolyte 
intake  will  also  contribute  to  hypokalemia.  Response  of  the  heart  to  toxic  effects  of  digitalis 
can  be  exaggerated  with  hypokalemia  Use  potassium  supplements  such  as  high  potassium 
foods  to  avoid  or  treat  hypokalemia  Any  chloride  deficit  is  generally  mild  and  usually  does  not 
require  specific  therapy  except  under  extraordinary  circumstances  (as  in  liver  or  renal 
disease).  Dilutional  hyponatremia  may  occur  in  edematous  patients  in  hot  weather,  appro- 
priate therapy  is  water  restriction  rather  than  salt  administration  except  in  rare  instances 
when  the  hyponatremia  is  life  threatening.  In  actual  salt  depletion,  appropriate  replacement  is 
the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  thiazide-treated 
patients.  Latent  diabetes  mellitus  may  become  manifest  during  thiazide  therapy  Antihyper- 
tensive effects  of  bendroflumethiazide  may  be  enhanced  in  the  postsympathectomy  patient 

Careful  reappraisal  of  therapy  and  consideration  given  to  withholding  or  stopping  diuretic 
therapy  Is  necessary  if  rising  nonprotein  nitrogen  or  BUN  (indicative  of  progressive  renal  im- 
pairment) occurs.  Thiazides  may  decrease  serum  FBI  levels  without  signs  of  thyroid  distur- 
bance Thiazides  decrease  calcium  excretion  Pathologic  changes  in  parathyroid  gland  with 
hypercalcemia  and  hypophosphatemia  have  been  occasionally  observed  with  prolonged 
therapy.  Common  complications  of  hyperparathyroidism  have  not  been  seen 


Information  for  Patients  — Warn  patients,  especially  those  with  evidence  of  coronary  artery  ] 
insufficiency,  against  interruption  or  discontinuation  of  nadolol  without  physician's  advice; 
Although  cardiac  failure  rarely  occurs  In  properly  selected  patients,  advise  patients  beingi 
treated  with  beta-adrenergic  blocking  agents  to  consult  physician  at  the  first  sign  or  symptotrl 
of  impending  failure  Advise  patients  of  proper  course  If  dose  inadvertently  missed. 
Laboratory  Tests  — Regularly  monitor  serum  and  urine  electrolyte  levels  (see  WARNINGS.r 
Bendrotiumethiazide.  and  PRECAUTIONS,  General.  Bendrotiumethiazide). 

Drug  Interactions  — Nadolol  — When  administered  concurrently  the  following  drugs  mayj 
interact  with  beta-adrenergic  blocking  agents:  Anesthetics,  general  — exaggeration  oi] 
anesthetic-induced  hypotension  (see  WARNINGS.  Nadolol.  Major  Surgery).  Antldlabetlcl 
drugs  (oral  agents  and  insulin)  — hypoglycemia  or  hyperglycemia;  adjust  antidiabetic  drug  I 
dosage  accordingly  (see  WARNINGS.  Nadolol.  Diabetes  and  Hypoglycemia).  Catechol/ 
amine-depleting  drugs  (e.g.,  reserpine)  — additive  effect:  monitor  closely  for  evidence  oi 
hypotension  and/or  excessive  bradycardia, 

Bendroflumethiazide  — When  administered  concurrently  the  following  drugs  may  interac  « 
with  thiazide  diuretics  Alcohol,  barbiturates,  or  narcotics  — may  potentiate  orthostatic) 
hypotension  Antidiabetic  drugs  (oral  agents  and  insulin)  — thiazide-induced  hypergly  i 
cemia  may  require  adjustment  of  antidiabetic  drug  dosage.  Other  antihypertensivs 
drugs  — additive  or  potentiated  effect.  Corticosteroids,  ACTH  — intensified  electrolyte  de 
pletion,  particularly  hypokalemia  Ganglionic  or  peripheral  adrenergic  blocking  drugs  — 
potentiated  effect  Preanesthetic  and  anesthetic  agents  — effects  may  be  potentiated 
adjust  dosage  accordingly  Pressor  amines  (e.g.,  norepinephrine) — possible  decreasci 
response  but  not  sufficient  to  preclude  their  use.  Skeletal  muscle  relaxants,  nondepolarj 
izing  (e.g.,  tubocurarine)  — possible  Increased  response.  ' 

Drug/Laboratory  Test  Interactions  — Discontinue  thiazides  before  tests  for  parathyroid 
function  (see  PRECAUTIONS,  General.  Bendrotiumethiazide).  | 

Carcinogenesis,  Mutagenesis,  Impairment  ot  Fertility  — Nadolol  — In  1 to  2 years  ora 
toxicologic  studies  in  mice,  rats,  and  dogs,  nadolol  did  not  produce  significant  toxic  effects.  Ir, 
2-year  oral  carcinogenic  studies  in  rats  and  mice,  nadolol  did  not  produce  neoplastic,  preneo 
plastic,  or  nonneoplastic  pathologic  lesions,  Bendroflumethiazide  — Long-term  studies  kj 
animals  have  not  been  performed.  : 

Pregnancy  — Teratogenic  Effects  — Nadolol  — Category  C In  animal  reproductiorj 
studies  with  nadolol,  evidence  of  embryo-  and  fetotoxicity  was  found  in  rabbits,  but  not  in  ratf 
or  hamsters,  at  doses  5 to  10  times  greater  (on  a mg/kg  basis)  than  the  maximum  indicatec 
human  tjose.  no  teratogenic  potential  was  seen  in  any  ot  these  species  There  are  no  well-con  j 
trolled  studies  in  pregnant  women,  therefore,  use  nadolol  in  pregnant  women  only  if  potentia 
benefit  justifies  potential  risk  to  the  fetus  Bendroflumethiazide  — Category  C.  Anima 
reproduction  studies  have  not  been  conducted  This  drug's  effect  on  the  fetus  when  adminis 
tered  td  a pregnant  woman  or  its  effect  on  reproductive  capacity  is  not  known.  Bendroflu 
methiazide  should  be  given  td  a pregnant  woman  only  if  clearly  needed.  Nonteratogenir 
Effects  — Since  thiazides  cross  the  placental  barrier  and  appear  in  cord  blood,  weigh  antici 
pated  benefit  of  the  drug  in  pregnant  women  against  possible  hazards  to  the  fetus:  thest 
hazards  include  fetal  er  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  reaction! 
which  have  occurred  in  adults. 

Nursing  Mothers  — Both  nadolol  and  bendroflumethiazide  are  excreted  in  human  milk' 
Because  of  the  petential  lor  serious  adverse  reactions  In  nursing  infants  either  discontinue 
nursing  or  discontinue  therapy,  taking  into  account  the  importance  of  CORZIDE  (Nadolol 
Bendroflumethiazide  Tablets)  to  the  mother. 

Pediatric  Use  — Safety  and  effectiveness  in  children  have  not  been  established. 
ADVERSE  REACTIONS:  Nadolol  — Most  adverse  effects  have  been  mild  and  transient  am 
have  rarely  required  nadolol  withdrawal  Cardiovascular  — Bradycardia  with  heart  rates  o 
less  than  60  beats  per  minute  occurs  commonly,  and  heart  rates  below  40  beats  per  minut(| 
and/or  symptomatic  bradycardia  were  seen  in  about  2 of  100  patients.  Symptoms  O; 
peripheral  vascular  insufficiency,  usually  of  the  Raynaud  type,  have  occurred  in  approxi 
mately  2 of  100  patients  Cardiac  failure,  hypotension,  and  rhythm/conduction  disturbance!! 
have  each  occurred  in  about  1 of  100  patients  Single  instances  of  first  degree  and  thirtl 
degree  heart  block  have  been  reported.  Intensification  of  AV  block  is  a known  effect  of  beta! 
blockers  (see  also  CONTRAINDICATIONS,  WARNINGS,  and  PRECAUTIONS).  Central  Net' 
vous  System  — Dizziness  or  fatigue  reported  in  approximately  2 of  100  patients;  paresl 
thesias.  sedation,  and  change  in  behavior  reported  in  approximately  6 of  1000  patients 
Respiratory  — Bronchospasm  reported  in  approximately  1 of  1000  patients  (sei. 
CONTRAINDICATIONS  and  WARNINGS).  Gastrointestinal  — Nausea,  diarrhea,  abddmina; 
discomfort,  constipation,  vomiting,  indigestion,  anorexia,  bloating,  and  flatulence  each 
reported  in  1 to  5 of  1000 patients  Miscellaneous  — Each  of  the  following  reported  in  1 to! 
of  1000  patients  rash,  pruritus,  headache,  dry  mouth,  eyes,  or  skin,  impotence  or  decreased 
libido,  tacial  swelling,  weight  gam.  slurred  speech,  cough,  nasal  stuffiness,  sweating;  tinnitus; 
blurred  vision.  Although  relationship  to  drug  usage  is  not  clear,  sleep  disturbances  havebeei, 
reported.  The  oculomucocutaneous  syndrome  associated  with  practolol  has  not  beer 
reported  with  nadolol  The  tollowlng  adverse  reactions  may  also  occur:  Central  Nervoui 
System  — reversible  mental  depression  progressing  to  catatonia:  visual  disturbances! 
hallucinations,  an  acute  reversible  syndrome  characterized  by  disorientation  for  time  ani' 
place,  short-term  memory  loss,  emotional  lability  with  slightly  clouded  sensorium,  decreasei] 
perlormance  on  neuropsychometrics  Gastrointestinal  — mesenteric  arterial  thrombosis- 
ischemic  colitis  Hematologic  — agranulocytosis,  thrombocytopenic  or  nonthrombocytc 
penic  purpura  Allergic  — fever  combined  with  aching  and  sore  throat:  laryngospastr-l 
respiratory  distress  Miscellaneous  — reversible  alopecia;  Peyronie's  disease 
erythematous  rash,  arterial  insufficiency.  I 

Bendroflumethiazide  — Gastrointestinal  System  — anorexia,  gastric  irritation,  nausea! 
vomiting,  cramping,  diarrhea,  constipation,  jaundice  (intrahepatic  cholestatic  jaundice),  par 
creatitis  Central  Nervous  System  — dizziness,  vertigo,  paresthesia,  headache,  xanthop 
sia  Hematologic  — leukopenia,  agranulocytosis,  thrombocytopenia,  aplastic  anemia 
Dermatologic-Hypersensitivity  — purpura,  photosensitivity,  rash,  urticaria,  necrotizini 
angiitis  (vasculitis,  cutaneous  vasculitis).  Cardiovascular  — orthostatic  hypotension  ma'' 
occur  Other  — hyperglycemia,  glycosuria,  occasional  metabolic  acidosis  in  diabetic£| 
hyperuricemia,  allergic  glomerulonephritis,  muscle  spasm,  weakness,  restlessness.  Wher^ 
ever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced  or  therap 
withdrawn 

OVERDOSAGE:  Nadolol  may  cause  excessive  bradycardia,  cardiac  failure,  hypotension,  o 
bronchospasm  if  overdosed.  Overdosage  of  thiazides  may  cause  lethargy,  which  may  prc 
gress  to  coma  within  a tew  hours,  with  minimal  depression  of  respiration  and  cardiovascula 
function  and  without  evidence  of  serum  electrolyte  changes  or  dehydration.  Gastrointestint! 
irritation  and  hypermotility  may  occur.  Transitory  increase  in  BUN  and  serum  electrolyt 
changes  may  occur,  especially  in  patients  with  renal  Impairment. 

Treatment  — Nadolol  can  be  removed  from  the  general  circulation  by  hemodialysis.  In  dete' 
mining  duration  ot  corrective  therapy,  take  note  of  the  long  duration  of  the  effect  of  nadolol.  I 
addition  to  gastric  lavage,  employ  the  following  measures,  as  appropriate.  Excel 
sive  Bradycardia  — Administer  atropine  (0.25  to  1 0 mg).  If  there  is  no  response  to  vag< 
blockade,  administer  isoproterenol  cautiously.  Cardiac  Failure  — Administer  a digitali 
glycoside  and  diuretic.  It  has  been  reported  that  glucagon  may  also  be  useful  in  this  situatior 
Hypotension  — Administer  vasopressors,  e.g.,  epinephrine  or  levarterenol.  (There  is  ev 
dence  that  epinephrine  may  be  the  drug  of  choice.)  Bronchospasm  — Administer  a beta 
stimulating  agent  and/or  a theophylline  derivative.  Stupor  or  Coma  — Supportive  therapy  a 
warranted  Gastrointestinal  Effects  — Symptomatic  treatment  as  needed  BUN  and/t 
Serum  Electrolyte  Abnormalities  — Institute  supportive  measures  as  required  to  maintai: 
hydration,  electrolyte  balance,  respiration,  and  cardiovascular  and  renal  function. 
DOSAGE  AND  ADMINISTRATION:  DOSAGE  MUST  BE  INDIVIDUALIZED.  Patients  wil 
renal  failure  require  adjustment  in  dosing  interval,  see  package  insert  tor  dosage  in  thes 
patients. 

Consult  package  insert  before  prescribing  CORZIDE  (Nadolof-Bendrodumethlazlq 
Tablets). 

HOW  SUPPLIED:  Available  as  scored  tablets  containing  40  mg  nadolol  combined  with  5 mg  bel 
droflumethiazide  ahd  80  mg  nadolol  combined  with  5 mg  bendroflumethiazide  in  bottles  of  101 
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New  legislative  protections 
and  challenges  in  peer  review 

The  1985  Texas  Legislature  enacted  new  statutory  safeguards 
that  provide  additional  protection  for  physicians  who  partic- 
ipate in  peer  review  activities  in  hospitals,  nursing  homes, 
medical  societies,  and  other  medical  organizations.  The  legis- 
lature also  enacted  measures  to  protect  the  records  and  pro- 
ceedings of  such  committees  from  discovery.  A discussion  of 
these  new  safeguards  follows,  along  with  comments  on  re- 
cent decisions  by  the  Texas  Supreme  Court  and  a federal  dis- 
trict court  decision  in  Oregon  involving  peer  review  activity. 

“Qualified  privilege”  doctrine 

The  existing  statutory  protections  for  peer  review  activities  in 
Texas  are  an  outgrowth  of  the  court-created  “qualified  privi- 
lege” doctrine.  Under  this  doctrine,  a communication  contain- 
ing statements  that  would  otherwise  be  libelous  is  privileged 
under  certain  circumstances.  The  courts  have  applied  this  doc- 
trine to  support  medical  peer  review  activities  if  the  informa- 
tion was  communicated  in  good  faith,  if  care  was  taken  to  as- 
sure its  validity,  if  the  information  was  reported  fairly,  and  if  it 
was  conveyed  only  to  those  persons  necessary  to  the  review 
committee’s  operation  ( 1 ). 

Reported  decisions  involving  medical  staff  appointments  and 
revocations  reflect  judicial  support  for  the  qualified  privilege 
doctrine  as  applied  to  members  of  hospital  medical  staff  and 
medical  society  committees  that  evaluate  the  professional 
competence  of  colleagues.  The  courts  tend  to  balance  the 
medical  profession’s  obligation  to  help  assure  the  public  of 
competent  practitioners  with  the  physician’s  right  to  maintain 
his  or  her  reputation  in  the  community.  Individual  physicians 
who  evaluate  the  professional  competence  of  their  colleagues 
must  have  considerable  latitude  in  soliciting  information  and 
discussing  qualifications.  The  defense  of  qualified  privilege  is 
available  in  such  cases  unless  statements  are  motivated  by 
malice  (2). 

Codification  of  “qualified  privilege” 

In  1963,  Texas  statutes  codified  the  qualified  privilege  doctrine 
in  article  4447d,  sec  3,  Tex  Rev  Civ  Stat  Ann.  Section  3 pro- 
tects the  records  and  proceedings  of  hospital  committees, 
medical  organization  committees,  and  extended  care  facility 
committees  from  court  subpoena.  It  also  provides  civil  immu- 
nity protection  for  members  of  these  committees  who  act  in 
good  faith  within  the  scope  of  the  committee’s  functions.  This 
statute  and  the  cases  interpreting  it  have  been  discussed  exten- 
sively in  earlier  “Medicine  and  the  Law”  articles  (3). 

Prior  to  the  1985  legislative  session,  the  TMA  Committee  on 
Physician  Health  and  Rehabilitation  and  the  TMA  Board  of 
Councilors  recognized  the  need  to  expand  the  statutory  scope 
of  the  protections  provided  to  peer  review  committees  (4). 
TMA  questioned  whether  the  statutory  language  enacted  in 
1963  encompassed  all  the  current  legitimate  activities  of  peer 
review  committees  and  of  their  agents  and  staff.  In  addition,  a 


constitutional  attack  on  article  4447d,  sec  3,  had  been  filed  be- 
fore the  1985  legislative  session  began.  The  plaintiffs  in  that 
suit  sought  access  to  the  peer  review  records  of  a San  Antonio  i 
hospital  and  The  University  of  Texas  Health  Science  Center  at 
San  Antonio  ( 5 ). 

These  developments  resulted  in  the  enactment  of  expanded  I 
peer  review  protections  during  the  1985  legislative  session  j 
(6).  Now,  protections  extend  not  only  to  persons  who  furnish  I 
information  to  a medical  peer  review  committee  and  the  com-  ] 
mittee  members,  but  also  to  any  employee  or  agent  of  the  i 
committee.  Intervenors  who  take  action  or  make  recommen- 
dations within  the  scope  of  the  functions  of  the  committee 
also  enjoy  protection.  The  statute  encourages  reporting  to  the 
Texas  State  Board  of  Medical  Examiners  by  affording  immunity 
for  those  who  provide  the  board  information  that  reasonably 
raises  a question  about  a physician’s  competency. 

Attack  on  peer  review  protections 

The  possibility  of  a successful  constitutional  attack  on  article 
4447d,  sec  3,  prompted  Texas  Medical  Association  not  only  to  ' 
seek  additional  legislative  protection  for  peer  review  activities, 
but  also  to  draft  an  amicus  curiae  brief  in  the  case  then  before 
the  Texas  Supreme  Court  — The  Honorable  V.  Murray  Jordan, 
Judge  V The  Honorable  Court  of  Appeals  for  the  Fourth  Su- 
preme Judicial  District,  No.  C-3990  (5).  The  American  Medi- 
cal Association,  the  Texas  Hospital  Association,  and  the  Tarrant 
County  Hospital  District  joined  TMA  in  its  support  of  the  con- 
stitutionality of  this  statute  and  the  underlying  need  for  total 
confidentiality  of  hospital  committee  proceedings  and  records. 

The  Jordan  case  involved  the  trial  court  judge’s  pretrial  dis- 
covery order  requiring  the  Bexar  County  Hospital  District  and  ' 
the  Bexar  County  district  attorney’s  office  to  produce  certain 
documents  related  to  a professional  and  hospital  liability  law- 
suit involving  the  death  of  a child.  (Some  records  were  in  the 
custody  of  the  Bexar  County  district  attorney’s  office  because 
of  a grand  jury  investigation  of  infant  deaths  in  the  Pediatric  In  j 
tensive  Care  Unit  [PICU]  of  Bexar  County  Hospital  during  the 
time  Nurse  Genene  Jones  was  working  in  the  unit. ) These  ; 

documents  contained  records  and  proceedings  of  various 
standing  and  ad  hoc  committees  of  Bexar  County  Hospital  and  i 
The  University  of  Texas  Health  Science  Center  at  San  Antonio 
(UTHSCSA)  that  staffed  Bexar  County  Hospital’s  PICU,  working  j 
papers  of  the  members  of  the  various  committees,  and  other 
information.  The  plaintiffs  requested  the  records  to  obtain  evi-  ; 
dence  to  prove  that  Jones,  who  was  a suspect  in  the  district  at- ' 
torney’s  investigation,  had  acted  incompetently  during  her  em- 
ployment with  Bexar  County  Hospital  and  UTHSCSA.  Plaintiffs 
also  sought  evidence  that  would  help  establish  that  Bexar 
County  Hospital  and  UTHSCSA,  along  with  several  individuals 
who  served  in  administrative  capacities  with  the  hospitals,  | 
failed  to  alert  the  public,  the  medical  profession,  and  specifi-  j 
cally.  Dr  Kathleen  Holland,  Nurse  Jones’  employer  at  the  time  i 
of  the  child’s  death,  of  the  nurse’s  allegedly  dangerous  propen- 
sities. These  dangerous  propensities,  the  plaintiffs  alleged,  ulti- 
mately led  to  the  death  of  the  child  while  she  was  Dr  Holland’s 
patient. 

The  trial  judge  held  that  all  materials  that  Bexar  County  Hos 
pital  and  the  Bexar  County  District  Attorney’s  office  surren- 
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I tiered  pursuant  to  the  court  ’s  discovery'  order  were  not  privi- 
;leged.  The  materials  were  delivered  for  initial  inspection  by 
the  court,  but  not  by  the  plaintiffs  or  their  attorney. 

I UTHSCSA  appealed  the  trial  court’s  order  to  deliver  the 
[documents  and  pursuaded  the  appeals  court  that  most  of  the 
ipeer  review  records  were  confidential  and  thus  not  subject  to 
idiscovery.  The  trial  judge  and  the  appeals  court  then  asked  the 
I Texas  Supreme  Court  to  decide  the  matter. 

I The  Supreme  Court  held  that  the  initial  determination  of 
I whether  a privilege  exists  depends  upon  the  meaning  of  the 
[term  “records  and  proceedings”  as  used  in  article  4447d,  sec 
3.  The  court  concluded  that  the  statutory  language  includes 
only  those  committee  documents  (as  described  in  article 
4447d,  sec  3)  that  are  necessary  to  conduct  open  and  thor- 
ough review.  In  general,  the  qualified  privilege  protects  only 
those  documents  that  have  been  “prepared  by  or  at  the  di- 
rection of  the  committee  for  committee  purposes.”  Such 
documents  include  minutes  of  committee  meetings,  corre- 
spondence between  committee  members  relating  to  the  delib- 
eration process,  and  any  final  committee  product,  such  as  rec- 
ommendations. This  finding  comported  with  TMA’s  position  on 
Ithe  extent  of  confidentiality  that  should  be  afforded  peer  re- 
view records  under  article  4447d,  sec  3. 

However,  the  Texas  Supreme  Court  also  held  that  even 
though  most  of  the  documents  requested  were  confidential 
under  article  4447d,  sec  3,  they  were  discoverable  because 
UTHSCSA  failed  to  prove  that  no  waiver  of  privilege  occurred 
when  the  records  were  disclosed  to  the  Bexar  County  Grand 
'lury  during  the  criminal  proceeding  against  Nurse  Jones.  Be- 
cause all  the  documents  were  therefore  discoverable,  the 
court  did  not  address  the  constitutionality  of  article  4447d, 
sec  3-  Justice  Gonzalez’  noteworthy  dissenting  opinion  argued 
|that  for  sound  public  policy  reasons,  compliance  with  a grand 
'jury  subpoena  should  not  constitute  a waiver  of  the  privilege. 

The  holding  that  hospital  committee  peer  review  records 
Iwere  discoverable  in  this  case  is  extremely  narrow,  because  it 
rests  upon  facts  that,  according  to  the  court,  indicated  a waiver 
of  privilege.  This  opinion  did  not  emasculate  the  basic  protec- 
Itions  of  article  4447d,  sec  3. 

iThe  Oregon  case 

During  the  summer  of  1985,  a federal  district  court  dis- 
iregarded  protection  provided  by  state  law  for  peer  review  ac- 
itivities  of  Oregon  hospital  medical  staffs  in  Patrick  v Burget 
(7).  The  peer  review  provisions  in  the  Oregon  statutes  were 
similar  to  those  in  the  law  of  other  states,  including  Texas.  The 
Burget  case  has  received  national  attention  because  there  is  no 
other  reported  appellate  decision  in  which  a physician  suc- 
cessfully sued  another  physician  on  antitrust  grounds  arising 
out  of  participation  on  a peer  review  committee. 

The  physician  defendants  are  appealing  the  trial  court  deci- 
sion, and  the  Joint  Commission  on  Accreditation  of  Hospitals 
(JCAH  ),  the  AMA,  and  the  Oregon  Medical  Association  have 
filed  a supporting  amicus  curiae  brief  The  physicians’  insurers 
have  assumed  the  defense  costs  in  this  suit,  but  have  denied  li- 
ability if  the  defense  is  unsuccessful.  (Compensatory  damages 
of  $700,000  were  awarded,  but  under  antitrust  law  these  dam- 
ages are  tripled.  Interest  and  attorney’s  fees  could  result  in 


total  liability  of  $2.3  million.) 

According  to  American  Medical  News  (8),  the  physician 
plaintiff  claimed  that  the  peer  review  process  was  unfair  be- 
cause it  was  part  of  a combination  and  conspiracy  in  restraint 
of  trade  as  well  as  an  unlawful  attempt  by  the  defendant  physi- 
cians to  monopolize.  The  suit  alleged  that  the  physicians  in 
the  defendant  clinic,  representing  half  the  town’s  physicians, 

( 1 ) refused  to  participate  in  a reciprocal  surgical  coverage  ar- 
rangement, (2)  coerced  others  into  using  the  clinic’s  surgeon, 

( 3 ) refused  to  refer  patients  to  the  plaintiff,  (4 ) discrimi- 
natorily  referred  hospital  emergency  room  patients  to  the 
clinic  surgeon,  ( 5 ) refused  to  assist  the  plaintiff  in  surgery,  and 
(6)  refused  to  provide  professional  consultation  for  the  plain- 
tiff. Also,  the  hospital  medical  staff’s  peer  review  committee 
was  composed  of  clinic  members  whose  alleged  conflict  of  in- 
terest should  have  disqualified  them  from  reviewing  com- 
plaints against  their  competing  colleague. 

The  plaintiff  had  been  employed  by  the  clinic  in  the  early 
1970s  for  one  year,  but  asserted  that  he  refused  to  accept  an 
offer  of  partnership  due  to  the  “financial  split  of  the  partner- 
ship’s earnings  he  would  receive”  (8). 

The  defendants  introduced  evidence  purporting  to  show 
substandard  ability  to  perform  surgery  and  patient  abandon- 
ment; ie,  he  allegedly  left  town  after  surgeries  without  arrang- 
ing for  adequate  backup. 

The  hospital  medical  staff  executive  committee  referred  one 
problem  case  involving  the  plaintiff  to  the  Oregon  State  Board 
of  Medical  Examiners.  Later,  a hospital  nurse  sent  other  cases 
to  the  state  board.  The  state  board  appointed  one  of  the  defen- 
dant clinic  partners  to  chair  an  investigating  committee.  Testi- 
mony at  the  committee’s  hearing  indicated  that  the  plaintiff 
had  performed  procedures  on  asymptomatic  patients,  per- 
formed procedures  that  should  have  been  performed  in  a 
tertiary  hospital,  made  erroneous  diagnoses  and  other  tech- 
nical mistakes  in  haste,  and  had  treated  medically  cases  that 
should  have  been  managed  surgically.  Additional  evidence  sup- 
ported the  contention  that  the  physician  was  not  proficient  in 
thoracic  and  vascular  surgery. 

The  state  board  referred  another  complaint  to  the  county 
medical  society  for  investigation.  The  society  found  “serious 
cause  for  concern”  about  the  need  for  the  particular  surgical 
procedure  employed.  After  reviewing  the  society’s  report,  the 
state  board  voted  unanimously  to  send  a letter  of  reprimand  to 
the  plaintiff  physician  as  well  as  a letter  to  the  hospital  chastis- 
ing it  for  not  having  monitored  the  doctor’s  performance  more 
closely. 

The  physician  responded  that  he  made  no  more  mistakes 
than  anyone  else,  and  that  the  review  process  was  defective 
because  he  had  not  been  given  an  adequate  opportunity  to  ex- 
plain his  care  as  reflected  by  some  of  the  charts. 

Subsequently,  the  Oregon  State  Board  of  Medical  Examiners 
appointed  a physician  not  associated  with  the  defendant  clinic 
group  to  review  the  problem  charts  and  the  reprimand  letter. 
That  physician  also  found  reason  for  concern  about  the  physi- 
cian’s medical  judgment.  The  reviewer  concluded  that  the  phy- 
sician did  not  seek  enough  formal  consultations,  that  many  of 
his  problems  were  related  to  ego,  and  that  he  may  have  been 
overly  aggressive  in  surgery. 
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Later,  two  “unwarranted”  surgeries  were  preformed  on  a 
boy.  Several  of  the  physician  defendants  and  at  least  one  other 
surgeon  not  affiliated  with  the  clinic  called  the  procedures 
“gross  negligence.” 

After  additional  investigation,  the  hospital  medical  staff  exec- 
utive committee  recommended  to  the  board  of  trustees  that 
the  physician’s  privileges  be  revoked.  The  physician  branded 
the  “due  process”  proceedings  that  followed  as  unfair  because 

( I ) the  ad  hoc  committee  comprised  members  of  the  defen- 
dant clinic,  (2)  he  should  have  been  allowed  to  show  that  his 
mistakes  were  no  worse  than  those  of  other  staff  physicians, 
and  ( 3 ) the  ad  hoc  committee’s  decision  was  a foregone  con- 
clusion. The  physician  resigned  rather  than  submit  further  to 
the  process  he  deemed  unfair  ( conducted  in  bad  faith ) and 
filed  suit  in  US  district  court. 

State  action  exemption 

The  defendant  physicians  argued  strenuously  that  hospital 
medical  staff  peer  review  activities  are  exempt  from  federal 
antitrust  scrutiny  because  the  state  mandates  and  actively  su- 
pervises such  review.  In  Parker  v Brown,  (9)  the  United  States 
Supreme  Court  held  that  the  antitrust  laws  were  not  intended 
to  apply  to  activity  required  by  the  states,  and  thus  individuals 
who  are  engaged  in  otherwise  anticompetitive  conduct  are 
exempt  when  the  state  mandates  that  conduct.  A federal 
appellate  court  has  held  the  reasoning  in  Parker  v Broum  to  be 
controlling  in  a case  challenging  the  peer  review  process  em- 
ployed by  an  Indiana  hospital  medical  staff  (10).  The  defen- 
dants in  Burget  urged  a similar  result. 

In  Oregon,  state  activity  regulating  peer  review  is  mandatory 
under  the  state’s  hospital  licensing  requirements,  peer  review 
immunity  statute,  and  the  rules  and  regulations  promulgated 
thereunder.  The  Oregon  statutes  provide  that  each  health  care 
facility’s  governing  board  is  responsible  for  the  selection  of  the 
medical  staff  and  the  quality  of  care  rendered  in  the  facility. 

The  governing  body  must  insure:  ( 1 ) that  physicians  admitted 
to  practice  in  the  facility  are  granted  privileges  consistent  with 
their  qualifications;  ( 2 ) that  procedures  for  granting,  restrict- 
ing, and  terminating  privileges  exist  and  that  such  procedures 
are  reviewed  regularly  to  assure  their  conformity  to  applicable 
law;  and  (3)  that  physicians  admitted  to  practice  in  the  facility 
are  organized  into  a medical  staff  to  facilitate  effective  review 
of  professional  practices  in  the  facility  for  the  improvement  of 
patient  care. 

Texas  statutes  contain  similar  provisions.  The  Hospital  Licen- 
sure law  at  sec  2(e)  defines  the  hospital  medical  staff  as  those 
privileged  to  work  within  and  use  the  hospital.  Section  17  of 
the  Hospital  Licensing  Law  provides  that  the  hospital  board  of 
trustees  shall  set  out  the  standards  and  qualifications  of  medical 
staff  membership,  which  must  include  procedural  due  process. 
The  board  may  adopt  rules  relating  to  qualifications  for  ap- 
pointment, termination  of  appointments,  or  delineation  or  cur- 
tailment of  clinical  privileges,  so  long  as  they  are  “determined 
on  a reasonable  basis,  such  as  the  professional  and  ethical  qual- 
ifications of  the  applicant  for  medical  staff  membership  . . .” 

(II) .  Two  routes  to  hospital  licensure  are  to  obtain  Medicare 
certification  or  to  meet  JCAH  accreditation  requirements,  both 
of  which  require  extensive  peer  review  activities  by  the  medi- 


cal staff  (12).  Further,  the  Hospital  Licensing  Law  was  amended  | 
in  1985  to  permit  the  Texas  Department  of  Health  to  set  mini- 
mum physician  staffing  standards,  which  may  not  exceed  Medi- 1 
care  requirements  (13).  The  state  action  exemption  should 
protect  Texas  hospitals  and  their  medical  staff  members  who 
participate  in  peer  review  activities  from  federal  antitrust 
challenges. 

Nevertheless,  the  ultimate  result  in  the  Patrick  v Burget  case  j 
will  be  important  to  Texas  physicians.  At  the  December  1985  j 
meeting  of  the  AMA  House  of  Delegates,  the  Texas  delegation  j 
offered  Resolution  95  commending  the  AMA,  the  JCAH,  and 
the  Oregon  Medical  Association  for  taking  a firm  stand  in  sup- 
port of  the  physician  defendants  in  Burget.  The  resolution  also  I 
called  on  the  AMA  to  place  a high  priority  on  seeking  changes  | 
in  federal  law  that  will  assure  that  peer  review  activities  con-  ] 
ducted  by  hospital  medical  staffs  and  medical  societies  are  pro-  i 
tected  from  unwarranted  federal  antitrust  law  sanctions.  The 
AMA  adopted  a substitute  resolution  that  affirmed  that  peer  re- 
view data  must  be  kept  confidential  and  that  the  AMA  should 
take  whatever  steps  are  necessary  to  implement  that  principle. 

Peer  review  essential 

Peer  review  helps  protect  the  lives  and  health  of  hospital  pa- 
tients by  promoting  professional  competence.  Expressed  in 
antitrust  vernacular,  activities  that  promote  better  health  care 
in  the  hospital  are  procompetitive  for  the  public.  Where  there 
is  evidence  to  support  charges  of  patient  abandonment  and  un- 
necessary surgery,  there  is  no  basis  to  allow  a jury  to  speculate 
that  anticompetitive  objectives  arising  out  of  personal  friction,  i 
rather  than  a procompetitive  desire  to  serve  the  public,  moti- 
vated a hospital  peer  review  committee. 

Physicians  can  best  evaluate  the  activities  of  other  physi- 
cians. In  the  professions  as  in  industry,  competitors  can  and  do 
function  well  together.  Even  if  total  harmony  does  not  always 
prevail,  physicians  must  strive  to  display  their  integrity  and 
concern  for  the  public  interest  by  encouraging  adherence  to 
standards  of  competence  in  the  performance  of  professional 
services. 

Both  the  incidence  and  size  of  professional  liability  claims 
against  physicians  has  reached  crisis  proportions  in  the  United 
States.  More  than  four  out  of  five  malpractice  claims  arise  from; 
treatment  provided  in  hospitals.  Some  of  these  claims  are  le- 
gally and  medically  justified.  Some  claims  are  indeed  based 
upon  negligent  care,  but  many  others  are  simply  unavoidable 
tragedies  with  no  real  fault  involved.  Nevertheless,  the  public 
expects  the  medical  profession  to  strive  to  reduce  injuries  aris 
ing  from  whatever  cause. 

In  a society  in  which  “whistle-blowing”  commonly  is  re- 
garded as  unfair  or  disloyal,  physicians  must  nevertheless  be  I 
free  to  coordinate  a critical  evaluation  of  the  professional  con-  j 
duct  of  all  those  involved  in  providing  health  care.  Peer  reviev  j 
is  the  mechanism  by  which  physicians  seek  quality  control  in  i 
the  services  they  perform.  It  must  continue  under  protection 
provided  by  legislation  and  court  decisions  so  that  those  best 
qualified  to  evaluate  professional  competence  can  continue  to 
do  so  in  the  public  interest. 

DONALD  P.  “ROCKY  ” WILCOX,  JD 

TMA  Cicncral  t^ounsel 
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H.M.  Bordelon 

Howard  Moore  Bordelon,  MD,  an  Amarillo  urologist,  died  Nov 
3,  1985,  at  age  64. 

Born  in  I,ake  Charles,  La,  Dr  Bordelon  was  a 1944  graduate 
of  Tulane  University  School  of  Medicine.  He  served  in  the  US 
Army  for  two  years  before  completing  a residency  at  Charity 
Hospital  in  New  Orleans.  He  moved  to  Amarillo  in  1950. 

Surviving  Dr  Bordelon  are  his  wife,  Mary  Jane  Peters 
Bordelon,  Amarillo;  daughters,  Evelyn  Smitherman,  Chat- 
tanooga, Tenn,  and  Melinda  Bordelon,  Austin,  Tex;  sons, 

William  Bordelon,  MD,  Amarillo,  and  Robert  Bordelon,  Dallas; 
sister,  Doralee  Murdoch,  Lake  Charles,  La;  and  two 
grandchildren. 

G.M.  Coffman,  Sr 

Graham  M.  Coffman,  Sr,  MD,  died  Nov  18,  1985.  Dr  Coffman, 
64,  had  practiced  urology  in  San  Antonio  since  1949. 

A San  Antonio  native,  he  was  a 1943  graduate  of  The  Univer- 
sity of  Texas  Medical  Branch  at  Galveston.  He  completed  his 
internship  at  the  US  Naval  Hospital  in  Oceanside,  Calif,  and 
served  in  the  US  Navy  during  World  War  11  and  again  during 
1954-1956. 

Dr  Coffman  was  chief  of  staff  at  Baptist  Medical  Center,  San 
Antonio,  in  1982,  and  president  of  the  center’s  executive 
board  in  1983- 

Surviving  family  members  include  his  wife,  Betty  Coffhian, 
Boerne,  Tex;  daughter,  Margaret  Coffman  Rouquette,  Dallas; 
son,  Graham  M.  Coffman,  Jr,  San  Antonio;  stepdaughters,  Sandy 
Emry,  Moraga,  Calif,  and  Cheryl  Olsen,  Houston;  stepson, 
Robert  Caran,  New  York  City;  sister,  Mary  Lee  Woolett,  Hous- 
ton; and  six  grandchildren. 

J.Y.  Harper 

John  Y.  Harper,  MD,  an  honorary  member  of  Texas  Medical 
Association,  died  Nov  3,  1985.  Dr  Harper,  85,  was  a longtime 
Port  Arthur  physician,  specializing  in  diseases  of  the  ear,  nose, 
and  throat. 

He  was  born  in  Kentucky  and  received  bis  medical  degree  in 
1926  from  the  University  of  Louisville  ( Ky ) School  of  Medi- 
cine. He  remained  in  Kentucky  for  an  internship  at  Louisville 
City  Hospital,  and  then  to  practice  in  Russell  and  in  Jenkins.  Dr 
Harper  completed  a residency  at  Baltimore  EEN&T  Hospital 
before  moving  to  Port  Arthur  in  1941. 

Surviving  family  members  include  his  wife,  Mabel  Harper, 

San  Antonio;  sons,  John  Y.  Harper,  Jr,  MD,  San  Antonio,  and 
William  H.  Harper,  El  Monte,  Calif;  nine  grandchildren;  and  12 
great-grandchildren. 

A.F.  KnoU 

Alfred  Erederick  Knoll,  MD,  a longtime  Houston  surgeon,  died 
Nov  19,  1985,  at  age  74. 

Born  in  McKees  Rocks,  Pa,  Dr  Knoll  was  a 1933  graduate  of 
Pennsylvania  State  University  and  a 1937  graduate  of  Temple 
University  School  of  Medicine  in  Philadelphia.  He  received 
graduate  training  at  the  Western  Pennsylvania  Hospital  in  Pitts- 
burgh, Massachusetts  General  Hospital  in  Boston,  and  Pres- 
byterian Hospital  in  New  York  City.  During  World  War  II  he 
served  in  the  US  Army  on  a maxillofacial  plastic  surgery  team 


and  received  the  Silver  Star  Medal. 

Dr  Knoll  moved  to  Houston  in  1946.  While  practicing  in 
Houston,  he  served  as  clinical  assistant  professor  of  surgery  at 
Baylor  College  of  Medicine  and  at  The  LIniversity  of  Texas 
Medical  School,  and  as  team  physician  for  the  Houston  Apollof 
and  Houston  Aeros  hockey  teams. 

He  was  a charter  member  of  the  Houston  Surgical  Society,  i 
serving  as  president  in  1955,  and  a member  of  the  executive 
board  and  vice  president  of  the  Harris  County  Medical  Society 
Survivors  include  Dr  Knoll’s  wife,  Patricia  Knoll,  Houston; 
daughter,  Kristin  K.  Lee,  Las  Cruces,  NM:  sons,  Alfred  E.  Knoll, 
Jr,  Auburn,  Calif,  and  C.  Whitney  Knoll,  Houston;  sister,  Dolores 
Knoll,  and  brother,  Charles  A.  Knoll,  both  of  McKees  Rocks,  Pa 
and  one  grandson,  Sean  Garrett  Lee. 

G.B.  Ladd 

Graham  B.  I^dd,  MD,  a retired  San  Antonio  physician  and  life 
member  of  the  Texas  Medical  Association,  died  Nov  17,  1985. 

Dr  Ladd,  72,  an  anesthesiologist,  practiced  in  San  Antonio 
from  1943  until  his  retirement  in  January  1985. 

He  was  born  in  Martin,  Mich,  and  was  graduated  from  the 
University  of  Louisville  School  of  Medicine  in  1938.  He  in- 
terned at  St  Margaret’s  Hospital  in  Kansas  City,  Kan,  and  com- 
pleted a residency  at  Harper  Hospital  in  Detroit.  He  served  in 
the  US  Army  as  a first  lieutenant. 

Surviving  Dr  Ladd  are  his  wife,  Kathleen  Ladd,  San  Antonio; 
,son,  Richard  Lewis  Ladd,  Austin,  Tex;  daughter,  Cindy  Clement 
son,  San  Antonio;  and  two  grandchidren. 

M.K.  Leggett 

Milbourne  K.  Leggett,  MD,  76,  a Houston  surgeon  for  50  years 
died  Nov  7,  1985.  He  was  an  honorary  member  of  the  Texas 
Medical  Association. 

A native  of  Leggett,  Tex,  he  attended  Baylor  University  in 
Waco  and  was  graduated  from  Baylor  College  of  Medicine  in 
1935.  He  interned  at  Parkland  Memorial  Hospital  in  Dallas  and. 
completed  a residency  at  Memorial  Hospital  in  Houston.  He 
began  a practice  of  general  surgery  in  Houston  in  1938.  Dr 
Leggett  was  chief  of  surgery  and  co-founder  of  North  Houston 
Hospital  and  Parkway  Hospital.  He  was  the  founder  of  the 
Montrose  Medical  Center. 

Dr  Leggett  served  in  the  US  Army  during  World  War  11. 

Dr  Leggett  is  survived  by  his  wife,  Phyllis  Cline  Leggett; 
daughter,  Catherine  Ann  Pitch;  and  sons,  Milbourne  Lowell 
Leggett  and  Philip  Lloyd  Leggett,  MD,  all  of  Houston;  sister, 
Lourine  Glover,  Leggett,  Tex;  brother,  Walter  L.  Leggett,  Hous- 
ton; and  six  grandchildren. 

J.C.  Lowe,  Jr 

James  Callaway  Lowe,  Jr,  MD,  49,  San  Antonio,  died  Nov  28, 
1985. 

A native  of  Atlanta,  Ga,  Dr  Lowe  was  a 1957  graduate  of 
Emory  LIniversity  there  and  a 1961  graduate  of  the  Medical 
College  of  Georgia  in  Augusta.  He  interned  at  Spartanburg  (SC 
General  Hospital.  During  1962-1972,  Dr  Lowe  served  in  the  U 
Air  Porce,  attaining  the  rank  of  lieutenant  colonel.  He  then 
practiced  in  Mildand,  Tex,  until  1975  when  he  moved  to  San 
Antonio. 
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I Dr  Lowe  was  past  president  of  the  San  Antonio  Otolaryngol- 
1 Jgy  Society  and  served  the  Bexar  County  Medical  Society  as  a 
member  of  the  communications  committee. 

He  is  survived  by  his  wife,  Dolores  Lowe;  son,  James  C. 

■Lowe  111;  and  daughter,  Helen-Eve  Ivey  Lowe,  all  of  San  Antonio. 

EjV.  McGovern 

Edwin  Andrew  McGovern,  MD,  a Port  Arthur  physician,  died 
Mov  8,  1985.  He  was  64. 

Dr  McGovern  was  born  in  Providence,  RI,  and  received  his 
premedical  education  at  Providence  College.  In  1 946  he  was 
graduated  from  Thomas  Jefferson  University  School  of  Medi- 
icine  in  Philadelphia.  After  an  internship  at  Kings  County  Hospi- 
tal in  Brooklyn,  NY,  Dr  McGovern  served  in  the  US  Army.  He 
continued  medical  training  at  the  Veterans  Administration  Hos- 
pital in  Pittsburgh  and  then  was  a fellow  in  occupational  medi- 
cine at  the  Graduate  School  of  Public  Health  at  the  University 
af  Pittsburgh.  In  1952  he  received  a masters  of  public  health 
degree  from  the  University  of  Pittsburgh. 

I Dr  McGovern  practiced  occupational  medicine  in  Cleveland, 
and  in  Pittsburgh  before  moving  to  Port  Arthur,  Tex,  in  1969. 

1 He  is  survived  by  his  wife,  LeGene  Wilson  McGovern,  Beau- 
mont; daughters,  Mary  Sue  McGovern,  VDM,  and  Kary 
McGovern,  both  of  Houston;  and  sons,  Geoffrey  A.  McGovern, 
Mobile,  Ala;  Patrick  McGovern,  Corsicana,  Tex;  Tim  McGovern, 
San  Marcos,  Tex;  Jay  McGovern,  Corpus  Christi,  Tex;  and  James 
McGovern,  Round  Rock,  Tex. 

'W.B.  Swift 

William  Biddell  Swift,  MD,  a lifelong  resident  of  Port  Worth, 
;died  Nov  6,  1985. 

Dr  Swift,  76,  was  a 1933  graduate  of  Baylor  College  of  Medi- 
|cine.  He  returned  to  his  hometown  of  Port  Worth  for  an 
lintemship  at  Harris  Hospital  and  a residency  at  Methodist  Hos- 
pital. He  practiced  general  surgery  in  Fort  Worth  until  his  re- 
Itirement  in  1967. 

I Surviving  Dr  Swift  are  his  wife,  Ida  Swift,  and  son.  Bill  Swift, 
Ir,  both  of  Fort  Worth;  and  daughter,  Lyra  Maltese,  Jupiter,  Fla. 

J.O.  Teague 

James  O.  Teague,  MD,  38,  died  Oct  9,  1985. 

Dr  Teague,  a Houston  native,  was  a radiologist  there.  He  was 
a 1969  graduate  of  the  University  of  Houston  and  a 1973  grad- 
uate of  The  University  of  Texas  Medical  School  at  San  Antonio. 
He  completed  residencies  in  radiology  at  Bexar  County  Hospi- 
tal in  San  Antonio  and  Baylor  College  of  Medicine  in  Houston. 

I Dr  Teague  is  survived  by  his  wife,  Lynette  Teague,  King- 
wood,  Tex;  sons,  James  U.  Teague  and  Jason  O.  Teague,  both  of 
California;  daughter,  Kelly  R.  Teague,  Kingwood;  parents,  James 
■and  Margo  Teague,  Surgarland,  Tex;  and  sister,  Terry  Madsen, 
Houston. 
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IN  MEMORIAM 


RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


M.  K.  LEGGETT 
Houston,  1909-1985 

J.C.  LOWE.JR 

San  Antonio,  1935-1985 

E.  A.  MCGOVERN 
Port  Arthur,  1921-1985 

W.  B.  SWIFT 

Fort  Worth,  1909-1985 

J.  O.  TEAGUE 
Houston,  1947-1985 


H.  M.  BORDELON 
Amarillo,  1921-1985 

G.  M.  COFFMAN,  SR 
San  Antonio,  1 92 1 - 1 985 

J.  Y.  HARPER 

Port  Arthur,  1900-1985 

A.  F.  KNOLL 
Houston,  1 9 1 1 - 1 985 

G.  B.  LADD 

San  Antonio,  1913-1985 


The  Memorial  Library  of  the  Texas  Medical 
Association  stands  as  a permanent  memorial 
to  physicians  who  have  served  their  patients, 
their  profession,  and  the  people  of  Texas. 

The  Friends  of  the  TMA  Memorial  Library 
is  an  organization  dedicated  to  enhancing  the 
Library  collection  through  support  by  individ- 
uals. Funds  for  this  organization  are  raised 
through  membership  recruitment  and  memo- 


rial donations  and  are  added  to  the  Texas  Me- 
morial Medical  Library  Fund. 

Contributions  to  the  Texas  Memorial  Medi- 
cal Library  Fund  provide  a valuable  support 
function  to  the  Memorial  Library  which  offers 
a full  range  of  medical  reference  and  audio- 
visual services  to  TMA  members  through- 
out the  state. 


THE  FRIENDS  OF  THE  TMA  MEMORIAL  LIBRARY  FUND 
1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 

I 


ANNUAL  MEMBERSHIP  ENROLLMENT  HONOR  AND  MEMORIAL  GIFTS 

I wish  to  become  enrolled  as  a Friend. 

□ Student  $ 5.00  □ Patron  $ 1 00.00 

□ Sustaining  $ 1 5.00  □ Life  $ 1 ,000.00 

□ Subscribing  $25.00 

name — PLEASE  NOTIFY: 

ADDRESS 

Cmr/STATE/ZIP — 


□ In  memory  of  □ In  honor  of 

NAME. 
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TMA 

ind  Dallas 

klfelcome 

you 

?xas  Medical  Association 
119th  Annual  Session 
May  7-11, 1986 

as  Medical  Association  is  joining  the  cele- 
ion  of  the  State  of  Texas  Sesquicentennial 
,r.  Several  special  features  in  connection 
I the  1986  Annual  Session  are  planned, 
le  part,  and  enjoy! 

invention 

^adquarters/Housing 

chever  facility  you  select  for  your  stay  dur- 
the  Session,  it  will  be  outstanding.  The 
jIs  housing  members  and  guests  are  some 
le  most  elegant  in  the  country.  Headquar- 
! facilities  include  the  following: 

tjntific  Sessions  and  Exhibits — Fairmont 
'otel 

iness  Sessions  (House  of  Delegates 
leetings.  Boards,  Councils,  Committees) — 
leraton  Dallas  Hotel 

ciliary  Headquarters— Adolphus  Hotel 

leral  Housing/Meetings— Plaza  of  the 
nericas  Hotel 

itional  housing  is  available  at  the  Hyatt  Re- 
ly Dallas,  Crescent  Court,  Grenelefe,  and 
day  Inn  Downtown. 


ip/efe  the  Official  Housing  Request 
n,  and  mail  today. 


Features 

Exhibits — Scientific,  Technical,  Historical. 

Section  Programs— Some  500  scientific  pre- 
sentations in  Allergy— Colon  and  Rectal  Sur- 
gery— Digestive  Diseases — Diseases  of  the 
Chest — Endocrinology — Family  Practice — In- 
ternal Medicine — Neurological  Surgery — Neu- 
rology-Nuclear Medicine — Obstetrics  and 
Gynecology — Occupational  Medicine— On- 
cology—Ophthalmology— Otolaryngology- 
Pathology— Pediatrics— Physical  Medicine 
and  Rehabilitation— Plastic,  Reconstructive 
and  Maxillofacial  Surgery— Psychiatry— Public 
Health — Radiology — Surgery — Urology. 

Specialty  Society  Programs— In  addition  to 
numerous  topics  of  general  interest,  you  will 
have  an  opportunity  for  an  update  on  your  own 
particular  specialty. 

Sunrise  Sessions — Informal  presentations  by 
guest  speakers  on  topics  of  interest  to  all  spe- 
cialists. Have  coffee  with  one  of  the  professors 
from  8:15  to  9:15  am  on  Thursday,  Friday,  and 
Saturday  and  join  the  discussions. 

Sports/Alumni  Events— Golf  and  Tennis  Tour- 
naments; Fun  Run;  Alumni  Parties;  Class 
Reunions. 


Spouse  Program 

Spouse  program  activities  will  include  tours 
of  the  Symphony  Showhouse,  the  new  Dallas 
Museum  of  Art,  and  the  spectacular  new  retail 
center  in  the  Crescent  complex  near  down- 


town. Plans  also  are  being  made  for  a cooking 
demonstration  by  the  Adolphus  chef.  The  very 
popular  boutique  featuring  items  sold  by  Auxil- 
iary members  who  are  in  business  will  be 
repeated. 

Prudence  Mackintosh,  author  and  popular 
writer  for  Texas  Monthly,  will  be  a luncheon 
speaker  on  Friday,  May  9. 

For  additional  information,  contact  TMA  Auxil- 
iary, 1801  North  Lamar  Blvd.,  Austin,  Texas 
78701  512/477-6704. 


Auxiliary  Program 

The  theme  for  the  1986  convention  of  the  TMA 
Auxiliary  will  be  "Texas  One  Fifty”  in  commem- 
oration of  the  Sesquicentennial  celebration  of 
Texas, 

The  Auxiliary’s  business  sessions  will  be  on 
Thursday  morning.  May  8,  with  awards  granted 
to  county  presidents  that  afternoon.  A luncheon 
honoring  county  presidents,  with  a speaker,  will 
be  held  at  noon;  and  a reception  will  honor 
them  and  their  accomplishments  Thursday 
afternoon. 

A seminar  will  highlight  Friday  morning’s 
session,  and  the  installation  luncheon  that  day 
will  also  feature  an  outstanding  speaker.  The 
1986-1987  board  will  meet  Friday  afternoon  at 
3:00.  All  functions  will  be  held  at  the  Adolphus 
Hotel. 

For  additional  information,  contact  TMA  Auxil- 
iary, 1801  North  Lamar  Blvd.,  Austin,  Texas 
78701  512/477-6704. 


Registration 

There  is  no  registration  fee  for  members  of  the 
Texas  Medical  Association,  for  participants  and 
exhibitors  in  the  annual  session  program,  and 
for  nonmembers  such  as  officially-invited 
guests  of  the  Association. 

Registration  fees  are  charged  for  some  non- 
member categories,  and  these  are  mentioned 
in  the  nonmember  categories  listed  below: 

Nonmember  Registration 

Participants 

Program  Participants;  Exhibitors  Fee  Waived 

Medical  Society  Executives 

TMA  and  County  Medical  Society  Executives 
(including  staff  and  family  members) 

Fee  Waived 

Attendees 

a.  Physicians  $100 

b.  Allied  Health  Disciplines — Nurses,  Tech- 
nicians, Medical  Assistants  $10 

c.  In-Training — Interns,  Residents,  Fellows 

$10 

d.  Students  $10 

e.  Officially-Invited  Attendees  Fee  Waived 

f.  Prospective  Exhibitors  and  Approved 
Visitors  $50 

g.  Spouses  of  Nonmember  Physicians  $10 


Registration  times  and  places: 

Fairmont  Hotel 

International  Ballroom  Foyer 

Registration  Ticket  Sales 
Wednesday,  May  7,  9 am-5:30  pm 
Thursday,  May  8,  7 am-5:30  pm 
Friday,  May  9,  7 am-5:30  pm 
Saturday,  May  10,  7 am-3:30  pm 

Auxiliary  registration  desk  open  Thursday 
and  Friday,  May  8 and  9,  8 am-4  pm 


Sheraton  Dallas  Hotel 

Convention  Registration  Checkroom 

Registration 

Wednesday,  May  7,  3-10  pm 
Thursday,  May  8,  7 am-3  pm 
Friday,  May  9,  7 am-12  noon 

Ticket  Sales 

Thursday,  May  8,  7-1 1 am 

Plaza  of  the  Americas  Hotel 

Plaza  Foyer 

Registration 

Friday,  May  9,  7:30  am-3  pm 
Saturday,  May  10,  7:30  am-3  pm 

Ticket  Sales 

Friday,  May  9,  7:30  am-3  pm 

Adolphus  Hotel 

Auxiliary  Registration 
Mezzanine  Level 
Registration  and  Ticket  Sales 
Wednesday,  May  7,  1 1 am-6  pm 
Thursday,  May  8,  8 am-4  pm 
Friday,  May  9,  8 am-4  pm 


You  may  register  in  advance  of  the  sessio. 
completing  the  Advance  Registration  Forr 
printed  here.  Pick  up  badge  and  registratic 
materials  on  site  at  locations  indicated. 


Guest  Speakers 

Louis  V.  Avion,  MD 

St,  Louis.  Mo 

internal  medicine  (endocrinology  and  metabolism) 

Edward  N.  Brandt,  Jr.,  MD,  PhD 

Baltimore.  Md 
academic  administration 

Ralph  J.  Caparosa,  MD 

Pittsburgh.  Pa 
otolaryngology 

John  N.  Chappel,  MD 

Reno,  Nev 

psychiatry  (behavioral  medicine) 

Harold  O.  Conn,  MD 

West  Haven,  Conn 

internal  medicine  (digestive  diseases) 

Martin  L.  Dalton,  MD 

Jackson,  Miss 
thoracic  surgery 

Fred  Downing,  D Min 

Wickenburg.  Artz 
family  therapy 

Robert  L.  DuPont,  MD 

Rockville.  Md 

psychiatry  (behavioral  medicine) 

Elliot  F.  Ellis,  MD 

Buffalo,  NY 

pediatrics;  pediatric  allergy 

Leonard  M.  Freeman,  MD 

Bronx,  NY 

radiology:  nuclear  medicine 

Frank  Gawin,  MD 

New  Haven,  Conn 
psychiatry;  clinical  pharmacology 

Donald  F.  N.  Harrison,  MD,  PhD 

London,  England 
otolaryngology 


William  E.  Huger,  Jr.,  MD 

Atlanta,  Ga 

plastic,  reconstructive,  and  maxillofacial  surgery 

Robert  Jackson,  MD 

Toronto,  Ontario,  Canada 
orthopaedic  surgery 

Ernest  W.  Johnson,  MD 

Columbus,  Ohio 

physical  medicine  and  rehabilitation 

Terry  Kellogg 

Minneapolis.  Minn 
family  counseling 

Luella  Klein,  MD 

Altanta,  Ga 

obstetrics  and  gynecology 

Donald  R.  Laub,  MD 

Palo  Alto,  Calif 

plastic  and  reconstructive  surgery 

M.  Steven  Mahaley,  Jr.,  MD,  PhD 

Chapel  Hill,  NC 
neurological  surgery 

Hugh  A.  McAllister,  Jr.,  MD 

Houston,  Tex 

pathology  (cardiovascular  diseases) 

Robert  M.  McCormack,  MD 

Rochester,  NY 

plastic  and  reconstructive  surgery 

Ann  McGee-Cooper,  PhD 

Dallas,  Tex 

specialist,  education  for  gifted  children 

John  R.  Michael,  MD 

Baltimore.  Md 

internal  medicine  (pulmonary  diseases) 

Rodney  R.  Million,  MD 

Gainesville,  Fla 
therapeutic  radiology 

William  C.  Montgomery,  MD 

Detroit,  Mich 
pediatrics 


Jeffrey  P.  Morray,  MD 

Seattle,  Wash 
anesthesiology;  pediatrics 

Byron  A.  Myhre,  MD,  PhD 

Torrance,  Calif 
pafhology 

Jacob  Rajfer,  MD 

Torrance,  Calif 
urology 

Theodore  R.  Reiff,  MD 

Boston,  Mass 

internal  medicine  (geriatric  medicine) 

Reed  P.  Rice,  MD 

Durham,  NC 
radiology 

Leon  S.  Robertson,  PhD 

Branford,  Conn 

injury  epidiomology  and  control;  public  policy 

Harrison  L.  Rogers,  Jr.,  MD 

Atlanta,  Ga 

President.  American  Medical  Association 

Robert  J.  Rubin,  MD 

Plainfield,  NJ 

colon  and  rectal  surgery 

Michael  Salcman,  MD,  PhD 

Baltimore,  Md 
neurological  surgery 

W.  Mitchell  Sams,  Jr.,  MD 

Birmingham,  Ala 
dermatology 

Sidney  H.  Schnoll,  MD,  PhD 

Chicago,  III 

psychiatry  (behavioral  medicine);  pharmacology 

Peter  Wolkonsky,  MD 

Chicago,  III 

occupational  medicine 

Benjamin  H.  Word,  MD 

Charlottesville,  Va 

obstetrics  and  gynecology;  flying  physicians  associatior 


Recipients  of  five  Gold  records  and  a Grammy 
Award,  the  Kingston  Trio  will  bring  the  TMA 
and  Auxiliary  members  some  of  the  old  and 
some  of  the  new  for  a lively,  enjoyable  evening. 


The  elegant,  exciting  big  band  sound  of  the 
Ron  Lawrence  Orchestra  will  get  underway  at 
10  pm  and  play  until  midnight  for  dancing.  Ron 
Lawrence  has  appeared  on  “Dallas”  several 
times  and  has  performed  for  and  with  numer- 
ous stars  such  as  Tony  Bennett,  Ella  Fitz- 
gerald, Robert  Goulet,  and  Jerry  Lewis.  The 
power  and  excitement  of  this  band  makes 
dancing,  as  well  as  listening,  most  enjoyable. 


Tickets  are  $50  per  person,  and  should  be 
ordered  in  advance  of  the  Session  by  complet- 
ing the  form  here. 


In  Evening  With  the  Kingston  Trio 


,1  Evening  With  the  Kingston  Trio"  will  recall 
years  of  nonstop  fun  and  memorable  melo- 
s Friday,  May  9,  at  the  Fairmont  Hotel  when 
jcas  Medical  Association  and  Auxiliary  mem- 
is  and  guests  get  together  in  Dallas  during 
Annual  Session,  Proceeds  from  the  eve- 
g will  benefit  the  Texas  Medical  Association 
<iliary  Student  Loan  Fund. 

ierse,  enthusiastic,  always  entertaining,  the 
jgston  Trio's  three-part  harmony  and  clean, 
p sound  will  add  sparkle  to  a five-hour  eve- 
jj  of  dinner,  dancing,  show  and  silent  auc- 
| .The  contagious  optimism  of  the  Trio — Bob 
George  Grove,  and  Bob  Haworth— will 
the  1986  Annual  Session  social  event. 


The  Fairmont  International  Ballroom,  one  of  the 
country's  most  beautiful  ballrooms,  will  be  the 
perfect  setting  for  an  elegant  evening.  Come 
at  7 pm  for  cocktails  (cash  bar).  Dinner  will  be 
served  at  7:45  pm,  to  be  a memorable  occa- 
sion served  in  the  impeccable  Fairmont  style. 
The  Kingston  Trio  will  perform  later  in  the  eve- 
ning. The  Ron  Lawrence  Orchestra,  a versatile 
group,  will  provide  dance  music  after  the  show. 

As  an  added  attraction,  party-goers  will  have 
an  opportunity  to  buy  some  Texas-style  items, 
such  as  original  art,  hand-crafted  jewelry,  a 
crate  of  locally-produced  foodstuff,  or  some 
hand-made  needlework.  It’s  all  a part  of  the 
Sesquicentennial  Silent  Auction  to  make  some 
money  for  the  TMA  Auxiliary  Student  Loan 
Fund.  Don’t  be  quiet  about  this  auction.  Spread 
the  word,  and  bring  your  friends  to  bid  on  these 
beautiful  objects  which  will  be  donated  by 
medical  societies  and  auxiliaries  from  all  over 
the  State. 

An  American  institution,  the  Trio  has  been  a 
participant  in  the  myriad  of  changes  which 
have  taken  place  in  the  musical  world. 

From  their  first  million-seller,  “Tom  Dooley”  to 
the  present,  their  music  has  remained  consis- 
tent in  sound  and  outlook.  "Scotch  and  Soda,” 
“Tijuana  Jail,”  “Worried  Man,”  will  bring  back  a 
lot  of  good  memories  from  1957,  when  they  got 
started,  to  the  present.  Although  their  musical 
influences  include  country,  calypso,  pop,  blue- 
grass,  rock,  they  became  best  known  as  the 
nation’s  top  folk  group,  inspiring  artists  such  as 
Bob  Dylan,  Joan  Baez,  and  Peter,  Paul  and 
Mary, 


meral  Membership 
incheons 

special  luncheons  have  been  planned  for 
1986  Session,  and  will  be  of  interest  to  all 
Delation  and  Auxiliary  members. 

le  podium  on  Friday,  May  9,  will  be  Robert 
uPont,  MD,  President,  Center  for  Behav- 
Medicine,  Rockville,  Maryland,  His  Gen- 
Meeting  Luncheon  topic,  “Drug  Abuse, 
tors,  and  Fun:  Rediscovering  Aescula- 
JS’  Second  Daughter,”  presents  in  unique 
ion  how  physicians  and  their  families  can 
lead  in  drug  abuse  prevention,  and  in  pro- 
ng healthy  lifestyles.  As  Dr.  DuPont  ex- 
ts,  the  Greek  god  of  medicine,  Aescula- 
JS,  had  two  daughters.  The  first.  Panacea, 
the  goddess  of  medication,  which  formed 
)asis  of  medicine.  Within  the  last  few 
s,  science  has  been  focusing  medicine  on 
:ulapeous’  second  daughter,  Hygea,  the 
fess  of  healthy  living.  The  Surgeon  Gen- 
in  a recent  report  has  indicated  that  seven 
e ten  leading  killers  are  strongly  influenced 
festyle.  His  address  will  be  thought- 
oking,  and  helpful  in  your  practice  and  in 
own  life. 


Dr.  DuPont,  a psychiatrist  and  former  director 
of  the  National  Institute  of  Drug  Abuse,  is 
author  of  the  new  book,  "Getting  Tough  on 
Gateway  Drugs:  A Guide  for  the  Family,”  A re- 
cent interview  with  Jane  Pauley  on  the  NBC- 


TV  Today  Show  discusses  people,  especially 
young  people,  getting  hooked  on  these  gate- 
way drugs — alcohol,  marijuana,  and  cocaine — 
because  they  are  perceived  as  easily  con- 
trolled and  harmless.  Dr.  DuPont’s  challenge  to 
Dr.  Timothy  Leary  regarding  his  public  posi- 
tions on  the  use  of  drugs  in  the  1950s  and 
1960s  points  out  the  consequences  which, 
some  say,  are  with  us  today. 

In  addition  to  his  work  as  health  commentator 
on  ABC-TV's  Good  Morning,  America,  Dr.  Du- 
Pont has  appeared  on  many  network  TV  shows 
over  the  years,  including  the  Phil  Donahue 
Show,  the  David  Susskind  Show,  and  the  Dick 
Cavett  Show. 

A luncheon  program  of  interest  to  entire 
membership  is  planned  for  Saturday,  May  10. 

Both  luncheons  are  scheduled  in  the  Interna- 
tional Ballroom,  Fairmont  Hotel,  12:15-2  pm. 
Purchase  tickets  in  advance  by  completing  the 
form  here. 


1986  Annual  Session  Advance  Registration  Form 


name 


address 


city 


state 


zip 


specialty 


Members,  please  check  all  applicable  spaces  below: 

□ Physician 

□ Intern/Resident/Fellow 

□ Medical  Student 

□ TMA  Officer 

□ TMA  Trustee 

□ TMA  Delegate 

□ TMA  Alternate  Delegate 

□ TMA  Councilor 

□ TMA  Vice  Councilor 

□ TMA  Council/Committee 

□ AMA  Member 

□ AMA  Delegate 

□ AMA  Alternate  Delegate 

□ CMS  President 


□ 50  Year  Club 

□ Hospital  Medical  Staff  Section  Representative 

□ TEXPAC 

□ TEXPAC  300  Club 

□ MSS  Executive  Council 

□ MSS  Chapter  Officer 

□ MSS  Chairman 

□ RPS  Chairman 

□ RPS  Councilor 

□ RPS  Executive  Council 

□ Speaker 

□ Scientific  Exhibitor 

□ Satisfying  state  level  meeting  requirement 


» 


Nonmember 

Fee 

□ Speakers,  Exhibitors 

waiv 

□ TMA  and  County  Medical  Society 

waiv 

Staff  and  Family 

□ Physicians 

$10( 

□ Interns,  Residents,  Fellows 

$10 

□ Medical  Students 

$10 

□ Allied  Health  Personnel 

$10 

□ Prospective  Exhibitors, 

$50 

Approved  Visitors 

Nonmember’s  Family 

□ Family  of  Nonmembers 

$10 

□ Children  (21  and  under) 

wai\ 

P/ease  ma/7  check  end  registretion  card  fo;  Texas  Medical  Association  Business  Office,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701 


Advance  Ticket  Reservation  Form 


name 


address 


Final  Program  Order  Form  j 

The  Program  and  Abstracts  of  the  1 19th  Texas  Medical  Associati^ 
Annual  Session  will  be  available  in  early  April.  If  you  wish  to  ordej 
your  copy  in  advance,  please  return  this  coupon  with  a check  for ; 
$5.00  to  Texas  Medical  Association,  Business  Office,  1801  North' 
Lamar  Blvd.,  Austin,  Texas  78701 . ^ 

Please  send  a copy  of  the  Program  and  Abstracts  for  the  1 1 9th 
Annual  Session  to:  ' 


city  state  zip 

Avoid  the  lines,  the  last  minute  rush,  and  the  possibility  of  missing  out  on  the 
TMA  functions  listed  below.  Complete  the  advance  ticket  reservation  order 
form,  return  it  to  TMA  with  your  check.  Pick  up  tickets  at  the  registration  area. 
Note  ticket  sales  location  and  hours. 

Number  of  Function  and  Price  Amount 

Tickets  inclusive  of  tax  and  gratuity 

An  Evening  With  the  Kingston  Trio  

Ron  Lawrence  Orchestra 
Dinner/Dancing/Show/Silent  Auction 

Friday,  May  9,  7 pm- Midnight 
$50  per  person 

General  Meeting  Luncheon  

Robert  L.  DuPont,  MD,  Speaker 

Friday,  May  9,  12:15  pm-2  pm 
$20  per  person 

General  Meeting  Luncheon  

Speaker  Pending 

Saturday,  May  10,  12:15  pm-2  pm 
$20  per  person 

TOTAL  $ 


Advance  registration  cards  and  ticket  money  must  be  received  by  April  1.  No 
refunds  after  April  23. 

Please  complete  and  return  before  April  1 to:  Texas  Medical  Association 
Business  Office,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701 


name 

address 

city  state  zip 

My  check  for  $5.00  is  enclosed. 


Participating  hotels  and  codes: 


exas  Medical 
ssociation 
l9th  Annual  Session 
alias  May  7-ll,  1986 

ake  Your 
eservations  Now 

otel  rooms  will  be  assigned  on  a first-come, 
st-served  basis  by  the  Dallas  Convention  & 
isitors  Bureau. 

, omplete  in  full  the  Official  Housing  Re- 
uest  Form  and  return  it  immediately  to; 

ousing  Service — Texas  Medical 
» Association 

I alias  Convention  and  Visitors  Bureau 
,507  Pacific  Avenue 
alias,  Texas  75201 

st  six  hotels  in  order  of  preference. 

niy  reservations  received  on  the  Official 
ousing  Request  Form  will  be  accepted, 
otels  will  not  accept  reservations  directly, 

,id  telephone  requests  cannot  be  accepted. 

0 not  send  housing  form  to  Texas  Medical 
ssociation.  This  will  only  delay  your  request. 

eadline  for  reservations  is  April  23. 

1 

hfirmations 

our  room  confirmation  will  be  sent  to  you 
rectly  from  the  hotel  within  three  weeks  of 
►ceipt  of  your  request  by  the  Housing  Bu- 
'au.  Please  check  it  carefully  to  be  sure  all 
formation  is  correct. 

>m  Deposits 

)ur  room  will  be  held  until  6:00  pm  on  the 
ijite  of  arrival  unless  you  send  one  night's 
om  deposit.  It  is  always  a good  idea  to 
ind  a deposit  no  matter  what  time  you  plan 
1 arrive. 

|)  make  a deposit  on  your  room,  after  you 
live  received  confirmation  from  the  hotel, 
snd  one  night’s  room  deposit  directly  to  the 
»tel,  or  call  the  hotel  with  your  credit  card 
imber.  (American  Express,  VISA,  Master- 
ird,  Diners  Club  and  Carte  Blanche  are 
cepted.) 

linges  and  Cancellations 

/ou  must  change  your  hotel  reservation, 
ite  or  call  the  hotel  indicating  the  change 
aired. 

.1 

/ou  must  cancel  your  reservation,  please 
ite  the  Housing  Bureau  in  Dallas  imme- 
itely  so  that  others  can  be  accommodated. 
>ur  notice  of  cancellation  must  be  received 
Pthin  48  hours  of  your  scheduled  arrival  or 
ur  deposit  cannot  be  refunded.  Remember 

I .  Don't  be  a no  show! 


Deadline  for  Reservations — April  23 

1.  Adolphus  Hotel  (ADL) 

1321  Commerce 
(Auxiliary  Headquarters,  General 
Housing) 

Singles  $90 
Doubles  $98 

2.  Crescent  Court  Hotel  (CRC) 

2215  Cedar  Springs  Street 
(General  Housing) 

Singles  $95 
Doubles  $95 

3.  Fairmont  Hotel  (FAI) 

1717  North  Akard  Street 
(Exhibits,  Scientific  Sessions,  Program 
Participants) 

Singles  $82 
Doubles  $94 

4.  Grenelefe  Hotel  (GRL) 

1011  South  Akard  Street 
(General  Housing) 

Singles  $65 
Doubles  $70 


5.  Holiday  Inn  Downtown  (HID) 

1015  Elm  Street 
(General  Housing) 

Singles  $60 
Doubles  $65 

6.  Hyatt  Regency  Dallas  (HYR) 

300  Reunion  Boulevard 
(General  Housing) 

Singles  $82 
Doubles  $94 

7.  Plaza  of  the  Americas  Hotel  (PTA) 

650  North  Pearl  Boulevard 
(Scientific  Sessions,  General  Housing) 

Singles  $80 
Doubles  $92 

8.  Sheraton  Dallas  Hotel  (SHD) 

400  North  Pearl  Boulevard 

(Business  Sessions,  Delegates'  Housing) 

Singles  $82 
Doubles  $94 


FOR  HOUSING  BUREAU  USE  ONLY 

Texas  Medical  Association 

MAIL  TO: 

119th  Annual  Session 

Housing  Service — Tx.  Med.  As 

May  7-11,  1986 

Dallas  Convention  & 
Visitors  Bureau 

Dallas 

1507  Pacific  Avenue 
Dallas,  TX  75201 

OFFICIAL  HOUSING  REQUEST  FORM 

PLEASE  READ  CAREFULLY 


• PLEASE  PRINT  OR  TYPE  ALL  ITEMS  TO  ASSURE  ACCURACY. 

• COMPLETE  EACH  PART  BELOW  IN  DETAIL  FOR  CORRECT  AND  RAPID  COMPUTER  PROCESSING. 

• SHOULD  MORE  THAN  THREE  (3)  ROOMS  BE  NEEDED,  SUPPLEMENTAL  ROOM  LIST  MUST  BE  ATTACHED  USING  SAME  FORMAT  AS  IN  PAR: 

• ALL  ACKNOWLEDGEMENTS  WILL  BE  SENT  TO  INDIVIDUAL  INDICATED  IN  PART  I.  ACTUAL  CONFIRMATION  WILL  FOLLOW  FROM  HOTEL 

PARTI 

INSTRUCTIONS:  Complete  requested  data  using  abbreviations  as  necessary. 

(NAME  OF  PERSON  REQUESTING  ROOMS) 


(LAST  NAME)  (FIRST) 


(NAME  OF  CLINIC.  GROUP,  OR  COMPANY) 


(STREET  ADDRESS  OR  P O BOX  NUMBER) 


(CITY) 

(STATE 

(ZIP 

- USA) 

(COUNTRY 

(AREA  CODE) 

(PHONE  NUMBER) 

PART  II 


INSTRUCTIONS:  Select  SIX  Hotel/Motels  of  your  choice.  No  request  will  be  processed  without  SIX  choices. 


FIRST  CHOICE 


FOURTH  CHOICE 


□ □ □ 

(HOTEL  CODE) 

□ □ □ 

(HOTEL  CODE) 


SECOND  CHOICE 


FIFTH  CHOICE 

PART  III 


□ □ □ 

(HOTEL  CODE) 

□ □ □ 

(HOTEL  CODE) 


THIRD  CHOICE 


SIXTH  CHOICE 


□ □ 

(HOTEL  C( 

□ □ 

(HOTEL  Cl 


INSTRUCTIONS:  1 PRINT  OR  TYPE  NAMES  OF  ALL  PERSONS  OCCUPYING  EACH  ROOM. 

2.  SELECT  TYPE  ROOM  DESIRED  WITH  ARRIVAL  AND  DEPARTURE  DATES. 

3.  SUPPLEMENTAL  LIST  FOR  ADDITIONAL  ROOM  MUST  USE  SAME  FORMAT. 

4.  PRINT  OR  TYPE  LAST  NAME  FIRST 


GUEST  NAME/S  (PRINT  LAST  NAME  FIRST)  P + 1 — Parlor  & one  bedroom  P + 2 — Parlor  & two  bedrooms 

ROOM 

NO.  1 

1 

CHECK  ONE 

Single  Triple 

Double  Ouad 
_ Twin  P t 1 

Dbl/Dbl  P + 2 

APR  nATF  DFP  DATF 

2 

ARR  TIMF  n AM  n PM  tCheck  ( 

NOTE:  Reservation  will  be  held  only  until  6 p.m. 
unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit.  , 

3 

4 

ROOM 

NO.  2 

1 

CHECK  ONE 
Single  Triple 

Double  Quad 

Twin  P ♦ 1 

Dbl/Dbl  P + 2 

ARR  nATF  DFP  DATF 

2 

ARR  TIMF  nAMnPMtCheck 

NOTE:  Reservation  will  be  held  only  until  6 p.m. 
unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit. 

3 

4 

ROOM 

NO.  3 

1 

CHECK  ONE 

Single  Triple 

Double  Ouad 
Twin  PM 

Dbl/Dbl  ^ + 2 

ARR  DATF  DFP  DATF 

2 

ARR  TIMF  n AMR  PM  (Check 

NOTE:  Reservation  will  be  held  only  until  6 p.m. 
unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit. 

3 

4 

NOTE:  PLEASE  RECHECK  ALL  ITEMS  FOR  CORRECT  INFORMATION 


^fAecUcuie  in  ^itemtiire 

\ 


Medicine  in  Literature  is  a randomly  selected  sample  of 
medical  texts  recently  purchased  by  the  TMA  Memorial  Li- 
brary. In  1986  the  library’  will  add  more  than  600  book  titles 

I to  its  57,800-volume  collection  of  books  and  bound  journals, 
and  regularly  increases  its  holdings  of  motion  pictures, 
audiocassettes,  videocassettes,  and  slide  presentations.  In  ad- 
dition, the  library  subscribes  to  1,045  medical  and  health- 
related  Journals.  For  additional  information,  call  the  Memo- 
rial Library  at  (512)477-6704. 


In  the  TMA  Library 

Banna  M:  Clinical  Radiology  of  the  Spine  and  the  Spinal 
Cord.  Roclev  ille,  Md,  Aspen  Systems  Corporation,  1985. 

Barnett  HJM,  Stein  BM,  Mohr  JP,  et  al  (eds):  Stroke.  Patho- 
physiology, Diagnosis,  and  Management,  vols  1 and  2.  New 
York,  Churchill  Livingstone,  1986. 

BerkJE  (ed):  Bockus  Gastroenterology,  ed  4,  vols  1-7.  Phila- 
delphia, W.B.  Saunders  Company,  1985. 

Blitt  CD  (ed);  Monitoring  in  Anesthesia  and  Critical  Care 
Medicine.  New  York,  Churchill  Livingstone,  1985. 

Bragg  DG,  Rubin  P,  Youker  JE  ( eds ):  Oncologic  Imaging.  New 
York,  Pergamon  Press,  1985. 

Christianson  JB,  Smith  KR  (eds):  Current  Strategies  for  Con - 
\tatning  Health  Care  Expenditures.  A Summary’  of  Their  Poten- 
\tial.  Performance  and  Prevalence.  New  York,  Medical  & Scien- 
tific Books,  1985. 

Division  of  Health  Promotion  and  Disease  Prevention,  Institute 
of  Medicine:  Vaccine  Supply  and  Innovation.  Washington,  DC, 
National  Academy  Press,  1985. 

Epstein  DL:  Chandler  and  Grant’s  Glaucoma,  ed  3.  Phila- 
delphia, Lea  & Febiger,  1986. 

Gerlock  AJ  Jr,  Mirfakhraee  M;  Essentials  of  Diagnostic  and 
\lnterventional  Angiographic  Techniques.  Philadelphia,  W.B. 
.Saunders  Company,  1985. 

jHaagensen  CD:  Diseases  of  the  Breast,  ed  3.  Philadelphia,  W.B. 
Saunders  Company,  1986. 

i 

Hall  P Alcoholic  Liver  Disease.  Pathobiology,  Epi- 
demiology and  Clinical  Aspects.  New  York,  John  Wiley  & 

Sons,  1985. 

Hughes  SPF,  Fitzgerald  }t.  Musculoskeletal  Infections.  Chi- 
cago, Year  Book  Medical  Publishers,  Inc,  1986. 

Kxtz  ]■.  Atlas  of  Regional  Anesthesia,  Norwalk,  Conn,  Appleton- 
Century-Crofts,  1985. 


Miller  RD  (ed).  Anesthesia,  ed  2,  vols  1-3.  New  York,  Churchill 
Livingstone,  1986. 

Morrey  BE:  The  Elbow  and  Its  Disorders.  Philadelphia,  W.B. 
Saunders  Company,  1985. 

Myers  EN,  Stool  SE,  Johnson  JT:  Tracheotomy.  New  York, 
Churchill  Livingstone,  1985. 

Robinson  JK:  Eundamentals  of  Skin  Biopsy.  Chicago,  Year 
Book  Medical  Publishers,  Inc,  1986. 

Rubel  AJ,  O’Nell  CW,  Collado-Ard6n  R:  Susto,  a Eolk  Illness. 
Berkeley,  Calif,  University  of  California  Press,  1984. 

Scarantino  CW  (ed):  Lung  Cancer.  Diagnostic  Procedures  and 
Therapeutic  Management  with  Special  Reference  to  Radio- 
therapy. New  York,  Springer-Verlag,  1985. 

Schwartz  GR,  Safar  P,  Stone,  JH,  et  al:  Principles  and  Practice  of 
Emergency  Medicine,  ed  2,  vols  1 and  2.  Philadelphia,  W.B. 
Saunders  Company,  1986. 

Sly  RM:  Pediatric  Allergy.  New  Hyde  Park,  NY,  Medical  Exam- 
ination Publishing  Co,  Inc,  1985. 

Smith  JA  Jr:  Lasers  in  Urologic  Surgery.  Chicago,  Year  Book 
Medical  Publishers,  Inc,  1985. 

Sullivan  JM;  Hypertension  and  Pregnancy.  Chicago,  Year  Book 
Medical  Publishers,  Inc,  1986. 

Town  GP:  Science  of  Triathlon  Training  and  Competition. 
Champaign,  111,  Human  Kinetics  Publishers,  Inc,  1985. 

Walton  J:  Brain’s  Diseases  of  the  Nervous  System,  ed  9.  New 
York,  Oxford  University  Press,  1985. 

Whitfield  HN,  Hendry  WE  (eds):  Textbook  of  Genito- urinary 
Surgery,  vols  1 and  2.  New  York,  Churchill  Livingstone,  1985. 

Wilcox  BR,  Anderson  RH:  Surgical  Anatomy  of  the  Heart  New 
York,  Raven  Press,  1985. 
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ALLERGY 


CARDIOLOGY 


CORPUS  CHRIST!  ALLERGY  CLINIC 

Saul  Crossman,  MD,  FACA,  FAACIA,  Allergy-Dermatology 
Wallace  A.  Crozier,  MD,  FACA,  Certified  American  Boards  Pediatrics 
and  Allergy,  Diplomate  American  Board  of  Allergy  and  Immunology 

2530  Morgan,  Corpus  Christi,  Texas;  882-3487 


DONALD  L.  LEVENE,  MD,  FACC 

Invasive  and  Nuclear  Cardiology 

Diplomate  American  Boards  of  Internal  Medicine,  Cardiology 
Medical  City  Dallas,  7777  Forest  Lane,  #B-241 
Dallas,  Texas  75230;  214  385-3257 


CHARLES  A.  RUSH,  JR,  MD  CLINICS 

Diplomate/American  Board  of  Allergy  & Immunology 
Fellow,  AAA,  ACA,  AACIA 


Northeast  Medical  Clinic  Association 
7601  Clenview  Drive 
Fort  Worth,  Texas  76118 


JAMES  A.  AYERS,  MD,  EAACIA,  EAAA,  EACA 

Adult  and  Pediatric  Allergy 


3130  5.  Alameda,  Corpus  Christi,  Texas  78404 
512  884-2841;  exchange  512  884-0661 


McCOVERN  ALLERGY  CLINIC 

Diagnosis  and  Treatment  of  Allergic  Diseases 


John  P.  McCovern,  MD 
DIRECTOR-CONSULTANT 


Theodore  |.  Haywood,  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng,  MD 
Lawrence  C.  Thorne,  MD 
Venugopal  K.  Menon,  MD 
Robert  E.  Smith,  MD 
Cerald  T.  Machinski,  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 
Lyna  Kit  Lee,  MD 
Harlan  W.  Sindell,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinberp.  MD,  PhD 
Chinavudh  Wanissorn,  PhD 
Clenna  M.  Kyle,  PhD 


CONSULTANTS 
Evan  M.  Hersh,  MD 
IMMUNOLOCY 

James  A.  Knight,  MD 
PSYCHIATRY 

R.  John  Prevost,  MS 
AIR  POLLUTION 

Reuben  D.  Wende,  PhD 
ANTICEN  AND  CLINICAL 
LABORATORIES 

John  A.  Thomas,  PhD 
BIOMETRICS 

Warren  E.  Schaller,  HSD 
Charles  E.  Kegley,  PhD 
ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland,  HSD 
HEALTH  EDUCATION 

George  R.  Kerr,  MD 
NUTRITION 


Certified  American  Board  of  Allergy  and  Immunology 
Diplomates  American  Boards  of  Pediatrics  and  Allergy 
6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


ANESTHESIOLOGY 

82  

EDWARD  A.  TALMAGE,  MD,  PA 

Pain  Management — Epidural  Steroid  Therapy 
Diagnostic  & Therapeutic  Nerve  Blocks 
Surgical  & Obstetrical  Anesthesiology 

Diplomate  American  Board  of  Anesthesiology 

7777  Southwest  freeway.  Suite  1052,  Houston  77074;  713  988-7558 


Two  complete  neurological  and  behavioral  medicine  facilities  dedicated 
to  DIAGNOSIS  AND  COMPREHENSIVE  CARE  Of  PATIENTS  WITH 
CHRONIC  RECURRENT  HEADACHES  with  emphasis  on  prophylactic 
treatment. 


HOUSTON  HEADACHE 
CLINIC 

Park  Plaza  Prof.  Bldg. 

1213  Hermann  Dr.  #855 
Houston,  Texas  77004 
713  528-1916 


DALLAS  HEADACHE 

CLINIC 

Douglas  Plaza 

8226  Douglas  Ave.  #325 

Dallas,  Texas  75225 

214  692-7011 


CAT  scan;  EEC:  EMC;  Evoked  Potentials;  Thermography;  Personality, 
Behavioral  and  Psychological  Evaluations.  Multimodality  approach  to 
management  of  headache  including  prophylactic  medications,  bio- 
feedback and  behavioral  therapy. 


NINAN  T.  MATHEW,  MD,  FRCP  (C) 

Neurologist-Director 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  forest  Lane,  Suite  303,  Dallas,  Texas  75230 


214  661-7770 

CARDIOLOGY 
J.  Edward  Rosenthal,  MD 
David  A.  Schwartz,  MD 

GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 
Charles  S.  White,  III,  MD 

ADMINISTRATOR 
Carl  E.  Ikard 


ALEERCY  AND  IMMUNOLOCY 

William  R.  Lumry,  MD 

RHEUMATOLOGY 

Carlos  M.  Kier,  MD 

INTERNAL  MEDICINE 

Joan  P.  Donley,  MD 

Larry  Dossey,  MD 

Tom  L.  Hampton,  MD 

David  A.  Haymes,  MD 

C.  Thomas  Long,  III,  MD 

Jack  F.  Melton,  MD 

Joe  H.  Sample,  Jr.,  MD 

Peter  S.  Stack,  MD 

Rick  T.  Waldo,  MD 


Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


PROVIDENCE  HOSPITAL  LASER  CENTER 

I 

Approved  for:  ; 

Pulmonary  & Thoracic  i 

Philip  Croyle,  MD— 817  752-9276  ' 

Philip  Sanger,  MD— 817  753-8827 

Urology 

Robert  Corwin,  MD — 817  756-5448  ; 

Marc  Barrett,  MD— 817  752-1611  i 

I 

Gastroenterology  I 

Ed  Carpenter,  MD— 817  753-1020  ■ 

Providence  Hospital,  1700  Providence  Drive,  Waco,  Texas  76703; 

817  753-4551 

I 


TMA  Physician  Placement  Service  TMA  Postgraduate  Courses 


. . . Another  service  of  your  association 


. . . Another  service  of  your  association  I 


Texas  Medicir,  J 


SOUTHWEST  DAY  HOSPITAL 

4801  Woodway,  Suite  195  West,  Houston,  Texas  77056;  713  871-0266 


DIAGNOSTIC  RADIOLOGY 


Partial  Hospitalization  Services 

Day,  night,  weekend 

Full  range  of  Psychotherapy  and  Activity  Services 
Biofeedback  and  Psychological  Testing 

Programs 

General  Psychiatric 
Eating  Disorders 
Chemical  Dependency 

THOMAS  A.  BLOCHER,  MD 

Medical  Director 


COMPUTED  TOMOGRAPHY 

Temple  Independent  Scanner 

Stephen  ).  Vancura,  MD 

High  Resolution  In/Out  Patient  CT  (Head  or  Body) 
Including  Tumor  Biopsy,  Interventional  Radiology 
2027  S.  61st  St.,  Suite  116,  Temple,  Texas  76501 
017  774-9994 

Note:  24  hr.  Emergency  Services  Available 


ENDOCRINOLOGY 


COLON  & RECTAL  SURGERY 

I 


FT.  WORTH  PROCTOLOGIC  CLINIC,  PA 

I Colon  and  Rectal  Surgery  and  Colonoscopy 
1 Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

1050  West  Rosedale,  Fort  Worth,  Texas  76104; 

817  338-4501  (24  hours) 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld,  MD,  FACP 
Richard  Sachson,  MD,  FACP 
Steven  Dorfman,  MD,  FACP 
Stephen  Aronoff,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

5480  LaSierra  Drive,  Dallas,  Texas  75231;  214  363-5535 


ERIC  A.  ORZECK,  MD,  FACP 


DAVID  S.  PITA,  MD 

I Colon  and  Rectal  Surgery 
Colonoscopy 

I Barnett  Tower,  Baylor  Medical  Plaza,  3600  Gaston  Avenue,  Suite  411,  Dallas, 
1 Texas  75246;  214  821-4300 
122  W.  Colorado,  Dallas,  Texas  75208;  214  942-8734 


Endocrinology  & Diabetes 


8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


GASTROENTEROLOGY 


DERMATOLOGY  CECI L O.  PATTE  RSON,  MD,  FACP 

Gastroenterology,  Gastroscopy,  Esophagoscopy 


I DAVID  R.  WEAKLEY,  MD,  FACP 

I Dermatology — Dermatological  Surgery 

I Including  Dermabrasion,  Chemical  Peeling 

' and  Collagen  Injections 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
I Dallas,  Texas  75230;  Phone  214  661-7460 


WILLIS  I.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 
i Mohs'  Chemosurgery 

I Baylor  Medical  Plaza,  3600  Gaston  Avenue 
I Suite  1154,  Dallas,  Texas  75246;  214  827-5960 


9000  Harry  Hines  Boulevard,  Dallas,  Texas  75235 
214  358-2545 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD 

F.  Clark  Douglas,  MD 

George  T.  DeVaney,  MD 


GENERAL  SURGERY 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

james  Lewis  Pipkin,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

I Mucocutaneous  Virology 

I 108  Tendick,  San  Antonio,  Texas  78209;  512  222-8651,  222-2001 
(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 blocks  to 
Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and  arrows.) 


DRS.  VANDERPOOL,  LANE,  WINTER  & BONE 

David  Vanderpool,  MD,  FACS  John  W.  Winter,  MD,  FACS 

B.  Ward  Lane,  MD,  FACS  G.  Edward  Bone,  MD,  FACS 

Diplomates  American  Board  of  Surgery 

General  & Peripheral  Vascular  Surgery 

1008  N.  Washington,  Dallas,  Texas  75204;  214  823-2650 
7777  Forest  Lane,  Suite  204,  Dallas,  Texas  75230;  214  661-7860 


, DERMATOLOGY  ASSOCIATES  OF  DALLAS 

I David  S.  Alkek,  MD 

; Hair  Transplantation,  Scalp  Reduction, 

^ Dermabrasion,  Chemical  Peel  and  Collagen 

Medical  City  Dallas,  7777  Forest  Lane,  Building  B, 

Suite  309,  Dallas,  Texas  75230;  telephone  214  788-0088 


TMA  1986  Calendar  of  Events 

Annual  Session,  Dallas,  May  7-11 


MOHS  SURGERY  Conference,  Austin,  September  13 

For  Primary  and  Recurrent 

Cancer  of  the  Skin  Interim  Meeting  House  of  Delegates,  Austin,  November  21-22 

Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 
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HAND  SURGERY 


L LEE  LANKFORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

DAVID  J.  ZEHR,  MD — Microsurgery 
ARNOLD  V.  DiBELLA,  MD 

Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 


ROBERT  E.  BUNATA,  MD,  PA 
B.  J.  WROTEN,  MD,  PA 

Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane,  Suite  606,  Dallas,  Texas  75231;  214  368-3776 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blyd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 

ADRIAN  E.  FLATT,  MD,  ERGS 

Chief,  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue, 

Dallas,  Texas  75246;  Office  214  823-9440 


ROBERTA.  ERSEK,  MD 

Diplomate  of  American  Board  of  Plastic  Surgery 

Surgery  of  the  Hand 

30th  & Red  River,  Austin,  Texas  78704 
24  HR#  512  474-HAND 


WILLIAM  J.  VAN  WYK,  MD,  PA 

Surgery  of  the  Hand 

803  West  Terrell,  Fort  Worth,  Texas  76104 
Telephone  817  877-3113 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3800  Gaston  Ave.,  Suite  303,  Dallas,  Texas  75246; 
214  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116,  Dallas,  Texas 
75230;  214  661-7010 


DOCTORS  SMITH,  WHEELER  AND  PARKER,  PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 
David  Allen  Cech,  MD 

920  South  Lake,  Port  Worth,  Texas  76104 
Telephone  817  336-0551 

DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 

Charles  W.  Simpson,  MD  Richard  H.  Jackson,  MD 

Morris  Sanders,  MD  Mark  J.  Cwikla,  MD 

W.  Robert  Hudgins,  MD  Casey  E.  Patterson,  MD  (Retired) 

5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg.,  Suite  620, 

Dallas,  Texas  75235;  214  637-0420 

8210  Walnut  Hill  Lane,  Presbyterian  Professional  Bldg.,  Suite  905; 

Dallas,  Texas  75231;  214  369-7596 

1302  Lane  St.,  Copper  Tree  Medical  Center,  Suite  300, 

Irving,  Texas  75062;  214  259-4768 


JACK  E.  McCALLUM,  MD,  PA 
PHILIP  C.  BECHTEL,  MD,  PA 
WARREN  D.  WILSON,  MD,  PA 

Diplomates  of  the  American  Board  of  Neurological  Surgery 
1522  Cooper,  Fort  Worth,  Texas  76104;  817  336-1300 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Computerized  Tomography 

John  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  MD,  Neurology  and  Electroencephalography 

Murchison  Medical  Bldg.,  Suite  307 
1810  Murchison  Drive,  El  Paso,  Texas  79902 
Telephone  915  532-8901 


NUCLEAR  MEDICINE 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  tor  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology.  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen,  Jr.,  MD,  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


NEUROLOGICAL  SURGERY  HERBERT  C.  ALLEN,  MD,  FACNM 

Practice  Limited  to  Nuclear  Medicine 


DRS.  LONG,  SCOTT  & COON 
NEUROSURGERY  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 
R.  Gordon  Long,  MD,  FACS 
Bennie  B.  Scott,  MD,  FACS 
John  V.  Coon,  MD,  FACS 

Dinlomates  American  Board  of  Neurological  Surgery 

Baylor  Medical  Plaza,  605  Barnett  Tower,  3600  Gaston  Avenue, 

Dallas,  Texas  75246;  Telephone  214  826-7060 


100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 

TMA  Action  monthly  newsletter 

. . . Another  service  of  your  association 


Texas  Medicin 


ONCOLOGY 


HEMATOLOGY-ONCOLOGY  ASSOCIATES  OF 
HOLJSTON,  PA 

Gary  B.  Fleishman,  MD 
Joel  W.  Abramowitz,  MD,  PhD 

Diplomates  of  the  American  Boards  of  Internal  Medicine  & Medical  Oncology 
Diplomale  of  the  American  Board  of  Hematology  ()WA) 

909  Frostwood,  Suite  120,  Houston,  TX  77024;  713  467-1630 
6565  DeMoss,  Suite  211,  Houston,  TX  77074;  713  270-1188 


SOUTHWEST  RETINA  CONSULTANTS,  PA 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 
Roy  A.  Levit,  MD 
Clifford  M.  Ratner,  MD 

Sierra  Towers,  Suite  3800,  1700  Curie, 

El  Paso,  Texas  79902;  915  532-3912 


BRIAN  B.  BERGER,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 


OPHTHALMOLOGY 


Park  St.  David  Professional  Building,  Suite  106, 

000  East  30th  Street,  Austin  78705;  512  479-8101  day  or  night 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Dwain  C.  Fuller,  MD 

William  B.  Snyder,  MD  Cary  Edd  Fish,  MD 

William  E.  Hutton,  MD  Rand  Spencer,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra,  Dallas,  Texas  75231;  214  692-6941 
3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 


JUDSON  P.  SMITH,  MD 

Diplomate/American  Board  of  Ophthalmology 

General  Ophthalmology  and  Ophthalmic  Surgery 
of  the  Anterior  Segment 

1350  South  Main,  Suite  3100,  Eort  Worth,  Texas  76104;  817  338-4081 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 

EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  ME) 

R.  Edwin  Pitts,  MD 
William  Decker,  MD 

7777  Southwest  Freeway,  St.  916,  Houston,  Texas  77074;  713  777-7145 


OPHTHALMOLOGY  ASSOCIATES 

JOE  L.  BUSSEY,  MD — Cataract  and  Lens  Implant  Surgery 
RUFUS  A.  ROBERTS,  MD — Diseases  and  Surgery  of  the  Retina 
Cataract  and  Lens  Implant  Surgery 

THOMAS  H.  SMITH,  MD — Ophthalmic  Plastic  and  Reconstructive  Surgery 
DAN  E,  BRUHL,  MD — Cataract  and  Lens  Implant  Surgery 
JOHN  W.  ZERDECKI,  MD — Cataract  and  Lens  Implant  Surgery 
Refractive  Surgery 

DORIS  E.  JENSEN,  MD — Medical  Ophthalmology 

DAVID  HENDRICKS,  MD — Medical  and  Surgical  Ophthalmology 

JAMES  A.  SAVAGE,  MD — Glaucoma  Gonsultation  and  Surgery 

308  S.  Henderson,  Eort  Worth,  Texas  76104 
817  355-5435,  appointments  817  335-6070 
se  habla  espanol 


STUART  A.  TERRY,  MD 

Sub-Specialty  Glaucoma 

M&S  Tower,  Sutie  401,  730  N.  Main, 

San  Antonio,  Texas  78205;  512  226-5191 


JOHN  E.  BISHOP,  MD 

Sub-Specialty  Pediatric  Ophthalmology 
and  Adult  Strabismus 

3301  South  Alameda,  Suite  505 

Corpus  Christi,  Texas  78411;  512  857-6600 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 
!2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 

EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  S03,  Eort  Worth,  Texas  76104;  817  338-4183 

RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 
*Van  W.  Teeters,  MD 

Limited  to  Retina  and  Vitreous 

'6436  Eannin,  Houston,  Texas  77030;  713  797-1531 

I . 

•HAROLD  GRANEK,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

j1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 

!l 


HOUSTON  EYE  ASSOCIATES 

Charles  E.  Russo,  MD,  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins,  MD,  FACS 
Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 
Paul  C.  Salmonsen,  MD,  FACS 
Richard  L.  Kimbrough,  MD,  FACS 
Jeffrey  B.  Arnoult,  MD 
Louise  Cooley  Kaldis,  MD 
William  H.  Quayle,  MD 
Sylvan  Brandon,  MD,  FACS,  FICS 

Richard  S.  Ruiz,  MD,  FACS 
Charles  A.  Garcia,  MD,  FACS 
Jack  T.  Holladav,  MD,  FACS 
Rosa  A.  Tang,  MD 

Houston  Eye  Associates  Building,  2855  Gramercy,  Houston,  Texas 
77025;  713  668-6828 

South  Pennzoil  Tower,  711  Louisiana,  Houston,  Texas  77002; 

713  224-4433 

Fountain  View  Medical  Plaza,  1622  Fountain  View,  Houston,  Texas 
77057;  713  782-4406 

Hermann  Eye  Center,  1203  Ross  Sterling,  Houston,  Texas  77030; 
713  797-1777 


TMA  Physicians  Benevolent  Fund 


. . . Another  service  of  your  association 
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ORTHOPEDIC  SURGERY 


L.  Ray  Lawson,  MD  R.  Stephen  Curtis,  MD 

Robert  D.  Vandermeer,  MD  William  A.  Bruck,  MD 

Wynne  M.  Snoots,  MD  W.  Z.  Burkhead,  Jr.,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204;  214  521-2191 


ORTHOPAEDIC  SURGERY  ASSOCIATES  OF 
SAN  ANTONIO,  PA 

Jesse  C.  DeLee,  MD  John  A.  Evans,  MD 

Diplomates  ABOS  Fellows  AAOS 

Athletic  Medicine,  Reconstructive  and  Traumatic 
Surgery  of  the  Foot,  Knee  and  Hip 

414  Navarro,  Suite  1128,  San  Antonio,  Texas  78205;  512  225-6045 
7711  Louis  Pasteur,  Suite  209,  San  Antonio,  Texas  78229;  512  697-9888 


OTOLARYNGOLOGY 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817  335-4316 

Louis  J.  Levy,  MD,  PA 
Ftenry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Caines,  MD 
Steven  J.  Mackey,  MD,  PA 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 
Mervyn  B.  Fouse,  MD 
John  H.  Judd,  Jr,  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

Diplomates  American  Board  of  Orthopedic  Surgery 
1701  Pine  Street,  Abilene,  Texas  79601 


HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz,  MD 
Thomas  S.  Padgett,  MD 
John  J.  DeBender,  MD 

Twelve  Oaks  Tower,  4126  Southwest  Freeway,  Suite  200, 
Houston,  Texas  77027;  713  622-5100  and 
Parkway  Towers  Professional  Building,  Suite  202, 

150  West  Parker  Road,  Houston,  Texas  77076;  713  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
KennetFi  C.  Scholz,  DDS,  MD,  PA 
John  Paul  Theo,  MD,  PA 
Robert  A.  Peinert,  Jr,  MD 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  8.  Cunn,  MD  James  M.  Lancaster,  MD 

Huntly  C.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


Drs.  Morton,  Blumenfeld  & Charbonneau,  PA 

ENT,  ENT  Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton,  Jr,  MD,  FACS 

Ronald  J,  Blumenfeld,  MD,  FACS 

Paul  A.  Charbonneau,  MD,  FACS 

Diplomates,  American  Board  of  Otolaryngology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 

10470  Vista  del  sol.  Suite  110,  El  Paso,  Texas  79925;  915  592-8666 


PATHOLOGY 


FORT  WORTH  MEDICAL  LABORATORIES 

Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


J.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES, 
INC. 

J.  S.  Wilkenfeld,  MD 

Diplomate  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 

Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008,  Houston,  Texas  77055;  713  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


AUSTIN  PATHOLOGY  ASSOCIATES 
MEDICAL  PARKWAY  CLINICAL  LABORATORY 

Anatomic  and  Clinical  Pathology,  Electron  Microscopy, 
Cytology  and  Dermatopathology 

Computerized  Results  Reporting  With  Telecommunications  Available 

A.  Q.  Da  Silva,  MD  Paul  A.  LeBourgeois,  MD 

Donald  A.  Parsons,  MD  Phillip  C.  Collins,  MD 

William  J.  Reitmeyer,  MD  David  R.  Ralph,  MD 

RENAL  PATHOLOGY;  Gerald  A.  Beathard,  MD 
Main  Lab:  711  W.  38th  Street— Suite  C-11,  Austin,  Texas  78705 
Mailin"  Address:  P.O.  Box  9806,  Austin,  Texas  78766-0806 
Telephone;  512  452-2529 

Specimens:  Mail  to  Main  Lab 
Office  Pickup  Service  in  Austin  Area 


ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 

Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD  Representing  TMA's  legislative  views 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin,  MD 

6161  Harry  Hines,  Suite  220,  Dallas  75235;  214  630-8646 


G.  S.  GILL,  MD,  PA 

Orthopedic  Surgery — Surgery  of  the  Hand  . , . , . 

...  Another  service  of  your  association 

3601  22nd  Place,  Lubbock,  Texas  79410 
Telephone  806  797-9119 


TMA  HealthWise  Series 


. . . Another  service  of  your  association 


Texas  Medicir 


>HYSICAL  MEDICINE  & REHABILITATION 


VARM  SPRINGS  REHABILITATION  HOSPITAL 
:ONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

•'.O.  Box  58,  Gonzales,  Texas  78629 
dcililies  for  Physical  Restoration 

hysical  Therapy,  Occupation  Therapy,  Speech  Therapy, 
ecreational  Tnerapy,  School  from  first  grade  through  twelfth  grade 

{lavid  E.  Cumper,  Administrator 
..arry  E.  Browne,  MD,  Medical  Director 


ItOBERTO  G.  ROLFINI,  MD 

'iplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

ehabilitation  Medicine  and  Electromyography 

02  Rosa  Verde  Tower,  343  W.  Houston  Street 
jn  Antonio,  Texas  78205;  Telephone  512  226-2424 


»LASTIC  SURGERY 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 

STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler,  Texas  75705;  214  593-8296 

JAMES  L.  MOORE,  MD,  FACS,  PA 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1200  Binz,  Suite  730 

Houston,  Texas  77004;  713  526-6161 


homas  D.  Cronin,  MD,  FACS  Laurence  E.  Wolf,  MD,  FACS 

aymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen,  MD,  FACS 

homas  M.  Biggs,  MD,  FACS  Ernest  D.  Cronin,  MD,  FACS 

liplomates  American  Board  of  Plastic  Surgery 

»LASTIC  SURGERY 

000  Fannin  St.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

(imon  Fredricks,  MD,  FACS 
onathan  |.  Dora,  MD,  F.ACS 
l lavid  ).  Katrana,  DDS,  MD,  FACS 
i'jmes  B.  Stafford,  IV,  MD 
I lavid  A.  Lee,  MD 

Uesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

j.560  Fannin,  Suite  750,  Houston,  Texas  77030;  713  795-5575 

I ORT  WORTH  PLASTIC  SURGERY  CLINIC 

l)avid  A.  Grant,  MD,  FACS 

rljplomate  American  Board  of  Surgery 
I liplomate  American  Board  of  Plastic  Surgery 

Uesthetic  and  Reconstructive  Plastic  Surgery 

Raymond  A.  Faires,  MD 

Diplomate  American  Board  of  Surgery 

I’lastic  and  Reconstructive  Surgery 
Hand  and  Micro  Surgery 

1106  Medical  Plaza  Building 
! 00  Eighth  Avenue,  Fort  Worth,  Texas  76104 
17  335-4752  817  332-9441 

f 


PLASTIC  SURGERY  CLINIC  OF  AUSTIN 

Robert  A.  Ersek,  MD 

Diplomate  of  American  Board  of  Plastic  Surgery 

Aesthetics,  Plastic,  Reconstructive, 

Suction  Lipectomy,  and  Hand  Surgery 

30th  & Red  River,  Austin,  Texas  78705 
24  HR#  512  479-6805  & 512  474-HAND 


The  Burn  Care  Associates  has  been  organized  to  provide  care  for  burned 
patients.  Care  for  every  phase  of  burn  trauma  will  be  provided  from 
resuscitation  to  late  rehabilitation. 

)ohn  E.  Carter,  MD  David  Mclnnis,  MD 

Lebaron  W.  Dennis,  MD  Donald  Novick,  MD 

Michael  M.  Duffy,  MD  Millie  Smith,  Coordinator 

Joe  Ford,  MD 

BURN  CARE  ASSOCIATES 

302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 


ROBERT  M.  WRIGHT,  JR,  MD 
VALERIE  WRIGHT,  MD 

Plastic,  Reconstructive,  Hand 

and  Microvascular  Surgery 

1700  Providence  Drive,  Waco,  Texas  76707 
Telephone  817  756-0111 


ROGER  D.  HARMAN,  MD 

Aesthetic,  Plastic  and  Reconstructive  Surgery 
Hand  and  Microsurgery 

747  Eighth  Avenue,  Fort  Worth,  Texas  76104 
817  335-4044 


/ALENTIN  GRACIA,  MD,  FACS,  FICS 

Tiplomate  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Burns 


001  W.  Rosedale,  P.O.  Box  2476,  Fort  Worth,  Texas  76113;  817  336-0446 


A'lLLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Zosmetic  Surgery 

’lastic  & Reconstructive  Surgery 

[1301  West  38th  Street,  Suite  608,  Austin,  Texas;  512  454-7659 


lOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

jPlastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  Office  512  696-2390;  Medical  Exchange  512  227-6331 


NEAL  R.  REISMAN,  MD,  PA,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 
Diplomate  American  Board  of  Surgery 

Creenpark  I,  7515  S.  Main,  Suite  500,  Houston,  Texas  77030;  713  795-5353 
West  Houston  Doctors'  Center,  12121  Richmond,  Suite  211,  Houston, 

Texas  77082;  713  558-5353 

Member  American  Society  of  Plastic  Surgeons 
Member  American  Society  Surgery  of  the  Hand 
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TMA  Physician  Health  and  Rehabilitation 
Hotline— 512  477-5575 
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PSYCHIATRY 


DALLAS  PSYCHIATRIC  ASSOCIATES 
A PARTNERSHIP 


ROBERT  E.  HAZLEWOOD,  MD 

Psychiatry,  Somatic  Therapies,  Alcoholism  and 
Drug  Abuse,  Individual  & Croup  Psychotherapy, 

(Adult  & Adolescent — Hospitalization  & Outpatient) 

Medical  Science  Psychiatric  Center 

711  W.  38th,  Suite  C-4,  Austin,  Texas  78705;  512  458-9286 


CONZALO  A.  AILLON,  MD 

Psychiatry-Bilingual 


Inpatient  and  Outpatient  Services  for 
Adolescent  Psychiatry,  Adult  Psychiatry, 

Treatment  of  Alcoholism 

Larrie  W.  Arnold,  MD 
Cary  L.  Etter,  MD 
Bradford  M.  Coff,  MD 
Fred  L,  Criffin,  MD 
R.  Sanford  Kiser,  MD 
Crover  Lawlis,  MD 

Brookhaven  Professional  Plaza,  LBJ  at  Webbs  Chapel 

10  Medical  Parkway,  Suite  304,  Dallas,  Texas  75234 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  2411,  Dallas,  Texas  75230 

Telephone  214  247-1150 


Claude  R.  Nichols,  MD 
William  M.  Pederson,  MD 
Leslie  H.  Secrest,  MD 
Angela  M.  Wood,  MD 
John  M.  Zimburean,  MD 


3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75211;  214  296-6241 


RICHARD  G.  JAECKLE,  MD 

Psychiatry 

Diplomate,  American  Board  Psychiatry  & Neurology,  Child  Psychiatry 
Diplomate,  American  Board  Psychiatry  & Neurology,  Psychiatry 

Presbyterian  Professional  Building  II,  Suite  404, 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  696-0964 

C.  MARSHALL  BRADSHAW,  MD,  PA 

Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Child, 

Adolescent  and  Adult  Psychiatry 

Jerry  M.  Lewis,  MD 
Doyle  I.  Carson,  MD 
Keith  H.  Johansen,  MD 
James  K.  Peden,  MD 
Charles  C.  Markward,  MD 
Byron  L.  Howard,  MD 
Roy  H.  Fanoni,  MD 
Mark  P.  Unterberg,  MD 
John  C.  Looney,  MD 
Kathleen  B.  Erdman,  MD 
Don  C.  Payne,  MD 
Mark  J,  Blotcky,  MD 
L.  Dwight  Holden,  MD 

4600  Samuell  Blvd.,  Dallas,  Texas  75228 
214  381-7181 


TITUS  HARRIS  CLINIC 

Inpatient  & Outpatient  Services 
(Open  and  Closed  Units) 

Practice  limited  to  Psychiatry 

E.  C.  McDanald,  Jr,  MD — Individual  and  Croup  Psychotherapy 
Crace  K.  Jameson,  MD — Child,  Adolescent  and  Family  Psychiatry 
E.  Ahmed  Zein-Eldin,  MD — Ceneral  Psychiatry,  Somatic  Therapies 
William  W.  Bondurant,  III,  MD — Ceneral  Psychiatry,  Somatic  Therapies 
A.  O.  Singleton,  III,  MD — Ceneral  and  Adolescent  Psychiatry 
J.  B.  Rust,  MD — Substance  Abuse  Program,  Child  Psychiatry 
Constance  Stout,  ACSW — Individual  and  Family  Psychotherapy 
Pam  Peirsol,  ACSW — Individual  and  Family  Psychotherapy 
Ann  Brestrup,  ACSW — Individual  and  Family  Psychotherapy 
Mark  Middlebrooks,  MSW— -Individual  and  Family  Psychotherapy 

200  University  Boulevard,  Suite  620,  Calveston,  Texas  77550 
Telephone  409  765-6321 


TMA  Memorial  Library 

. . . Another  service  of  your  association 


CONSIDINE/BLOCHER,  PA 

Psychiatry,  Chemical  Dependency, 

Individual  Psychotherapy 

(Adults/Adolescents,  Hospitalization,  Day  Hospital  or  Outpatient) 
James  F.  Considine,  MD 
Thomas  A,  Blocher,  MD 

5005  Woodway,  Suite  220,  Houston,  Texas  77056;  713  871-0855 


PULMONARY  DISEASES 


John  R.  Burk,  MD,  FACP  David  R.  Stoop,  MD,  FACP,  FCCP 

Mitchell  C.  Kuppinger,  MD,  FCCP  W.  Steven  Trombold,  MD,  FCCP 
David  M.  Webb,  MD,  FCCP  David  H.  Plump,  MD,  FCCP 

R.  L.  "Lin"  Cash,  Jr,  MD 

Diplomates  of  American  Board  of  Internal  Medicine 

PULMONARY  CONSULTANTS  OF  TEXAS,  PA 

Physiology,  Diagnosis  Therapy,  Bronchoscopy, 

Pulmonary  Function,  Intensive  Care,  Pulmonary 
Angiography,  Pulmonary  Rehabilitation, 

Sleep  Apnea 
Reactive  Airway  Disease 

1413  Eighth  Avenue,  Suite  A,  Fort  Worth,  Texas  76104;  817  926-0242 

911-C  Medical  Centre  Dr.,  Arlington,  Texas  76012; 

817  461-0201  (Metro) 


RADIOLOGY 


THERAPEUTIC  RADIOLOGY  AT 
MEMORIAL  HOSPITAL 

Radiotherapy  Department 
7600  Beechnut 
Houston,  Texas  77074 

713  776-5622  Day  Phone 

713  776-5170  Night  and  Weekends 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 
External  or  Internal  Irradiation 
Inpatient  and  Outpatient  Services 


RHEUMATOLOGY 

J 

I, 

DON  E.  CHEATUM,  MD,  FACP,  FCCP  I 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology  ‘ 

I 

Rheumatology  Consultation  by  Physician  Referral  s 

Dallas  Medical  & Surgical  Clinic  1 

4105  Live  Oak  St.  j 

Dallas,  Texas  75204;  214  823-4151 


Representing  the  Profession 

. . . Another  service  of  your  association 


Paul  M.  Hamilton,  MD 
Jerry  M.  Lewis,  III,  MD 
Tom  C.  Campbell,  MD 
Jeffrey  Class,  MD 
Crover  M.  Lawlis,  MD 
Conway  McDanald,  MD 
Cary  L.  Malone,  MD 
Edgar  P.  Nace,  MD 
Ernest  N.  Brownlee,  MD 
Michael  Madigan,  MD 
Perry  Talkington,  MD 
Joseph  D.  Caspar!,  MD 


Texas  Media 


THORACIC  SURGERY 


ALLAN  L.  GRAHAM,  MD,  FACS* 

KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 
■Also  certificate  of  special  qualification  in  general  vascular  surgery 
American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

SIS  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 

RICHARD  E.  WOOD,  MD 
jROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 

Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  By  Appointment 


BERNARD  R.  JACK,  MD,  PA,  FACS 

Diplomate  American  Board  of  Surgery  and 
lAmerican  Board  of  Thoracic  Surgery 

Cardiac,  Vascular  & Thoracic  Surgery 

[300  Eighth  Avenue,  Suite  432,  Fort  Worth,  Texas  76104 
|317  336-1700 


UROLOGY 


lELGIN  W.  WARE,  JR,  MD 
GEORGE  E.  HURT,  JR,  MD 
..  MICHAEL  GOLDSTEIN,  MD 
>TEVE  M.  FROST,  MD 
(Jrology 

1600  Gaston  Avenue,  Dallas,  Texas  75246 

|— 


THE  UROLOGY  CLINIC 

Polphus  E.  Compere,  MD 
fSrant  F.  Begley,  MD 
Hugh  Lamensdorf,  MD 


Ira  N.  Hollander,  MD 
J.  Daniel  Johnson,  MD 
A.  E.  Thurman,  MD 


Tiplomates  of  American  Board  of  Urology 


Sox  11340,  1415  Pennsylvania  Ave., 
117  336-5711 


Fort  Worth,  Texas  76109 


EUGENE  R.  TODD,  MD,  PA 

Tiplomate  of  the  American  Board  of  Urology 
ellow  of  the  American  College  of  Surgeons 
ellow  of  the  Society  for  Pediatric  Urology 

Jrology — Adult  and  Pediatric 

1600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Vadlev  Tower,  Suite  755,  Dallas,  Texas  75246 
:14  826-3500 


DALLAS  UROLOGY  ASSOCIATES 

Tavid  D.  Reisman,  MD,  PA 
Tonald  J.  Logan,  MD,  PA 
Tonald  L.  McKay,  MD,  PA 
Christopher  D.  Fetner,  MD,  PA 


Tiplomates  of  American  Board  of  Urology 


Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
elephone:  214  233-7765  Answered  24  Hours 


<IRBY  B.  TARRY,  MD,  FACS 

Tiplomate,  American  Board  of  Urology 


iKdult  and  Pediatric  Urology 
mpotence  with  Prosthesis-Vasovasostomy 


405  West  Illinois,  Midland,  Texas  79701 
'15  687-4553 


lOUTHWEST  UROLOGY  ASSOCIATES 

^dult  and  Pediatric  Urology 


ed  Boone,  MD  Wm.  A.  Freeborn,  MD 

(Varren  M Greene,  MD  H.  Pat  Hezmall,  MD 

ames  T.  Coggins,  MD  Kenneth  I.  LIcker,  MD 

Tiplomates  of  American  Board  of  Urology 
'2^  W.  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 
■450  W.  Wheatland  Road,  #60,  Dallas,  Texas  75211 
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DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $32.00  per  column  inch  per  month  and  listings  must 
run  for  a minimum  of  six  months.  A discount  of  5%  is  allowed 
for  six  rnonths  advance  payment.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
Deadline  is  the  5th  of  the  month  preceding  publication  month. 


WHO  IN  THIS  lAMILY 
IS  BEING  TREATED  FORA 
MUSCLE  DISEASEt 


GUESS  AGAIN. 

The  answer  is,  they  all  are. 

Oh  , only  the  child  in  the 
wheelchair  is  disabled.  But  his  ill- 
ness affects  the  entire  family. 

And  that’s  why  the  Muscular 
Dystrophy  Association,  throLigh  its 
240  clinics,  provides  patients  and 
their  families  with  the  help  they  need. 

Parents  of  a child  with  a neu- 
romuscular disease  may  feel  angry, 
even  guilty,  about  the  child’s  illness. 
They  face  the  task  of  caring  for 
him,  while  not  neglecting  their 
healthy  children’s  needs— or  each 
others. 

Siblings  can  feel  guilty,  too, 
just  for  not  being  the  sick  one. 

An  MDA  clinic  will  counsel  a 
family  on  problems  like  these.  Pro- 
vide many  essential  services,  such 
as  diagnosis,  therapy,  and  orthopedic 
equipment.  And  point  out  other 
available  community  health 
resources.  All  at  no  direct  cost  to 
the  patient  or  family. 

It’s  often  said  that  with  mus- 
cular dystrophy,  the  family  is  the 
patient. 

So  at  MDA,  that’s  exactly 
who  we  treat. 


Muscular  DystropEiy  Association 
Jerry  Lewis,  National  Chairman 
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Classified  Advertising 


OPPORTUNITIES  AVAILABLE 


Academic/Government 

(0161)  (Exempt)  Public  Health  Physician — $40,620- 
$54,429  annually.  Nature  of  work — This  is  profes- 
sional work  responsible  for  directing  all  activities 
performed  in  the  communicable  control  division  of 
the  Metropolitan  Health  Department.  Supervision  is 
exercised  over  the  following  areas:  Tuberculosis 
Nursing  Services,  Tuberculosis  Chest  Clinic,  Venereal 
Disease  Clinic,  Immunization  section  and  general 
administrative  and  logistical  control  of  the  division 
and  supporting  sections  to  include  budgeting,  staff- 
ing and  requisition  of  supplies.  Maintains  opera- 
tional control  of  the  division  and  subordinate 
sections  and  coordinates  immunization  and  epi- 
demiologic problems  with  environmental  health 
and  nursing  divisions.  Acts  as  liaison  between  other 
departments  and  with  the  public  and  private  sector. 
Oversees  and  maintains  anti-rabies  control  measures 
by  working  closely  with  animal  control  facility  and 
Bexar  County  Hospital  services.  Monitors  com- 
municable diseases  in  Bexar  County  and  the  pro- 
curement of  necessary  vaccines  and  biologic 
products  necessary  to  prevent  or  control  such  out- 
breaks. Researches,  develops  and  promulgates 
criteria  for  communicable  disease  control  in  co- 
ordination with  local,  state  and  federal  guidelines. 
Performs  other  tasks  assigned  by  the  director. 
Minimum  qualifications — graduate  with  an  MD  de- 
gree from  a medical  school  of  Grade  A standing 
with  the  American  Medical  Association,  plus  one 
year  of  internship  in  an  approved  hospital  and  one 
year  of  full-time  paid  experience  in  public  health 
preferably  in  a recognized  public  health  agency. 
A license  to  practice  medicine  in  Texas  must  be 
obtained  prior  to  appointment.  To  apply — City  of 
San  Antonio  Personnel  Department,  111  Plaza  De 
Armas,  San  Antonio,  Texas  78205.  An  equal  oppor- 
tunity employer. 

(1079)  (Exempt)  Assistant  Director  of  Health — 

$45,211-$66.784  yearly.  Nature  of  work — Acts  as 
first  assistant  to  the  Health  Department  Director 
administering  a county-wide  public  health  program. 
Acts  on  behalf  of  the  director  in  all  phases  of 
activities  involved  in  general  health  maintenance. 
Overall  goal  is  to  maintain  an  effective  community 
health  system.  Duties — The  following  describes 
some  of  the  major  duties  and  responsibilities,  but 
does  not  depict  all  of  the  other  duties  that  may  be 
assigned.  Assists  the  director  in  making  employee 
appointments,  dismissals,  and  any  other  personnel 
changes;  suoeryises  the  preparation  of  the  budget 
and  monitors  financial  transactions  and  accounting 
activities  of  the  department  for  review  by  the 
director;  supervises  preventive  measures  for  con- 
tagious diseases  of  public  health  concern;  maintains 
understanding  and  cooperation  with  local  organiza- 
tions thiough  meetings  and  attendance  at  public 
health  related  functions;  gives  medical  and  admin- 
istrative direction  on  special  surveys  regarding 
pertinent  local  health  problems;  plans  and  conducts 
inseryice  training  programs  for  personnel.  Preferred 
qualifications — Licensed  to  practice  medicine  in 
Texas  by  the  State  Board  of  Medical  Examiners. 
Three  years  administratiye  experience  in  public 
health.  Considerable  knowledge  of  modern  princi- 
ples and  methods  of  business  administration  in 
municipal  goyernment.  To  apply — City  of  San  An- 
tonio Personnel  Department,  111  Plaza  De  Armas, 
San  Antonio,  Texas  78205.  An  equal  opportunity 
employer. 

Looking  for  a creative  challenge  in  clinical  psy- 
chiatry) Tired  of  urban  crush?  DRG  blues?  Why 
not  a correctional  career?  Texas  Department  of 
Corrections  needs  full-time,  dynamic,  board 
eligible/board  certified  psychiatrists  for  our  renoyat- 
ing  delivery  system.  Starting  annual  salary  is 
$56,856  with  excellent  benefit  package,  including 
$6,000  annual  housing  allowance  if  not  living  in 
state  housing;  an  additional  $5,000  per  annum  may 
be  added  to  salary  at  the  discretion  of  the  Deputy 
Director  of  Health  Services.  For  information  con- 
tact Health  Services  Division  Personnel,  Texas  De- 
partment of  Corrections,  P.O.  Box  99,  Huntsville, 
Texas  77340;  409  294-2755.  We  know  you'll  like 
the  difference!  Equal  opportunity  employer. 

The  Department  of  Family  Practice  at  The  University 
of  Texas  Medical  School,  Houston,  has  immediate 
openings  for  faculty  positions.  We  encourage  appli- 
cations from  residency  trained,  board  certified  or 
board  eligible  family  physicians  and  pediatricians 
who  desire  to  engage  in  duties  including  teaching, 
research,  and  direct  patient  care  in  an  established 
family  practice  department  with  graduate  and  under- 
graduate programs.  Interested  applicants  should 
submit  credentials  and  curriculum  vitae  to  Harold 
T.  Pruessner,  MD,  7600  Beechnut,  Houston,  Texas 
77074.  An  equal  opportunity  employer.  Women  and 
minorities  are  encouraged  to  apply. 


The  Texas  Department  of  Health  Is  recruiting  a Re- 
gional Director  for  Public  Health  Region  2 — Lub- 
bock. Must  be  licensed  to  practice  medicine  in 
Texas  by  the  Texas  Board  of  Medical  Examiners.  In 
addition,  must  have  two  years'  public  health  experi- 
ence and  be  certified  by  appropriate  American 
specialty  board  or  be  board  eligible,  or  two  years' 
public  health  experience  and  a Master's  in  Public 
Health  degree,  or  four  years'  executive  experience 
in  the  administration  of  a hospital,  health  facility 
or  agency  concerned  with  providing  health  services 
to  the  public.  Compensation  package  includes 
$60,564  per  year,  recruitment  and  retention  com- 
pensation, and  all  other  state  benefits.  Apply  to 
C.  C.  Eayes,  MD,  Associate  Commissioner,  Com- 
munity and  Rural  Health,  Texas  Department  of 
Health,  1100  W.  49th,  Austin,  Texas  78756,  tele- 
phone 512  458-7770.  Applications  accepted  until 
5 pm,  March  31,  1986.  EOE. 

Position  open;  family  or  general  practitioner  for 

federally  funded  health  center  in  Uvalde,  Texas. 
Health  center  has  8 am-5  pm  hours,  Monday 
through  Friday.  Preyious  experience  in  primary 
health  care  preferred.  The  physician  will  be  a 
full-time  contractor  of  the  health  center,  and  will 
be  subject  to  all  the  federal  rules  and  regulations 
of  such  appointment.  The  clinic  does  all  the  in- 
surance and  collections.  Physicians  would  also  be 
responsible  for  the  after  hours  and  inpatient  care 
of  health  center  patients.  Salary  is  $50,000-$60,000 
per  year  negotiable.  Please  apply  in  writing  with 
CV  or  resume  to  Uvalde  Council  Clinic,  Inc.,  Board 
Chairman,  1009  Garner  Field  Road,  Uvalde,  Texas 
78001;  512  278-6604.  Include  two  references. 

General  Physician  II,  Travis  Stale  School.  Thorough 
knowledge  of  the  general  practice  of  medicine. 
Ability  to  work  with  the  mentally  retarded.  Grad- 
uate from  an  accredited  school  of  medicine  and 
licensed  to  practice  as  a physician  in  the  State  of 
Texas.  Excellent  benefit  package.  Salary  $4,532  per 
month.  Contact  Personnel  Office  at  512  926-2410, 
ext.  331  or  332. 

Wanted;  physician.  $56,000.  State  retirement,  health 
coyerage,  state  holidays,  vacation  and  sick  leave. 
Small  town  environment.  Texas  licensed  MD  or  DO. 
Contact  Medical  Director,  Mexia  State  School,  P.O. 
Box  1132,  Mexia,  Texas  76667.  Telephone  817  562- 
2821,  ext.  404. 


Emergency  Medicine 

Needed;  Emergency  physicians.  North  Central  Texas 
area,  full  and  part-time.  For  an  application  call 
817  336-8600  or  write  Emergency  Medicine  Con- 
sultants, PA,  1533  Merrimac  Circle,  Suite  202,  Fort 
Worth,  Texas  76107. 

Texas  Emergency  Medicine — Full  and  part-time  posi- 
tions available  in  the  Central  and  South  Texas 
areas.  Excellent  pay.  Primary  considerations  giyen 
to  applicants  with  two  years'  experience  in  emer- 
gency medicine  or  board  certified  or  board  eligible 
in  emergency  medicine,  family  practice,  internal 
medicine  or  surgery.  Contact  Arthur  Allison,  MD, 
or  Susan  Dill,  Emergency  Physicians  Associates, 
2702  McCullough  #3,  San  Antonio,  Texas  78212; 
512  222-0746. 

Emergency  Physician — Local  Houston  ER  group 
needs  experienced  ER  physician.  Eee-for-seryice 
with  guarantee.  Contact  Greater  Houston  Emergency 
Physicians  Associates,  P.O.  Box  7445,  Houston, 
Texas  77248;  713  861-7942. 

Texas;  Dallas-Fort  Worth  & East  Texas.  Full-time 
positions  available  at  several  hospitals  in  the  Dallas- 
Fort  Worth  and  East  Texas  areas,  with  extremely 
attractive  fee-for-service  compensation  and  hourly 
guarantees.  Compensation  ranges  from  $65,000  to 
$105,000  annually.  Very  desirable  geographic  loca- 
tions include  Tyler,  Longview,  Greenville  and 
Marshall,  Texas.  Association  with  a strong  physician- 
oriented  group  proyides  attractiye  professional  op- 
portunities for  emergency  physicians.  Positions  are 
also  available  for  primary  care  physicians  in  clinic 
settings.  Contact  Brenda  Lancaster,  Vice  President, 
Professional  Services,  EmCare,  Inc.,  3310  Live  Oak, 

Suite  400,  Dallas,  Texas  75204,  or  call  toll  free 

1-800-527-2145. 

Emergency  Medicine  Opportunities — Part-time  and 
full-time  positions  available  in  more  than  40  facili- 
ties throughout  Texas.  Competitive  hourly  income, 
flexible  scheduling  without  on-call,  and  occurrence 
malpractice  coverage.  For  details  respond  in  con- 
fidence to  Spectrum  Emergency  Care,  Inc.,  P.O. 

Box  27352.  St.  Louis,  MO  63141;  1-800-325-3982; 
314  878-2280. 

Texas — Full-time  ED  position  available.  Recreational 
area  north  of  Dallas.  Excellent  compensation  includ- 
ing malpractice  insurance.  Contact  Emergency  Con- 
sultants, Inc.,  2240  South  Airport  Road,  Room  29, 


Traverse  City,  Michigan  49684;  1-800-253-1795  0 
in  Michigan  1-800-632-3496. 

Need  a full-time  physician  to  work  in  a mine 
emergency  clinic.  Hours  are  9 am-5  pm,  fiye  day 
a week.  Salary  and  fringe  benefits.  Send  CV  ti 
Gerry  Jubang,  Northeast  Minor  Emergency  Cented 
3603  NE  24th,  Amarillo,  Texas  79107. 


Family/General  Practice 

Wanted;  General  Practitioner/Industrial  Medicine! 

Position  ayailable  with  12-doctor  multispecialtj 
group.  All  benefits  paid  by  the  group,  afternool 
oft,  rotating  call  schedule.  Send  curriculum  vitae  t' 
Charles  E.  Allbritton,  Administrator,  Suite  240 
7777  Forest  Lane,  Dallas,  Texas  75230;  phone  21 
661-7700.  I 

Wanted;  Family/general  practitioner  to  locate  i 
northeast  Texas  area.  Group  setting.  Contact  Paul  li 
Bennett,  300  West  Upshur,  Gladewater,  Texa 
75647;  phone  214  845-2281. 

Family  physician  wanted  to  associate  with  famil 
physician  in  clinic  in  beautiful,  small  town  in  th 
scenic  Hill  Country  north  of  San  Antonio.  Primaril 
ambulatory/emergency  care  with  hospital  25  mile 
away.  No  OB.  Partnership  possible.  Reply  t 
Ad-570,  TEXAS  MEDICINE,  1801  North  Lamar  B|yd 
Austin,  Texas  78701. 

Wanted;  Full-time  family  practitioner.  Central  Text 
town  between  Dallas,  Fort  Worth  and  Waco,  ne; 
beautiful  Lake  Whitney.  Clinic  next  door  to  th 
hospital.  Salary  negotiable,  partnership  opportunif 
Contact  Morris  R.  Hill,  MD  or  James  G.  Barloi ' 
MD,  P.O.  Box  548,  Whitney,  Texas  76692-054f  , 
817  694-2221.  1 

Southeast  Texas — Take  over  existing  ACC  practice  ; i 
no  cost  to  you.  Opportunity  to  earn  oyer  $100, OCi 
the  first  year.  Must  have  excellent  rapport  wit  t 
patients  and  ability  to  get  along  with  staff.  Requir  , 
American  trained  and  board  certified/FP.  Call  < ; 
write  Robert  Morris,  2497  Liberty,  Beaumont,  Tex;  i 
77702;  409  838-2636. 

Family/General  Practice — Legitimate  need  for  boat  j 
certified  FP  in  Northeast  Texas  community  of  a|  ■ 
proximately  30,000.  Excellent  hospital.  No  OI  ; 
Coyerage  available  from  young,  board  certified  F t 
Competitive  incentive  package  for  suitable  cai  | 
didate.  For  information,  without  cost  or  obligatio  f 
contact:  Physician  Resource  Network,  P.O.  B( 
37102,  Fort  Worth,  Texas  76117;  817  595-1128.  Coiji 
fidentiality  maintained.  i 

Family/General  Practice — Urgently  need  ambitioi 
FP  in  Central  West  Texas  community  of  appro) 
mately  5,000.  OB  preferred.  Coyerage  ayailabi 
Well-equipped  hospital.  Would  be  suitable  for  twj 
to  practice  in  association.  Modern  office  space  ar  ■ 
competitiye  incentiye  package  offered  to  suitab  f 
candidate.  Contact:  Physician  Resource  Networ.  [ 
P.O.  Box  37102,  Fort  Worth,  Texas  76117;  817  59'] 
1128.  B 

Retiring — General  practitioner  in  Northeast  Texjl 
town  of  20,000  seeking  a physician  replacemerj 
Office  equipment  and  office  ayailable  and  acti'il 
practice  is  ongoing.  Please  reply  to  Ad-596,  TEX/jr 
MEDICINE,  1801  North  Lamar  Blyd.,  Austin,  Texl 
78701.  { 


Internal  Medicine  | 

Board  certified  internist — Position  with  a large  it 
dustrial  company  headquartered  in  downtown  Hotl 
ton.  Please  reply  to  Ad-600,  TEXAS  MEDICINE,  18  t 
North  Lamar  Blvd.,  Austin,  Texas  78701.  J 

Position  available  for  BE/BC  primary  care  intern  f 
with  strong  preference  for  critical  care.  West  Te>  ( 
city  of  100,000  with  patient  draw  area  of  300, OC  ' 
Good  potential  for  rapid  start  up.  Practice  optic! 
open.  Contact  Victor  E.  Hudman,  MD,  1401  Amblili 
Abilene,  Texas  79601  or  call  915  673-5183  or  9|i 

672-2811.  I 


Obstetrics/Gynecology  i 

ji 

Aggressive  OBG  to  practice  medicine  with  fc  : 
MDs  in  clinic  located  in  community  of  appro  j 
mately  4500  about  45  miles  northwest  of  Fi  ' 
Worth.  Office  space  is  ayailable.  Salary:  first  ye  i! 
$45,000-$50,000  guaranteed;  second  year,  a pi 
centage  of  what  you  make.  Clinic  is  seryiced  1 
doctor-owned,  44-bed  hospital  which  is  equipp  " 
with  CRNA  on  staff,  physical  therapy,  radioloi  •' 
laboratory,  blood  bank,  and  fully  equipped  up-  ' 
date  surgery.  Please  reply  to  Ad-523,  TEXAS  MEI  J 
CINE,  1801  North  Lamar  Blyd.,  Austin,  Texas  7871 

Texas  Medici!  " 
i 


Dallas,  Texas  area,  board  certified  or  eligible  OBC 
to  join  a well  established  board  certified  female  in 
north  suburb  of  Dallas,  Texas.  Association  leading 
to  partnership.  Send  CV  to  Ad-595,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


MDs  full-time  or  part-time  in  beautiful  East  Texas 
Piney  Woods  for  new  ambulatory  care  center. 
Excellent  salary.  Please  contact  Barbara  at  409  637- 
1800  or  send  CV  to  Lufkin  Immediate  Care  Center 
P.O.  Box  2325,  Lufkin,  Texas  75901. 


Obstetrician-gynecologist,  board  certified  or  eligible 
Wanted  for  multispecialty  group.  Population 
30,000.  Excellent  first  year  guarantee  plus  bonus 
with  fringe  benefits.  Partnership  in  one  year-  token 
buy-in.  Contact  )ohn  M.  lohnson,  MD,  Family  Diag- 
inostic  Medical  Center,  PA,  101  Circle  Dr.,  Hillsboro 
Texas  76645;  817  582-3401. 

Needed;  Board  certified  or  board  eligible  OBG 

Coverage  available  and  terms  negotiable.  Central 
Texas.  Call  collect  817  526-9576. 


Pediatrics 


Texas,  North  of  Dallas — Immediate  full-time  and 
part-time  positions  in  hospital  affiliated  far-nily  prac- 
tice  clinic.  Offering  attractive  incentive  for  purchase 
of  clinic  as  practice.  Beautiful  resort  area  has  stable 
patient  population  with  great  growth  potential  Con- 
j3Ct  Emergency  Consultants,  Inc.,  2240  South  Airport 
Road,  Room  29,  Traverse  City,  Michigan  49684-  or 
call  1-800-253-1795  or  in  Michigan  1-800-632-3496. 

Good  Move.  We  are  now  placing  permanent  and 

part-time  physicians  for  minor  emergency  clinics  in 
excellent  locations  all  over  Texas.  Please  send  your 
complete  resume  or  CV  to  Good  Move,  P.O.  Box 
4062,  Bryan,  Texas  77802.  All  replies  will  remain 
confidential. 


diagnostic  radiology  resident.  US,  CT,  MRI,  neuro 
angio  training.  Finish  )une  1987.  Call  507  284-2311 
or  write  to  |.  Marlin  Stewart,  MD,  c/o  Mayo  Clinic 
(East  2),  Rochester,  Minnesota  55905. 

General  surgeon — ABS,  experienced,  wanting  to  re- 
locate in  Dallas  area.  Willing  to  do  some  GP  or 
industrial  medicine  or  suitable  ER,  HMO  Please 
reply  to  Ad-598,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


FOR  SALE  OR  LEASE 
Medical  Equipment 


Pediatrician  or  Pediatric  Subspecialist— Excellent 
rppcrrtunity  to  join  well  established  active  practice. 
|>pacious  new  office,  laboratory,  x-ray.  Popular  va- 
1 ation  area,  warm  climate,  lakes,  ocean  beaches, 
bniversity,  good  recreational  facilities.  Population 
150,000.  Salary  progressing  to  ownership.  Contact 
kdele  Bromiley,  MD,  Brownsville  Pediatric  Associa- 
|ion,  2335  Central  Blvd.,  Brownsvdie,  Texas  78520- 
12  546-3126  (office),  S42-0856  (home). 

Pediatrician  Wanted— jCAH  accredited  hospital  in 
Ihe  northeast  Texas  area.  Contact  Paul  R.  Bennett, 
BOO  West  Upshur  Avenue,  Cladewater,  Texas  75647- 
■hone  214  845-2281. 


IDther  Opportunities 

I 

Immediate^  Opening;  Excellent  opportunity  for  a 
Ipecialist  in  FP,  OBC,  IM,  general  surgery  or  in- 
[lustrial  medicine  to  join  well  established  and 
apidly  expanding  family  practice  group  in  San 
Kntonio.  Our  facility  is  fully  equipped  as  a total 
health  care  center  with  laboratory,  x-ray,  stress 
testing,  bolter  monitoring,  and  pulmonary  function 
testing  already  established.  Plans  are  underway  to 
hove  to  larger  facility  and  offer  increased  services, 
p/e  offer  competitive  guaranteed  salary,  corporate 
benefits  with  paid  professional  liability,  administra- 
bve  and  support  staff,  affiliafion  with  large  com- 
bunity  hospitals,  and  call  sharing  opportunities 
lequires  well-rounded  abilities  in  both  an  out- 
atient  and  hospital  practice.  Board  certificat  on 
fr  eligibility  required.  Dedicaton  to  high  quality, 
btcellent  patient  empathy  and  communicative  skills 
jiandato^.  Leadership  skills  and  entrepreneural 
hterest  in  practice  desirable.  Tremendous  growth 
otential.  Immediate  opening  due  to  building  ex- 
pansion and  broadening  patient  base.  Send  CV 
bferences  to  William  Conzaba,  MD,  PA,  The 
poctor's  Office,  2101  Lockhill-Selma,  Suite  208 
bn  Antonio,  Texas  78213. 

'an  Jacinto  Methodist  Hospital,  Baytown,  Texas. 

(eneral  practitioner,  family  practitioner,  OBG, 
Isvchiatrist.  Solo  or  group  practice.  Home  of  Exxon, 
j|.S.  Steel,  Gulf.  High  income.  Bay  area  near 
louston.  Outstanding  schools,  colleges.  Contact 
dministrator,  1101  Decker  Drive,  Baytown,  Texas 
1520;  713  422-3405. 

hysicians  Wanted — Progressive  hospital  in  East 
exas.  Contact  Paul  Bennett,  Administrator,  Glade- 
ater  Municipal  Hospital,  300  West  Upshur,  Glade- 
ater,  Texas  75647;  telephone  214  845-2281. 

/anted;  Orthopedic  Surgeon.  Position  available 
ith  12-doctor  multispecialty  group  located  in  the 
ledical  City  Dallas  complex  in  North  Dallas.  All 
enefits  paid  for  by  the  group,  afternoon  off, 
)tating  call  schedule.  Send  curriculum  vitae  to 
harles  E.  Allbritton,  Administrator,  7777  Forest 
me.  Suite  240,  Dallas,  Texas  75230;  phone  214 
>1-7700. 


Positions  available  immediately.  Seeking  BC/BE, 
OBC,  HEM/ON,  PS,  general  surgery,  endocrinologist 
to  join  an  established  but  expanding  multispecialty 
(non  prepaid)  clinic  in  South  Central  Texas.  Contact 
Leroy  W.  Kitch,  Administrator,  Skinner  Clinic  124 
Dallas  St.,  San  Antonio,  Texas  78205. 

MD  radiologist— board  certified/board  eligible 
needed  in  busy  166-bed  Dallas  area  hospital.  Must 
be  proficient  in  special  procedures,  CT,  and  nuclear 
medicine.  Send  confidential  resume  to  Ad-599 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin' 
Texas  78701. 

Clinical  Director  and  Associate  Clinical  Director- 

Experience  the  personal  and  financial  satisfaction 
that  comes  from  doing  professional  rewarding  work. 
Mental  Health  Management,  Inc.  (MHM)  is  one  of 
the  nation’s  leading  health  care  firms  that  plans, 
develops,  and  manages  hospital  mental  health  pro- 
grams. Our  programs  have  been  nationally  recog- 
nized for  their  excellence  and  proven  success.  We 
have  excellent  opportunities  for  dedicated  board 
certified/eligible  psychiatrists  to  assume  Clinical 
Director  and  Associate  Clinical  Directo-  positions 
for  a 20-bed  inpatient  acute  psychiatric  unit  at  St. 
Joseph  s Hospital  in  Paris,  Texas.  These  challenging 
positions  offer  income  potential  exceeding  $100,000 
as  well  as  the  opportunity  to  further  your  profes- 
sional career.  For  immediate  consideration,  send 
curriculum  vitae  in  complete  confidence  to-  Per- 
sonnel Recruiter,  Dept.  PTX,  Mental  Health  Manage- 
ment, Inc.,  1500  Planning  Research  Drive,  Suite 
250,  McLean.  Virginia  22102.  Or  call  800  368-3589. 
Mental  Health  Management,  Inc.  An  equal  oppor- 
tunity employer. 

Immediate  opportunities  in  ophthalmology  and 
OBG.  Enioy  practicing  medicine  in  18  physician 
multispecialty  group.  High  first  year  guarantees, 
benefits,  and  relocation  expenses.  Send  CV  to 
Tammv  Stripling,  Malone  and  Hogan  Clinic  1501 
W.  11th  Place,  Big  Spring,  Texas  79720. 

Corpus  Christi— Primary  Care  Physician — Immediate 
full-time  position  in  established  and  expanding 
ambulatory  care  clinic  specializing  in  minor  emer- 
gencies and  industrial  medicine.  Excellent  pav  and 
financial  incentives.  Prefer  board  certified  or  eligible 
in  emergency  medicine  or  family  practice.  Contact 
Sandv  Hollums.  3817  S.  Padre  Island  Drive  Corpus 
Christi,  Texas  78415;  512  857-0178. 

HCA  owns  or  manages  55  hospitals  in  Texas.  Op- 
portunities for  all  non-hospital  based  snecialties  in 
both  metroDolitan  and  rural  areas.  Send  curriculum 
vitae  to:  Dan  OInhie,  HCA.  P.O.  Box  1575,  Nash- 
ville, Tennessee  37202  or  call  1-800-251-1537. 


OPPORTUNITIES  SOUGHT 


50 /o  off  previously  owned  medical  laboratory, 

office,  x-ray,  ultra-sound  equipment  in  excellent 
condition.  We  buy,  sell,  broker  and  repair.  Ap- 
praisals by  Certified  Surgical  Consultants,  Medical 
Equipment  Resale,  Inc.,  24026  Haggerty  Road 
Farmington,  Michigan  48018;  313  569-4407  anytime! 

For  Sale — Gemstar  Profile  System  for  SMA-12  and 
individual  tests.  18  months  old,  $12,000  new.  Pick 
up  lease  of  $196/month  for  a total  of  $6,000.  Call 
817924-2121. 

Assume  lease  payments  to  a Diasonic  Dupplex  ultra- 
sound scanner,  (ds-10  with  upgrade  and  two 
probes).  With  little  use.  Ideal  for  vascular  labora- 
tory or  office  practice.  Address  inquiries  to  Carlos 
M.  Chavez,  MD,  144  E.  Price  Rd.,  Brownsville,  Texas 
78521  or  call  512  544-2701. 


Office  Space/Property 

Austin — New  medical  center  on  Capitol  of  Texas 
HiRhway  (Loop  360)  in  Austin's  rapidly  growing 
northwest  area.  Space  available  for  family  prac- 
titioner and/or  specialist.  Beautiful  new  facility 
offers  unique  features  for  an  enjoyable  practice. 
Located  at  the  hub  of  Austin's  northwest  economic 
growth  corridor,  two  miles  from  Lake  Austin  and 
lust  minutes  from  Westlake  Hills,  Northwest  Hills, 
multiple  new  neighborhoods,  and  Lake  Travis! 
512  454-2596,  8010  Shoal  Creek,  Austin,  Texas 


San  Antonio — General  internist  desires  to  sublease 
readv--to-go  office  space  with  five  exam  rooms. 
Rapidly  growing  North  Central  location.  Ideal  for 
allergist,  dermatologist,  or  other  primary  care 
physician.  For  information  call  512  377-3224. 


Needed  Primary  Care  Physicians— Office  space 
available  in  prime  location.  Building  connected  by 
tunnel  to  regional  medical  center  hospital.  All 
specialties  located  in  close  proximity,  with  radiol- 
ogy, pathology  and  pharmacy  in  building.  Complete 
modern  diagnostic  and  therapeutic  facilities  avail- 
able within  one  block  distance.  Town  of  over 
100,000  people  in  a region  of  good  hunting  and 
fishing  and  with  fine  arts  museum,  several  theatrical 
groups,  symphony,  and  three  universities  in  the 
city.  Good  temperate  climate  in  Central  West  Texas 
locality  in  area  of  stable  economy.  This  very  rea- 
sonably priced  space  is  available  now  or  can  be 
remodeled  to  suit  tenant  for  occupancy  in  Ihe 
summer.  Contact  Professional  Building  of  Abilene 
P.O.  Box  395,  Abilene,  Texas  79604. 


Austin,  Texas — General  internist  desires  to  share 
2200  square  feet  in  Medical  Arts  complex  near  St. 
David's  Hospital.  Six  examination  rooms,  chest  x-ray 
facilities,  large  waiting  room,  free  parking.  Prefer 
non-internist  or  medical  subspecialist.  Full  or  part- 
time  occupancy.  Terms  negotiable.  Call  512  476- 


hysicians— We  have  positions  available  in  family 
ractice,  emergency  medicine,  pediatrics,  OBC,  in- 
■rnal  medicine,  gastroenterology  and  orthopedic 
irgery.  Call  Mardyn  Blaker,  713  789-1550,  MEDEX, 
♦01  Fountain  View,  Suite  510,  Houston,  Texas 
057.  From  outside  Texas  call  1-800-231-7578. 


re  you  looking  for  a paved  highway  towai 
nancial  success — where  you  will  receive  referra 
om  other  doctors  because  they  are  too  busy  i 
tirmg — where  there  is  no  animosity  towards  ne 
lysicians?  Imrnediate  openings  for  family  phys 
ans,  OBC,  internists,  pedis,  orthopocis,  an 
rgeons  in  smaller  towns  in  Texas,  Contact  Tex; 
octors  Croup,  702  Colorado,  Suite  102,  Austii 
800  331^84^2  ''76-7129.  Toll  free  in  Tex; 


rizona-based  physician  recruitment  firm  has  posi- 
Dallas/Ft.  Worth  area,  as  well  as  Central 
;d  West  Texas.  Professionals  working  with  profes- 
onals.  Over  13  years  experience.  Call  602  795- 
174,  or  send  CV  to  Mitchell  & Associates,  Inc., 
^61  N.  Country  Club  Road,  Suite  202,  Tucson,  AZ 


:panding  Texas  Multispecialty  Croup — Dallas/Fort 
Orth  area  requires  BE/BC  physicians  in  urology, 
meral  surgery,  OBG,  and  orthopedic  surgery, 
ampetitive  salary.  Extensive  benefits.  Direct  in- 
Jiry  and  CV  to  Medical  Director,  Permanente 
edical  Association  of  Texas,  12720  Hillcrest,  #600, 
Jllas,  Texas  75230. 

lume  82  March  1986 


We  have  physicians  who  are  looking  to  Join  solo, 
partnerships,  or  multispecialty  groups  in  the  Texas 
area.  For  more  information  call  Medical  Advisory 
Croup,  Inc.,  214  758-9939. 

Family  practice  internist.  American  graduate,  seek- 
ing busy  primary  care  practice.  Extensive  experience. 
No  OB  or  surgerv.  Available  May  1986.  Please  reply 
to  Ad-590,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

Foreign  medical  graduate  seeks  research,  teaching 
and/or  PA  while  preparing  for  US  evaluation  exams 
Please  reply  to  Ad-587,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

Family  Physician  Coverage  Service — Two  days  to 
two  weeks.  Licensed  MD  with  14  years  experience 
in  family  practice.  Urban  or  rural.  English  and 
Spanish,  Texas.  UTMB  graduate,  Galveston.  Always 
in  good  medical  standing.  No  malpractice  ever. 
Written  or  phone  references,  recommendations. 
512  473-6996,  leave  message. 

Anesthesiologist — 35  year  o'd  native  Texan,  BE  in 

anesthesia  and  pediatrics.  Texas  license.  Proficient 
in  pedi  and  open  heart.  Group  practice  desired 
but  all  o'fers  considered.  Please  reply  to  Ad-602 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin 
Texas  78701. 

Wanted — radiology  locum  tenens  possibly  leading 
to  permanent  position.  Texas  born  and  raised 


First  Colony/Fort  Bend  County— Offices  for  lease. 
The  highly  desired  master-planned  community  in 
Southwest  Houston.  Fastest  growing  county  in  the 
nation.  Close  proximity  to  Fort  Bend  Community 
Hospital  and  to  future  First  Colony  Mall.  Great 
visibility  and  accessibility.  Space  available  from  750 
square  feet.  Call  lay  Sears  713  782-9494. 


Practices 


Practice  For  Sale — Central  rural  Texas  near  Austin. 
Years  established,  7;  number  of  charts,  2500; 
average  gross,  $205,000;  average  net,  $93,800 
Terms  negotiable.  Please  reply  to  Ad-581,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 


Established  FP  Clinic — Rural  setting  near  1-10  be- 
tween San  Antonio  and  Houston  with  complete 
facilities  including  lab/x-ray  for  two  doctors.  Ap- 
proximately 5,000  square  feet.  Nearby  hospital  to 
rotate  call  every  fifth  night.  Please  reply  to  Ad-589, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin 
Texas  78701. 

For  Sale — Well  established  general  practice  and  fully 
equipped  office  building  in  West  Texas  community 
of  15,000.  Six  figure  gross,  very  low  overhead.  Sale 
at  cost.  Excellent  practice  opportunity  for  GP/FP 
or  internist.  Please  reply  to  Ad-597,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


Established  family  practice  in  affluent  North  Central 
Texas  community.  Excellent  coverage  available.  Easy 
access  to  Dallas/Eort  Worth  area.  Congenial,  well- 
trained  physicians  will  welcome  board  certified 
physician.  OB  preferred.  Excellent  income  in  prime 
FP  market.  Financing  available.  Contact:  Physician 
Resource  Network,  P.O.  Box  37102,  Fort  Worth, 
Texas  76117;  817  595-1128.  Confidentiality  main- 
tained. 

Active  Medical  Practice — Northwest  San  Antonio, 
populated  middle-class  with  many  workmen  comp- 
ensation accounts.  Well  equipped  clinic  with  x-ray, 
lab,  respiratory  and  physical  therapy  for  lease  with 
option  to  buy  or  to  become  full  partner.  May  be 
used  as  a group  practice  or  headquarters  for 
HMO.  Negotiable.  Call  Dr.  Do  at  512  924-6565  or 
Dr.  Juarez  at  512  681-6380. 

Practice  For  Sale — Family  Practice.  Why  buy  a 30 

year  old  practice  with  30  year  old  equipment. 
Three  year  old  practice.  Cross  last  year  $240K.  No 
OB.  Mostly  office,  so  not  dependent  on  DRCs.  In 
country  but  near  major  Texas  city.  E-Z  terms. 
Please  reply  to  Ad-601,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

Family  practice  office  for  sale  in  the  Colony,  a 
community  of  20.0004-  located  approximately  20 
miles  north  of  Dallas.  This  is  a very  busy  office 
that  is  grossing  $220,000  per  year  on  a four  and  a 
half  day  work  week.  All  calls  acknowledged  214 
370-5995. 


BUSINESS  AND  FINANCIAL 
SERVICES 


Physician's  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt, 
courteous  seryice.  Competitive  fixed  rate,  with  no 
points,  fees  or  charges  of  anv  kind.  Phvsicians 
Service  Association,  Atlanta,  Georgia.  Toll  free 
1-800-241-6905.  Serving  MDs  for  over  ten  years. 


Everybody 
knows  she^s 
in  danger. 

Everybody. 

cares. 


But  so  far  not  enough 
people  are  digging  down 
and  doing  something 
about  it. 


Attention  Doctors!  Looking  for  premium  tax  shelter? 

Circle  H Farms,  Inc.  has  the  answer:  Our  pure- 
bred Simmental  Cattle  Operation!  Our  CPA  will 
show  tax  advantages  and  quarterly  reports.  Isn't  it 
a shame  to  work  so  hard  and  give  your  money  to 
"Uncle"?  P.O,  Box  558,  Royse  City,  Texas  75089. 


CONTINUING  EDUCATION 


1986  CME  Cruise/Conferences  on  selected  medical 
topics — Caribbean,  Mexican,  Hawaiian,  Alaskan, 
Mediterranean.  7-12  days  year-round.  Approved  for 
20-24  CME  Cat.  I credits  (AMA/PRA)  and  AAFP 
prescribed  credits.  Distinguished  professors.  Fly 
roundtrip  free  on  Caribbean,  Mexican,  Mediterran- 
ean, Alaskan  cruises.  Excellent  group  fares  on  finest 
ships.  Registration  limited,  Pre-scheduled  in  com- 
pliance with  present  IRS  requirements.  Information: 
International  Conferences,  189  Lodge  Ave.,  Hunt- 
ington Station,  New  York  11746;  516  549-0869. 


MISCELLANEOUS 


Abortion  Alternatives!  Licensed  maternity  service 
offers  residential  and  non-residential  program  with 
counseling  and  medical  plan  for  the  expectant 
mother  who  is  planning  adoption  tor  her  baby. 
Costs  adjusted  to  ability  to  pay.  MARYWOOD,  510 
West  26th  Street,  Austin,  Texas  78705;  phone  512 
472-9251.  (Formerly  Home  of  the  Holy  Infancy) 

Doctor,  you  can't  beat  the  quality  or  the  price! 
Holter  Monitor  Scanning  Service.  Physician  owned, 
trained  ,and  supervised.  Now  using  UP  Service  for 
faster  turnaround  time.  No  contracts  to  sign.  We 
can  arrange  for  lease/purchase  of  Holter  equip- 
ment. New  Holter  recorders  $1,550.  DCC  Interpre- 
tation, 313  879-8860. 


If  the  work  to  restore 
her  is  to  go  on,  a lot  more 
people  have  to  make  their 
contribution,Tbday, 

If  not  you,  who? 


The  Statue  of  Liberty-Ellis  Island  Foundation,  Inc. 

P.O.  Box  1986,  New  York,  New  York  10018 

I’d  like  to  help  Save  The  Lady.  Enclosed  is  my  tax  deductible  contribution  for: 

□ $10  □ $25  □ $50  □ $100  □ $500  □ Other  $ 

Please  make  checks  payable  to:  Statue  of  Liberty. 


UBERTY 

18861986 


□ Check  enclosed.  Or  please  charge  my  □MasterCard  □ VISA  □ American  Express 

Expires 

/ 


Credit 
Card  # 


□ Please  let  me  know  how  my  company  can  help. 


Mr 

Mrs 

Ms 


NAME  (Please  Print) 


SIGNATURE  (Required  if  using  credit  card.) 


COMPANY  NAME 


STREET 


1_. 


j 

CITY 

STATE 

ZIP  1 

KEEP  THE  TORCH  LIT 
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Texas  Median 


PHYSICIANS 
AND/OR 
NURSE 

PRACTITIONERS 

We  are  one  of  America's  largest  health  care  cor- 
porations. Currently  we  are  seeking  either  a Physi- 
cian and/or  Nurse  Practitioner  to  join  the  profes- 
sional team  at  our  Plasma  Donor  Center  in 
Wichita  Falls  and  other  locations  throughout 
Texas. 

Responsibilities  will  include  performing  physicals 
in  conjunction  with  donor  screening  and  evaluations. 
We  will  consider  Physicians  who  wish  to  work  on  a 
consulting  basis.  Candidates  must  be  Texas- 
licensed  or  eligible. 

We  offer  an  excellent  work  environment,  a highly 
competitive  salary  and  liability  protection.  For  im- 
mediate consideration  please  send  curriculum 
vitae/ resume  to  Art  Barron,  Alpha  Therapeutic 
Corp.,  5555  Valley  Blvd.,  Los  Angeles,  CA 
90032.  Equal  Opportunity  Employer  M/F. 


THiRAPiUTlC  CORPORATION 


l^GUNS 

hi  'I  announcing  opportunities  for 

^ % you  to  serve  your  country  as  an  Air  Force 
yv  Reserve  physician/officer.  You  can  make 
^ new  professionai  associations,  obtain 
()/  CME  credit  and  help  support  the  Air 
^ I Force  mission.  For  those  who  qualify, 
'MT'  II  T'  '■etirement  credit  can  be  obtained  as 
M i 'if®  insurance.  One 

I weekend  a month  plus  two  weeks  a 
, year  or  less  can  bring  you  pride  and 
^ satisfaction  in  serving  your 
country. 


Call:  (512)  479-3245  or  (512)  385-1816  (Collect) 
Or  File  Out  Coupon  and  Mail  Todayl 
To;  HaaKh  Profatalona  Racruiting 
HQ  10  AF/RSH 

Bargatrom  AFB,  TX  78743-0002 
Name 


Address  _ 
City 


. State  _ 


-Zip. 


Phone. 


-Prior  Service?  Yes  _ 


Medical  Specialty- 


-Date  of  Birth  _ 


AIR  FORCE  RESERVE 
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PHYSICIAN'S 

RECOGNITION 

AWARD 


The  American  Medical 
Association  understands  liovv 
\'aluable  vour  time  is.  We  know' 
there  aren't  enough  hours  in 
the  da\'  for  doctors  to  do  ever\'- 
thing  they  w'ant  to  do  for  their 
patients,  communih’,  family, 
friends,  and  themseh'es. 

That's  w'hv  vve  appreciate  the 
efforts  of  many  physicians 
to  continue  their  medical 
education.  These  dedicated 
physicians  find  the  time  to 
e.xpand  their  knowledge  and 


impro\'e  their  skills  through 
continuing  medical  education. 

In  recognition  of  this  contin- 
ued achiex'ement,  the  AMA  is 
pleased  to  offer  the  Physician’s 
Recognition  Award.  Displayed 
on  the  w'alls  of  your  office  or 
home,  it  is  a s\'mbol  of  \'Our 
commitment  to  pro\'iding  the 
best  medical  care  possible. 

You  u'ill  be  recei\ing  an 
application  for  the  Physician’s 
Recognition  Award  in  the  mail 
shorth'.  We  encourage  \'Ou  to 
participate  in  this  program. 


For  more  information  on  the  AMA  Physician’s  Recognition  Award 
contact  Education  and  Research  Department,  Texas  Medical  Associa- 
tion, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701;  512  477-6704. 


Continuing  Education  directory’ 


\ COURSES 


APRIL 


: Anesthesiology 


! April  18-20,  1986 

j MANAGEMENT  OF  RISKY  SITUATIONS  IN  ANESTHESIOLOGY.  Westin 
Hotel,  G^leria,  Dallss.  Fee  TBA.  Credit  I'BA.  Contact  Barbara  Grayson, 

, A.  Webb  Roberts  Center  for  Continuing  Education,  Baylor  University 
} Medical  Center,  3500  Gaston  Ave,  Dallas,  TX  75246  (214)820-2317 


I Cardiovascular  Disease 


lApiil  11-12,  1986 

! EVALUATION  AND  TREATMENT  OF  PATIENTS  WITH  ARRHYTHMIAS: 

I 1986.  Lincoln  Hotel  Post  Oak,  Houston.  Fee  *125.  Category  1,  AMA 
' Physician’s  Recognition  Award;  1 2 hours.  Contact  Alice  Reardon, 

I Office  of  Continuing  Education,  The  University  of  Texas  Medical 
iSchool,  6431  Fannin,  MSB  G.004,  Houston,  TX  77030  (713)792-5346 
!or  1-800-231-9481 
1 

I Family  Medicine 
I April  21-26,  1986 

1 1986  FAMILY  PRACTICE  REVIEW.  San  Luis  on  Galveston  Isle,  Gal 
I veston,  Tex.  Fee  1450  before  March  31,  *500  after  March  31;  *300- 
i residents,  physician  assistants  before  March  31,  *350  after  March  31. 

: Credit  TBA;  45  hours.  Contact  Gayle  McKay,  Office  of  Continuing  Edu- 
^ cation,  3 324  Learning  Center,  The  University  of  Texas  Medical  Branch, 
i Galveston,  TX  77550  (409)761-2934 
I 

’ General  Medicine 

t 

[April  3,  1986 

j GENETIC  AND  ENVIRONMENTAL  CAUSES  OF  CHILDHOOD  HANDI- 
CAPS. Houston  Marriott  Medical  Center,  Houston.  Fee  TBA.  Category 
{ 1,  AMA  Physician’s  Recognition  Award;  hours  TBA.  Contact  Carol 
j Soroka,  Office  of  Continuing  Education,  Baylor  College  of  Medicine, 
(One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

April  4,  1986 

[SCHOOL  OF  MEDICINE  HOMECOMING:  1986.  The  University  of 
I Texas  Medical  Branch  Campus,  Galveston,  Tex.  Fee  *70.  Category  1, 
'AMA  Physician’s  Recognition  Award;  5 hours.  AAFP  prescribed.  Con- 
tact Gayle  McKay,  Office  of  Continuing  Education,  UTMB,  Galveston, 

TX  77550  (409)761-2934 


April  18,  1986 

ST  PAUL  TEACHING  DAY  IN  RHEUMATIC  DISEASES.  Registry  Hotel, 
Dallas.  Fee  *75.  Category  1,  AMA  Physician’s  Recognition  Award;  7.5 
i hours.  AAFP  prescribed.  Contact  Diane  Pitkin,  Continuing  Medical 
'Education,  St  Paul  Medical  Center,  5909  Harry  Hines  Blvd,  Dallas,  TX 
i 75235  (214)879-3789 

Geriatrics 


April  11,  1986 

[ALZHEIMER’S  CONFERENCE.  Lubbock  Plaza  Hotel,  Lubbock,  Tex.  Fee 
I TBA.  Category  1,  AMA  Physician’s  Recognition  Award;  hours  TBA.  Con- 
tact Vicki  Hollander,  Office  of  Continuing  Medical  Education,  Texas 
Tech  University  Health  Sciences  Center,  Lubbock,  TX  79430 
(806)743-2929 
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Obstetrics  and  Gynecology 
April  26,  1986 

CURRENT  CONICAL  PRACTICE  IN  OBSTETRICS  AND  GYNECOLOGY. 
Registry  Hotel,  Dallas.  Fee  *75.  Credit  TBA.  Contact  Diane  Pitkin, 
Office  of  Continuing  Medical  Education,  St  Paul  Medical  Center,  5909 
Harry  Hines  Blvd,  Dallas,  TX  75235  (214)879-3789 

Pathology 

April  21-25,  1986 

3RD  INTERNATIONAL  CONFERENCE  ON  PLASTINATION.  The  Uni 
versity  of  Texas  Health  Science  Center,  San  Antonio,  Tex.  Fee  *200 
each  series  (parts  I and  II).  Category  1,  AMA  Physician’s  Recognition 
Award;  30  hours  (15  hours  each  part).  Contact  Continuing  Medical 
Education  Services,  UTHSC,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284-7980  (512)691-6295 

Patient  Education 

April  26,  1986 

PATIENT  EDUCATION:  THEORY  AND  PRACTICE.  Shamrock  Hilton 
Hotel,  Houston.  Fee  *25.  Accreditation  from  the  Texas  Nurses  Associa- 
tion, Texas  Dietetic  Association,  American  Academy  of  Physician  As- 
sistants. Contact  Daniel  Snare,  American  Diabetes  Association,  PO  Box 
14926,  Austin,  TX  78761  (512)343-6981 

Pediatrics 

April  2-5,  1986 

6TH  ANNUAL  NATIONAL  PEDIATRIC  INFECTIOUS  DISEASE  SEMINAR. 
Hyatt  Regency  Hotel,  New  Orleans.  Fee  *300,  *225-residents,  fellows, 
physician  assistants.  Category  1,  AMA  Physician’s  Recognition  Award; 

23  hours.  AAFP  prescribed,  17.5  credits.  Contact  Marian  Troup,  The 
University  of  Texas  Southwestern  Medical  School,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235  (214)688-3439 

April  4-5,  1986 

PEDIATRIC  POSTGRADUATE  SYMPOSIUM:  PEDIATRICS  1986.  Hous- 
ton Marriott  Hotel-Medical  Center,  Houston.  Fee  TBA  Category  1 , 

AMA  Physician’s  Recognition  Award;  1 4 hours.  Contact  Lynne  Tiras  or 
Carol  Soroka,  Office  of  Continuing  Education,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

April  11-13,  1986 

PEDIATRICS  FOR  THE  PRACTITIONER.  Gunter  Hotel,  San  Antonio, 

Tex.  Fee  *200-before  March  11,  *225-after  March  1 1.  Category  1,  AMA 
Physician’s  Recognition  Award;  1 5 hours.  AAFP  prescribed.  Contact 
Continuing  Education  Services,  The  University  of  Texas  Health  Science 
Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980 
(512)691-6295 

Physical  Medicine  and  Rehabilitation 

April  7-17,  1986 

20TH  COMPREHENSIVE  REVIEW  COURSE  IN  PHYSICAL  MEDICINE 
AND  REHABILITATION.  Marriott  Hotel-Medical  Center,  Houston.  Fee 
*475-physicians,  *375-residents.  Category  1,  AMA  Physician’s  Recogni- 
tion Award;  77  hours.  Contact  Vicki  Forgac  or  Lila  Lerner,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  77030  (713  )799-6020 


Radiology 

April  2-5,  1986 

5TH  SEMI-ANNUAL  FUNDAMENTALS  OF  MAGNETIC  RESONANCE 
IMAGING.  The  University  of  Texas  Health  Science  Center,  San  Antonio, 
Tex.  Fee  $395-physicians,  »250-residents.  Category  1,  AMA  Physician’s 
Recognition  Award;  28  hours.  Contact  Continuing  Medical  Education, 
UTHSC,  7703  Floyd  Curl  Drive,  San  Antonio,  TX  78284-7980 
(512)691-6295 

April  21-25,  1986 

POSTGRADUATE  WORKSHOP  IN  MAGNETIC  RESONANCE  IMAGING 
AND  SPECTROSCOPY.  Baylor  Biomedical  NMR  Center,  Houston.  Fee 
S800-physicians,  8400-residents.  Category  1,  AMA  Physician’s  Recog- 
nition Award;  32  hours.  Contact  Vicki  Forgac,  Office  of  Continuing 
Education- 184A,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Hous- 
ton, TX  77030  (713)799-6020 

Surgery 

April  1-5,  1986 

CURRENT  TOPICS  IN  GENERAL  SURGERY.  Maui  Intercontinental 
Hotel,  Maui,  Hawaii.  Fee  8525,  8225-trainees.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  21  hours.  Contact  Erwin  Thai,  MD,  Dept  of 
Surgery,  The  University  of  Texas  Health  Science  Center,  5323  Harry 
Hines  Blvd,  Dallas,  TX  75235  (214)688-3531 

MAY 

Family  Medicine 
May  12-16,  1986 

lOTH  ANNUAL  REVIEW  COURSE  IN  FAMILY  PRACTICE.  Marriott 
Hotel  at  the  Astrodome,  Houston.  Fee  8475-physicians,  8300-non- 
Baylor  residents,  fellows  and  physician  assistants.  Category  1,  AMA 
Physician’s  Recognition  Award;  hours  TBA.  Credit  TBA.  Contact  Lynne 
Tiras  or  Lila  Lemer,  Office  of  Continuing  Education,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

May  31,  1986 

FAMILY  PRACTICE:  CONICAL  APPROACHES  TO  COMMON  PROB 
LEMS.  Room  D 1.600,  The  University  of  Texas  Health  Science  Center, 
Dallas.  Fee  8100,  residents  no  fee,  must  register.  Category  1,  AMA  Phy- 
sician’s Recognition  Award;  8 hours.  Contact  Linda  Spino,  PhD,  Depart- 
ment of  Family  Practice  and  Community  Medicine,  UTHSC,  5323 
Harry  Hines  Blvd,  Dallas,  TX  75235  (214)688-2134 

Internal  Medicine 

May  27-30,  1986 

9TH  ANNUAL  UPDATE  IN  INTERNAL  MEDICINE.  The  University  of 
Texas  Health  Science  Center,  D 1.600,  Dallas.  Fee  TBA.  Category  1, 

AMA  Physician’s  Recognition  Award;  26  hours.  Contact  Division  of 
Continuing  Education,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2166 

Sports  Medicine 

May  22-24,  1986 

SPORTS  MEDICINE.  Houstonian  Hotel,  Houston.  Fee  8275-before  April 
22,  8300-alter;  8150-residents  before  April  22,  8175-after.  Category  1, 
AMA  Physician’s  Recognition  Award;  14  hours.  Contact  Vicki  Forgac, 
Office  of  Continuing  Education,  Baylor  College  of  Medicine,  One  Bay- 
lor Plaza,  Houston,  TX  77030  (713)799-6020 

Surgery 

May  4-8,  1986 

1 ITH  BIENNIAL  CONGRESS  OF  THE  INTERNATIONAL  SOCIETY  OF 
UNIVERSITY  COLON  AND  RECTAL  SURGEONS.  Sheraton  Park  Central 
Hotel,  DaUas.  Fee  8250.  Category  1,  AMA  Physician’s  Recognition 
Award;  16  hours.  Conuct  Lanelle  Chancellor  or  Barbara  Grayson, 

A.  Webb  Roberts  Center,  3500  Gaston  Ave,  Dallas,  TX  75246 
(214)820-2317 

Ordiopedic  Surgery 

May  2-4,  1986 

22nd  ANNUAL  ST  LUKE’S  HOSPITAL  ORTHOPEDIC  SYMPOSIUM: 
CONTROVERSIES  IN  LUMBAR  SPC9E  SURGERY.  Houstonian  Hotel, 


Houston.  Fee  8375,  875-residents  and  fellows.  Credit  TBA.  Contact  i 
Alexander  Brodsky,  MD,  St  Luke’s  Episcopal  Hospital,  PO  Box  20269,  1 

Houston,  TX  77225 

I 

May  30-June  1,  1986  i 

SOUTHWESTERN  ORTHOPEDIC  SURGERY  REVIEW.  Loews  Anatole 
Hotel,  Dallas.  Fee  8425.  Category  1,  AMA  Physician’s  Recognition 
Award;  25  hours.  Contact  June  Bovill,  Division  of  Continuing  Educa- 
tion, The  University  of  Texas  Health  Science  Center,  5323  Harry  Hines 
Blvd,  DaUas,  TX  75235  (214)688-2166 

Pathology 

May  15-17,  1986 

CURRENT  ISSUES  IN  SURGICAL  PATHOLOGY.  V.  Room  D 1.600,  The 
University  of  Texas  Health  Science  Center,  DaUas.  Fee  8500-with  glass 
slides,  8425-without  glass  sUdes;  8300-basic  course;  8100-partial 
course;  8100-student  course.  Category  1,  AMA  Physician’s  Recognition  I 
Award;  22  hours.  Contact  Division  of  Continuing  Education,  5323 
Harry  Hines  Blvd,  DaUas,  TX  75235  (214)688-2166 

Radiology 

May  12-16,  1986 

ADVANCED  RADIOLOGICAL  HEALTH.  The  University  of  Texas  Health  | 
Science  Center,  San  Antonio,  Tex.  Fee  8600.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  36  hours.  Contact  Continuing  Education  Ser-i 
vices,  UTHSC,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980 
(512)691-6295 

May  19-23,  1986 

RADIATION  SAFETY  OITICERS  COURSE.  The  University  of  Texas 
Health  Science  Center,  San  Antonio,  Tex.  Fee  8650.  Credit  TBA;  36 
hours.  Contact  Continuing  Education  Services,  UTHSC,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284-7980  (512)691-6295  | 

May  19-23,  1986  ! 

POSTGRADUATE  WORKSHOP  IN  MAGNETIC  RESONANCE  IMAGING  \ 
AND  SPECTROSCOPY.  Baylor  Biomedical  NMR  Center,  Houston.  Fee 
8800-physicians,  8400-residents.  Category  1,  AMA  Physician’s  Recog- 
nition Award;  32  hours.  Contact  Vicki  Forgac,  Office  of  Continuing  | 

Education- 184A,  Baylor  CoUege  of  Medicine,  One  Baylor  Plaza,  Hous-  I 
ton,  TX  77030  ( 7 1 3 )799-6020  I 

Sports  Medicine 

May  22-24,  1986  ! 

1ST  ANNUAL  SYMPOSIUM  ON  REHABIUTATIVE  SPORTS  MEDICINE.  , 
Houstonian  Hotel,  Houston.  Fee  8275.  Category  1,  AMA  Physician’s  I 
Recognition  Award;  14  hours.  Contact  Vicki  Forgac,  Office  of  Continu-  / 
ing  Education- 184A,  Baylor  CoUege  of  Medicine,  One  Baylor  Plaza,  j 
Houston,  TX  77030  (713)799-6020 

i 

1 

Surgery 

May  4-8,  1986 

1 ITH  BIENNIAL  CONGRESS  OF  THE  INTERNATIONAL  SOCIETY  OF  | 
UNIVERSITY  COLON  AND  RECTAL  SURGEONS.  Sheraton  Park  Central! 
Hotel,  DaUas.  Fee  8250.  Category  1,  AMA  Physician’s  Recognition  ! 
Award;  16  hours.  Contact  LaNeUe  ChanceUor,  A.  Webb  Roberts  Center , 
for  Continuing  Education,  Baylor  University  Medical  Center,  3500  Gas  : 
ton  Ave,  DaUas,  TX  75246  (214)820-2317  I 


JUNE  J 

Cardiovascular  Disease 

June  5-6,  9-10,  1986 

US  JAPAN  CARDIOLOGY  UPDATE— NEW  APPROACHES  TO  CORO- 
NARY ARTERY  DISEASE  PTCA  AND  PET.  Tokyo  HUton  Hotel,  Tokyo, 
and  Miyako  Hotel,  Kyoto,  Japan.  Fee  8400.  Category  1,  AMA  Physician’'  j 
Recognition  Award;  24  hours.  Contact  Alice  Reardon,  Office  of  Con- 
tinuing Education,  The  University  of  Texas  Medical  School,  6431  I 

Fannin,  MSB  G.004,  Houston,  TX  77030  (713)792-5346,  1 

1-800-231-9481  ! 


Texas  Medicitu 


I General  Medicine 
, June  9-13.  1986 

PH3'SIC1AN  IN  MANAGEMENT.  Antlers  Hotel,  Colorado  Springs,  Colo, 
j Fee  S645-members,  American  Academy  of  Medical  Directors;  S695- 
! nonmembers.  Category  1,  AMA  Physician’s  Recognition  Award;  31 
' hours.  Contact  the  AAMD,  4830  W Kennedy  Blvd  Ste  648  Tampa  FL 
33609  (813)873-2000 

Otolaryngology 

June  19-24,  1986 

1 OTOLOGY  UPDATE  1986.  San  Luis  Hotel,  Galveston,  Tex.  Fee  *200- 
physicians,  S 100-residents.  Category’  1,  AMA  Physician’s  Recognition 
i Award;  13  hours.  Contact  Martha  Berlin,  Room  3 324  Learning  Center, 
Route  J34,  The  University  of  Texas  Medical  Branch,  Galveston  TX 
77550  (409)761-2934 

; Pediatrics 

June  12-14,  1986 

1986  ANNUAL  PEDIATRIC  REVIEW  AND  UPDATE.  San  Luis  on  Gal- 
veston Isle,  Galveston,  Tex.  Fee  *275  before  May  5,  *315  after  May  5. 
Category  1,  AMA  Physician’s  Recognition  Award;  15  hours.  Contact 
t Gayle  McKay,  Office  of  Continuing  Education,  The  University  of  Texas 
Medical  Branch,  Galveston,  TX  77550  (409)761-2934 

June  16-20,  1986 

ACUTE  CARE  PEDIATRICS:  REVIEW  AND  UPDATE  OF  THE  STATE  OF 
THE  ART.  Mariner’s  Inn,  Hilton  Head,  SC.  Fee  *325.  Category  1,  AMA 
, Physician’s  Recognition  Award;  26  hours.  AAFP  prescribed.  Contact 
I Carol  Soroka  or  Lila  Lemer,  Office  of  Continuing  Education,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 

I Radiology 

ijune  16-20,  1986 

POSTGRADUATE  WORKSHOP  IN  MAGNETIC  RESONANCE  IMAGING 
I AND  SPECTROSCOPY.  Baylor  Biomedical  NMR  Center,  Houston.  Fee 
I t800-physicians,  S400-residents.  Category  1,  AMA  Physician’s  Recog- 
nition Award;  32  hours.  Contact  Vicki  Forgac,  Office  of  Continuing 
i Education- 184A,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Hous- 
I ton,  TX  77030  ( 7 1 3 )799-6020 

Sports  Medicine 

ljune  27-28,  1986 

! 4TH  ANNUAL  CONFERENCE  ON  INNOVATIONS  IN  SPORTS  MEDI- 
|CINE.  Learning  Center,  The  University  of  Texas  Medical  Branch 
|i  Campus,  Galveston,  Tex.  Fee  * 1 50-physicians,  *75-residents  and  non- 
i physicians.  Category  1,  AMA  Physician’s  Recognition  Award;  hours 
jjTBA.  Contact  Gayle  McKay,  Office  of  Continuing  Education,  3-324 
-Learning  Center,  UTMB,  Galveston,  TX  77550  (409)761-2934 

Jaugust 

.1 

iPediatrics 

(Aug  3-6,  1986 

PEDIATRIC  IMAGING:  STATE  OF  THE  ART.  Colorado  Springs,  Colo. 
Contact  Lynne  Tiras  or  Lila  Lemer,  Office  of  Continuing  Education, 

1 Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
,(713)799-6020 


‘SEPTEMBER 

-Ophthalmology 

Sept  11-13,  1986 

WELSH  CATARACT  CONGRESS.  Houston.  Contact  Lila  Lemer  or  Lynne 
Firas,  Office  of  Continuing  Education,  Baylor  College  of  Medicine,  One 
Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

jRadiology 

I 

Sept  22-26,  1986 

POSTGRADUATE  WORKSHOP  IN  MAGNETIC  RESONANCE  IMAGING 
'olume  82  March  1986 


AND  SPEC  rROSCOP3’  Houston.  Contact  Vicki  Forgac,  Office  of  Con 
tinning  Education  184A,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  IX  77030  (713  )799-6020 

Urology 

September  1986 

URETEROSCOPY.  Houston.  Contact  Alice  Henderson,  PO  Box  25147, 
Houston,  TX  77265  (713)791-1470 


REGULARLY  SCHEDULED  ACTIVITIES 


Monday-Friday 

POSTGRADUATE  WORKSHOP  IN  NEURORADIOLOGY.  (Date  assigned 
by  individual  request.)  Methodist  Hospital,  Houston.  Fee  *450.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  40  hours.  Contact  Vicki 
Forgac,  Office  of  Continuing  Education  184-A,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Monday-Friday 

POSTGRADUATE  WORKCOURSE  IN  DIAGNOSTIC  ULTRASOUND. 
(Date  assigned  by  individual  request.)  Ben  Taub  General  Hospital, 
Houston.  Fee  *600.  Category  1,  AMA  Physician’s  Recognition  Award; 
40  hours.  Contact  Vicki  Forgac,  Office  of  Continuing  Education  184-A, 
Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 

Tuesdays,  1 2 pm 

MEDICAL  AND  SURGICAL  REVIEWS.  Sierra  Medical  Center,  El  Paso, 
Tex.  Category  1 , AMA  Physician’s  Recognition  Award;  1 hour  weekly. 
Contact  M.  Nazemi,  MD,  Sierra  Medical  Center,  1625  Medical  Center 
Dr,  El  Paso,  TX  79902 

Tuesdays  (all  but  last  Tuesday  of  each  month) 

SURGICAL  GRAND  ROUNDS.  Board  Room,  Brackenridge  Hospital,  Aus- 
tin, Tex.  Free.  Category  1 , AMA  Physician’s  Recognition  Award;  1 -hour 
session.  Contact  Nancy  Strandhagen,  Surgery  Education,  Central  Texas 
Medical  Foundation,  601  E 15th  St,  Austin,  TX  78701  (512)476-6461 
ext  5172 

Wednesdays,  1 2 pm 

CONTINUOUS  REVIEW  OF  INTERNAL  MEDICINE.  Sid  Richardson  Au- 
ditorium, Scott  and  White  Memorial  Hospital,  Temple,  Tex.  Category  1 , 
AMA  Physician’s  Recognition  Award;  1 hour  weekly.  Contact  Lynn 
Calvert,  Office  of  Continuing  Medical  Education,  Scott  and  White  Me- 
morial Hospital,  2401  S 31st,  Temple,  TX  76508  (817)774-2350 

Thursdays,  8 am 

INTERNAL  MEDICINE  GRAND  ROUNDS,  Brackenridge  Hospital,  Aus- 
tin, Tex.  Category  1,  AMA  Physician’s  Recognition  Award;  1 hour 
weekly.  Contact  Janna  Ashford,  Central  Texas  Medical  Foundation, 

1 500  E Ave,  Austin,  TX  7870 1 ( 5 1 2 )480- 1 869 

Thursdays,  1 2 pm 

UROLOGY  CORE  CURRICULUM.  Scott  and  White  Memorial  Hospital, 
Temple,  Tex.  Category  1 , AMA  Physician’s  Recognition  Award;  1 hour 
weekly.  Contact  Lynn  Calvert,  Office  of  Continuing  Medical  Education, 
Scott  and  White  Memorial  Hospital,  2401  S 31st,  Temple,  TX  76508 
(817)774-2350 

Thursday-Friday 

POSTGRADUATE  WORKSHOP  IN  REAL  -HME  OBSTETRICAL  ULTRA 
SONOGRAPHY.  (Date  assigned  by  individual  request.)  Jefferson  Davis 
Hospital,  Houston.  Fee  *375.  Category  1,  AMA  Physician’s  Recognition 
Award;  16  hours;  16  cognates,  ACOG.  Contact  Vicki  Forgac,  Office  of 
Continuing  Education  184-A,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)799-6020 

Fridays,  1 2 pm 

NEUROLOGY  GRAND  ROUNDS.  Sid  Richardson  Auditorium,  Scott  and 
White  Memorial  Hospital,  Temple,  Tex.  Category  1,  AMA  Physician’s 
Recognition  Award;  1 hour  weekly.  Contact  Lynn  Calvert,  Office  of 
Continuing  Medical  Education,  Scott  and  White  Memorial  Hospital, 

2401  S 31st,  Temple,  TX  76508  (817)774-2350 

Fridays,  12  pm  (2nd  and  4th) 

TEACHING  CASE  CONFERENCE.  Park  Place  Hospital,  Port  Arthur,  Tex. 


Category  1,  AMA  Physician’s  Recognition  Award;  2 hours  monthly. 
Contact  Phil  Newman,  MD,  Box  1648,  Port  Arthur,  TX  77640 
(409)983-4951 

Saturdays,  9 am- 12  pm 

FUNDAMENTALS  OF  PRACTICAL  THERAPEUTICS.  CuUen  Auditorium, 
Baylor  College  of  Medicine,  Houston.  Fee  8295,  SI 00  non-Baylor  resi- 
dents and  fellows.  Category  1,  AMA  Physician’s  Recognition  Award;  72 
hours.  AAFP  prescribed.  Contact  Vicki  Forgac,  Office  of  Continuing 
Medical  Education  184-A,  Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston,  TX  77030  (713)799-6020 

Date  assigned  by  individual  request 

POSTGRADUATE  WORKSHOP  IN  CLINICAL  NMR.  Biomedical  NMR 
Center,  Baylor  College  of  Medicine,  Houston.  Fee  S 1,000;  S500-lecture 
series  only.  Category  1,  AMA  Physician’s  Recognition  Award;  40  hours. 
Contact  Vicki  Forgac,  Office  of  Continuing  Education  184-A,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 


TELECONFERENCE  NETWORK  OF  TEXAS 


Every  other  Thursday,  12:30  pm 

CUNICAL  TOPICS  IN  MEDICINE.  The  University  of  Texas  Health  Sci- 
ence Center,  San  Antonio,  Tex,  and  teleconference  network  sites.  Fee 
$35-program,  hospital  subscription  program.  Category  1,  AMA  Physi- 
cian’s Recognition  Award.  Contact  Phyllis  Wood,  Acting  Director,  Tele- 
conference Network  of  Texas,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-7291 


PRACTICE  MANAGEMENT  WORKSHOPS 


The  following  are  practice  management  workshops  and  seminars  .spon- 
sored by  the  Texas  Medical  Association. 

Participants  in  the  workshops  and  seminars  will  receive  Category  1 
credit  toward  the  AMA  Physician's  Recognition  Award  where  indi- 
cated. For  further  information,  contact  the  Department  of  Practice 
Management,  Texas  Medical  Association,  1801  N Lamar  Blvd,  Austin, 
TX  78701  (512)477-6704. 

MARCH 

HOW  TO  GET  STARTED  IN  MEDICAL  PRACTICE— 

1 1 hours 

March  11-12,  1986,  Stouffer  Greenway  Plaza  Hotel,  Houston 
March  14-15,  1986,  Texas  Tech  Regional  Academic  Health  Center, 
Amarillo 

IMPROVING  THIRD  PART*'  REIMBURSEMENT  FOR  YOU  AND  YOUR 
PATIEN  TS — 2 hours 

March  18,  1986,  Holiday  Inn-Civic  Center,  McAllen 
March  19,  1986,  Corpus  C.hristi  Marriott,  Corpus  Christi 
March  20,  1986,  Bexar  County  Medical  Society  Headquarters,  San 
Antonio 

INCREASING  YOUR  NET  WORTH  THROUGH  FINANCIAL,  PENSION, 

AND  INVESTMENT  PLANNING 

March  8,  1 986,  Inn  on  the  Park,  Hou.ston 

APRIL 

MARKE  TING  TECHNIQUES  FOR  A SUCCESSFUL  PRACTICE— 2 hours 
April  2,  1986,  Doubletree  Inn,  Dallas 

GEARING  UP  FOR  RETIREMENT 
April  4-6,  1986,  The  Remington,  Houston 

IMPROVING  THIRD  PARTY  REIMBURSEMENT  FOR  YOU  AND  YOUR 
PATIENTS— 2 hours 

April  8,  1986,  Hillcrest  Baptist  Medical  Center,  Waco 
April  9,  1986,  Sheraton-Amarillo  Hotel  and  Towers,  Amarillo 
April  10,  1986,  Dallas  Marriott  Market  Center,  Dallas 
April  11,  1986,  Embassy  Suites,  Abilene 


PERSONAL  INCOME  AND  ESTATE  TAX  PLANNING 
April  19-20,  1986,  Sheraton-Mockingbird  West,  Dallas 

MAY 

MARKETING  TECHNIQUES  FOR  A SUCCESSFUL  PRACTICE— 2 hours 
May  21,  1986,  Wyndham  Hotel,  San  Antonio 
May  22,  1986,  La  Mansion,  Austin 

May  23,  1986,  Houston  Marriott-Medical  Center,  Houston 


CALENDAR  OF  MEETINGS  "Denotes  Texas  Meetings 


MARCH 

35TH  ANNUAL  SCIENTIFIC  SESSION  OF  THE  AMERICAN  COLLEGE 
OF  CARDIOLOGY,  Atlanta,  March  9 13,  1986.  Ronald  Sanchez,  Direc- 
tor of  Communications,  Ameri- 
can C.ollege  of  Cardiology,  9111  Old  Georgetown  Rd, 

Bethesda,  MD  20814 

2 1ST  ANNUAL  MEETING  AND  SCIENTIFIC  ASSEMBLY  OF  THE  AMERI-  . 
CAN  SOCIETY  OF  CONTEMPORARY  MEDICINE  AND  SURGERY,  | 

Hollywood,  Fla,  March  9-13,  1986.  John  Bellows,  MD,  PhD,  Director,  i 
21 1 E Chicago  Ave,  Suite  1044,  Chicago,  IL  60611  j 

UNITED  STATES-CANADA  DIVISION  OF  THE  INTERNATIONAL  ! 

AC;aDEMY  of  pathology,  INC,  New  Orleans,  March  10-14  1986.  Dr 
Nathan  Kaufman,  Secretary  Treasurer,  US-Canadian  Division  of  the 
International  Academy  of  Pathology,  Building  C,  Suite  B,  3515  Wheeler 
Rd,  Augusta,  GA  30909 

SOUTH  CENTRAL  ASSOCIATION  OF  BLOOD  BANKS  28TH  ANNUAL  1 
MEETING,  Little  Rock,  Ark,  March  15-19,  1986.  South  Central  Associa-  | 
tion  of  Blood  Banks,  (512  )459-6600  i 

2ND  NATIONAL  SYMPOSIUM  ON  LEUKEML\  AND  LYMPHOMAS,  j 
Tampa,  Fla,  March  20-22,  1986.  Louise  Toglia,  National  Coordinator/  j 
Medical  Programs,  Leukemia  Society  of  America,  Inc,  733  Third  Ave,  [ 
New  York,  NY  10017(212)573-8484  | 

42ND  ANNUAL  MEETING  OF  THE  AMERICAN  ACADEMY  OF  AL-  ! 
LERGY  AND  IMMUNOLOGY,  New  Orleans,  March  21-26,  1986.  j 

AAAI,  Executive  Office,  6l  1 E Wells  St,  Milwaukee,  WI  53202  | 

(-114)272-6071 


APRIL 

48TH  ANNUAL  MEETING  OF  THE  LOUISIANA-MISSISSIPPI 
OPHTHALMOLOGICAL  AND  OTOLARYNGOLOGICAL  SOCIETY, 
Biloxi,  Miss,  April  17-19,  1986.  Ben  David,  Jr,  LA-MS  Ophthalmological 
and  Otolaryngological  Society,  PO  Box  12314,  Jackson,  MS 
392,36-2314 

67TH  ANNUAL  SCIENTIFIC  MEETING  OF  THE  AMERICAN  COLLEGE 
OF  PHYSICIANS,  San  Francisco,  April  10- 1 3,  1986.  Carol  Trotman, 
American  College  of  Physicians,  4200  Pine  St,  Philadelphia,  PA  19104 
1-800-523-1546 

■PLASTIC  SURGERY  SENIOR  RESIDENTS  CONFERENCE,  Houston, 
April  23-25,  1986.  Carol  Soroka  or  Lila  Lerner,  Office  of  Continuing 
Medical  Education,  Baylor  College  of  Medicine,  Texas  Medical  Center, 
Houston,  TX  77030 


MAY 

■TEXAS  MEDICAL  ASSOCIATION  ANNUAL  SESSION,  Dallas,  May 
7-11,  1986.  Dale  Willimack,  1801  N Lamar  Blvd,  Austin,  TX  78701 

AMERICAN  ACADEMY  OF  FACIAL  PLASTIC  AND  RECONSTRUCT^^ 
SURGERY,  SPRING  MEETING,  Palm  Beach,  Fla,  May  9-10,  1986.  Ameri- 
can Academy  of  Facial  Plastic  and  Reconstructive  Surgery,  1101  Ver- 
mont Ave,  NW,  Suite  404,  Washington,  DC  20005 


Texas  Medicim 


PHYSICIANS 


Enjoy  the  benefits  of  group  practice  with 
some  of  the  nation’s  top  medic^  professioneds, 


in  one  of  Houston’s 
largest  multi-specialty  clinics: 
Kelsey-Seybold  Clinic,  P.A. 


Since  1949,  Kelsey-Seybold 
Clinic  in  the  Texas  Medical 
Center  has  provided  quality, 
personalized  medical  care. 
Our  growth  proves  our  suc- 
cess; Today,  we  operate 
clinics  in  9 locations,  and  we 
provide  medical  services  for 
private  industry  and  three 
government  contracts.  At  our 
Medical  Center  Clinic,  over 
80  physicians  practice  more 
than  35  specialties  and 
subspecialties. 


Kelsey-Seybold  Clinic  is 
actively  recruiting  primary 
care  physicians:  Family 
Practice,  OB/GYN  and  Pedi- 
atrics. If  one  of  these  is  your 
specialty,  consider  the  oppor- 
tunities with  us.  You’ll  prac- 
tice medicine  in  unsurpassed 
facilities,  receive  an  excellent 
starting  salary,  an  excep- 
tional benefits  package  and 
become  part  of  a rapidly 
expanding  practice. 


Are  you  one  of  the  special 
physicians  we’re  looking  for? 

Find  out.  Send  your  Curriculum 
Vitae  and  cover  letter  to: 

Robert  A.  Payne, 

Executive  Director 
Kelsey-Seybold  Clinic,  P.A. 

6624  Fannin  Street 
Houston,  Texas  77030 
(713)  797-1551 

Kelsey-Seybold  Clinic,  P.A.  is  an 
equal  opportunity  employer  m/f/h. 


Kelsey-Seybold  Clinic  PA. 


SCOTT&WHITE 


Texas  A&M  University 
College  of  Medicine 


SKI  MEETING 

Clinical  Topics 
in 

INTERNAL  MEDICINE 

for  the 

Primary  Care  Physician 
MARCH  15-22,  1986 
Prospector  Square  Hotel 
Park  City,  Utah 

For  more  information  or  to  register  contact: 
Office  of  Continuing  Medical  Education,  Scott 
and  White- 101,  Temple,  Texas  76508,  (817) 
774-2350. 


American  College  of  Physicians 
presents 

PROBLEM  SOLVING  IN 
GASTROENTEROLOGY/ 
HEPATOLOGY 
UPDATE  1986 

April  23-26,  1986 
La  Mansion  Hotel 
Austin,  Texas 

GUEST  FACULTY: 

Dame  Sheila  Sherlock,  M.D.  Ruud  Krom,  M.D, 
Kursheed  Jeejeebhoy,  M.D.  Guenter  Krejs,  M.D. 
Steve  Schenker,  M.D  Blaine  Hollinger,  M.D. 

Stanley  Dudrick,  M D D Geraint  James,  M.D 

For  additional  information  contact:  Division 
of  Gastroenterology,  Scott  and  White, 
Temple,  Texas  76508,  817-774-2237. 


Timberlawn  Psychiatric  Hospital 


206  Inpatient  Beds 
Day  Hospital 

Outpatient  Psychiatric  Services 
Department  of  Child  and 
Adolescent  Psychiatry 
Family  Assessment  Center 
Child  Residency  Program 


• Psychiatric  Residency  Program 

• Psychiatric  Evaluation 

• Substance  Abuse  Programs 

• Healtli  Professionals  Program 
PO.  Box  11288  Dallas,  Texas  75223 
214/381-7181 

Established  in  1917 


y 


a 1986 


cancer 

Paroxysmal  cold  hemoglobinuria  39 
Heritage  Series:  Old  Red:  a legacy  lives  on  50 
Cancer  Update:  Psychosocial  aspects  of  childhood  cancer  46 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 


4105  Live  Oak  Street 

INTERNAL  MEDICINE 

Morris  E Magers,  M D , D A B. EM 
Charming  Woods,  M D 
Richard  C.  Stone,  M D , Gastroenterology  & Endoscopy 
Landon  W Stewart,  M D , D A B I M 
Cloyce  L.  Stetson,  Jr  , M D , D A B I M 
David  S,  .Sowell,  III,  M D , D A B I M , Cardiology 
Don  E.  Cheatum,  M D . D A B I M , and  DAB  Rhii, 

F A C P , EC.C  P,  Rheumatology 
W .Mark  Armstrong,  M D , D A B I .M 
Sam  W W aters.  M D 
Steven  P Bowers,  M D , DAB  EM 
Elizabeth  M Polanco,  M D , DAB  EM 
Robert  C.  Dinwiddie.  M.D.,  D.A.B.EM. 

Endocrinology  and  Diabetes 

George  T DeVaney,  .M  I)  , Gastroenterokrgy  & Endoscopy 

OBSTETRICS  AND  GYNECOEOGY 

John  B Miller,  III,  M l)  . D A B O G , F A C O G. 

Vernie  D Bodden,  .VED  . 1)  A B O G , FA  C O.G 
Graig  W Smith,  .MD 

PEDIATRICS 

Elalctiit  Moore,  M I)  . I)  A B P , F A A P 
P E Euecke,  Jr..  M l)  , 1)  A B P,  FA  A P 
Peter  C Ray,  M D 

GENERAE  SURGERY 

George  P Fosmire,  .M  I)  , D A B S.,  FA  CS. 

Charles  Vi  Coleman,  M 1)  . DABS. 

I'ROEOGY 

Harry  .M  .Spence,  .M  I)  , 1)  ABU.,  FA  C.S. 

W illiam  11  Hoffman.  M D , D A B.U.,  I A C.S. 

Richard  B Dulany,  M I)  , D A B U.,  FA  C.S. 


Telephone  823-4151 

RADIOLOGY 

Joe  B.  Caldw  ell,  M D , D A.B  R 
James  B.  Evans,  M D , D A B R 

DERMATOLOGY 

VEilliam  N New,  M D , F.A.A.D.,  FA.C.P 
Constance  Shadwick,  M D , D A B D 

0T01.ARYNG0L0GY  AND  OTOLOGIC  SITRGERY 
D W Shuster,  M D . I)  A B O 

George  A Toledo,  M D , Head  and  Neck  Surgery,  Facial 
Pla.stic  and  Reconstructive  Surgery 

OPHTHALMOLOGY 
James  M Copps,  M D , D A B.O 
R Roy  W hitaker,  M I)  , D A B O 

DENTESTRY  AND  DENTAL  SURGERY 
W illiam  F Walton,  1)  D S 
George  E Sanders,  1)  1)  S 

AD, MINISTRATION 

Alan  G Rennon,  Administrator 

Mrs.  Connie  S.  McNamire,  R.N  B S N , Associate  Admin- 
istrator of  Hospital  Operations  and  Personnel 


INACTIVE  STATUS 
Adam  D Green,  M I)  , Surgery 
John  B Botirland,  M D , 1)  A B ()  G 


DALLAS,  TEXAS  75204 


Getting  behind  in  your  medicai  reading? 
Let  Medical  world  News  put  you  ahead. 


For  more  than  115,000  busy  physicians  like  you,  Medical 
World  News  is  the  secret  to  staying  informed  about  the 
changing  world  of  medicine. 

Every  two  weeks,  we  will  bring  you  up-to-the-minute 
developments  in  therapy,  research,  practice,  pharmacol- 
ogy, economics,  legislative  action,  highlights  of  other 
periodicals  and  new  medical  trends. 

It’s  no  wonder  Medical  World  News  has  one  of  the  high- 
est cover-to-cover  readerships  in  medical  publishing  today. 
Our  balanced  reporting  means  you’ll  get  all  sides  of  the 
issues,  and  our  fast-reading  style  makes  it  enjoyable  to 
stay  informed. 

If  you’re  getting  behind  in  your  medical  reading,  let 
Medical  World  News  put  you  ahead. 


medical 

world 


news 


Tlie  credible  source. 


®1986  HEI  Publishing.  All  rights  reserved. 


EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"® 


. . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ff 

Sleep  Laboratory  Investigator 
Pennsylvania 

. . onset  of  action  is 
ipid. . .provides  sleep  with 
3 rebound  effect  to  agitate  the 
Dtient  the  following  day  A A 

Psychiatrist 

California 


. . appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines  •• 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dolnnane  (tlurozepom  HCI/ 
Roche),  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 

DALMANE 

brand  of 

flurazepam  HCI/Roche  ® 

sleep  that  satisfies 

15-mg/30-mg 
capsules 


References:  1.  Kales  J,  etal:  Clin  Pharmacol  Ther  12  69]- 
697  Jul-Aug  1971  2.  Kales  A,  el  al:  Clin  Pharmacol  Ther 
/S  356-363,  Sep  1975  3.  Kales  A,  elol:  Clin  Pharmacol 
Ther  /9  576-583,  May  1976  4.  Kales  A,  elal:  Clin  Pharma- 
col 7/76^52  781-788,  Dec  1982  5.  Frost  JD  Jr,  DeLucchi  MR: 
J Am  Geriair  Sac  27  54] -546,  Dec  1979  6.  Dement  WC, 
etal  BehavMed,  pp  25-31,  Oct  1978  7.  Kales  A, 

Kales  JD  J Clin  Psychopharmacol  3 A40-I50.  Apr  1983 
8.  Tennant  FS,  etal.  Symposium  on  the  Treatment  of  Sleep 
Disorders,  Teleconterence,  Oct  16,  1984  9.  Greenblatt  DJ, 
Allen  MD,  Shader  Rl  Clin  Pharmacol  Ther  21  355-361, 

Mar  1977 


brand  ot 

flurazepam  HCI/Roche  (jy 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difticulty  in  tailing  asleep,  trequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  ocute  or  chronic  medical 
situations  requiring  restful  sleep.  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  ot  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increosed  risk  of  congenital  malformations  associated  with 
benzodiazepine  use  during  the  tirst  trimester  Warn  patients 
ot  the  potential  risks  to  the  tetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  it  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving)  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  tor  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  ot  dosage  tor  those 
patients  on  medication  tor  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  contusion  and/or  otaxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  tunction 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients.  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diorrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare  occur- 
rences ot  leukopenia,  granulocytopenia,  sweating,  tiushes, 
difficulty  in  tocusing,  blurred  vision,  burning  eyes,  taintness, 
hypotension,  shortness  ot  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  contusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  e g , 
excitement,  stimulation  ond  hyperactivity 
Dosage:  Individualize  tor  maximum  beneficial  effecf  Adults. 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patienfs 
Elderly  or  debititated  patients  15  mg  recommended  inifially 
until  response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam 
HCI 
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FOR  SLEEP 

After  more  than  15  years  of  use,  ifs  #1  for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning. ' ® And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety.'®  As  always,  caution  patients  about 

driving  or  drinking  alcohol. 
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ON  THE  COVER 


Texas  Medical  Association's  1 19th  Annual 
Session  offers  big  city  fun  and  outstand- 
ing scientific  programming.  Scheduled 
for  May  "'-ll  in  Dallas,  the  session  covers 
a wide  exchange  of  ideas  and  medical  re- 
search, and  presents  numerous  oppor- 


tunities to  earn  Categoiy'  1 credit  toward 
the  AMA  Physician's  Recognition  Award 
Read  more  about  the  annual  meeting  in 
Dallas  on  page  68  Details  on  specific 
courses  offered  during  the  se.ssion  begin 
on  page  96  Cover  design  by  Ed  Triggs 


COMING 
NEXT  MONTH 


The  May  issue  of  Texas  Medicine  will  in- 
clude anicles  on  physician  manpower  in 
Texas,  amebiasis,  primary  mediastinal 
choriocarcinoma,  and  the  management  of 


infections  in  patients  with  advanced  can- 
cer. Scheduled  for  the  Heritage  Series  is 
an  article  on  medical  education  in  Texas. 


§i  ready  inference  for  triuch 
of  the  information  you  heed 


Advances  in  medicine  are  rapid,  and  keeping  pace 
poses  quite  a challenge.  Yet,  access  to  and 
understanding  of  current  knowledge  on  therapies 
and  medications  are  absolutely  necessary  to 
function  in  today’s  competitive  environment. 

Searle  professional  medical  sales  representatives, 
like  Gloria  Dahiman  of  San  Antonio,  Texas,  serve 
you  in  this  effort.  They  represent  a line  of  trusted 
products  as  well  as  a source  of  vital,  up-to-date 


information  required  by  your  medical  practice. 

When  you  have  a question  about  the  latest 
pharmaceutical  developments  relating  to  Searle 
products,  call  your  Searle  professional  medical 
sales  representative  for  the  information  you  need, 
when  you  need  it. 

The  physicians  of  Texas  and  Searle — 
a union  of  caring,  a future  of  promise. 


SEARLE 


Searle  Pharmaceuticals  Inc. 
Box  5110,  Chicago,  IL  60680 
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The  CAGE  questionnaire 

1.  What  is  the  most  accurate  and  precise  test  in  clinical 
medicine? 

2.  What  is  the  most  under-diagnosed  disease  in  America 
today? 

3.  What  is  the  most  cost-effective  test  in  clinical  medicine? 

4.  What  disease  is  the  leading  cause  of  hospitalization  in  this 
country? 

Of  course  you  knew  that  alcoholism  is  at  the  same  time  the 
leading  cause  of  hospitalization  and  the  most  under-diagnosed 
disease  in  America,  but  did  you  know  that  the  “CAGE”  test  for 
detecting  alcoholism  is  99%  accurate,  99%  precise,  and  vir 
tually  free? 

In  the  past  few  years  public  outrage  against  the  carnage 
caused  by  drunk  driving  has  led  to  many  changes  in  the  legal, 
social,  and  medical  aspects  of  alcoholism.  Many  of  us  remem- 
ber when  alcoholism  was  a sin  rather  than  a disease,  and  a 
problem  for  the  preachers  rather  than  the  doctors. 

Most  physicians  prefer  not  to  treat  alcoholics.  The  intense 
denial  that  is  central  to  this  disease  makes  the  alcoholic  lie  to 
his  doctor  ( and  himself),  break  appointments,  neglect  payment 
of  bills,  and  refuse  to  cooperate  in  most  treatment  regimens. 
But  we  should  not  let  our  personal  distaste  for  these  difficult 
patients  cause  us  to  become  a partner  in  the  alcoholic’s  denial 
that  any  problem  exists. 

Alcoholism  is  not  a hopeless  disease;  modern  multidisciplin- 
ary therapy  achieves  five-year  remission  rates  comparable  to 
cancer  treatment.  And  early  diagnosis  is  just  as  important  in 
the  treatment  of  alcoholism  as  it  is  in  the  treatment  of  malig- 
nant diseases.  However,  there  is  no  equivalent  of  “cancer- 
phobia”  in  alcoholism;  every  alcoholic  is  blind  to  the  most 
glaring  evidence  that  alcohol  is  not  being  used  normally  and 
vigorously  resists  having  this  fact  pointed  out  to  him. 

The  “CAGE”  questionnaire  was  developed  in  1 970  by  Drs 
John  Ewing  and  B.  A.  Rouse  and  published  in  American 
Journal  of  Psychiatry  ( 1 ).  After  more  than  1 5 years’  experi- 
ence with  this  test,  they  presented  their  results  in  the  Journal 
of  the  American  Medical  Association  in  October  1984,  with 
an  accompanying  editorial  (2).  These  are  the  four  questions: 

“C”:  Have  you  ever  tried  to  cut  down  on  your  drinking? 

“A”:  Have  you  ever  become  annoyed  when  someone  com- 
mented on  your  drinking? 

“G”:  Have  you  ever  felt  bad  or  guilty  about  your  drinking? 

“E”;  Have  you  ever  taken  a drink  first  thing  in  the  morning 
(an  '"eye-opener”)1 

The  next  time  you  suspect  depression  in  a patient,  give  the 
CAGE  test  a try  before  you  prescribe  a tranquilizer  or  mood 
elevator;  perhaps  it  will  save  your  patient’s  life  (or  marriage  or 
sanity). 

What  do  you  do  if  the  test  indicates  that  alcohol  is  one  of 
your  patient’s  problems?  Perhaps  most  importantly,  consider 
carefully  whether  the  prescription  of  a tranquilizer  will  be  in 
your  patient’s  long-range  best  interest.  Once  the  concepts  of 
detachment,  enabling,  and  denial  are  understood,  the  treat- 
ment of  these  often  charming  and  always  frustrating  patients 
can  become  a gratifying  addition  to  your  practice.  And  there 
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are  many  good  substance  abuse  treatment  centers  with  proven 
track  records  in  Texas.  If  finances  are  a problem.  Alcoholics 
Anonymous  is  free.  Or  call  a member  of  the  TMA  Committee 
on  Alcoholism  and  Drug  Abuse.  Today. 

BERNARD  W.  PALMER,  MD 

303  Madison  Square  Medical  Bldg,  San  Antonio.  TX  782 1 S. 
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Physicians  Computerized  Office 
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WE  MAKE 
HOUSE  CALLS 


/MEDS  will  individually  tailor  an  Office  Management 
system  to  fit  your  practice  needs.  Dallas  based,  MEDS 
has  been  satisfying  the  data  processing  needs  of 
physicians  across  Texas  tor  over  eight  years.  MEDS 
systems  help  simplify  and  streamline  the  increasingly 
complex  problem  of  managing  your  practice.  Contact  us 
so  that  we  can  show  you  all  the  ways  your  practice  can 
benefit  from  a system  of  your  own. 

/MEDS  PROVIDES 


• Electronic  claims  submissions 

• State  of  the  art  hardware 

• Ongoing  on  site  training 

• Patient  scheduling  and  recall 

• Insurance  filing  and  tracking 


For  more  information  call  (214)  739-3737  Three  NorthPork  Suite  210  8800  North  Central  Expy  Dallas,  Texas  75231 


Texas  Medicine 


Consider  the 
causative  organisms. . . 


cefaclor 


250-mg  Pulvules^  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacteriai  bronchitis 

H.  influenzae,  H.  influenzae,  S.  pneumoniae,  S.  pyogenes 

(ampicillin-susceptible)  (ampicillin-resistant) 


Brief  Summary  Consult  the  package  literature  lor  prescribing 
information 

Indications  and  Usage  Ceclor*  (cefaclor.  Lilly)  is  indicated  in  the 
treatment  of  the  tollowino  infections  when  caused  by  susceptible 
stiains  of  the  designated  microorganisms 
Lower  respiratory  infections  including  pneumonia  caused  by 
Sireplococcus  pneumoniae  iDiplococcus  pneumomaei.  Haemoph 
ilus  influenzae,  and  5 pjrogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be 
performed  to  determine  susceptibility  of  the  causative  organism 
to  Ceclor 

Contraindication  Ceclor  is  contraindicated  in  patients  with  Known 
allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALO- 
SPORIN ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY 
THERE  IS  CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL 
CROSS-ALLERGENICITY  OF  THE  PENICILLINS  AND  THE 
CEPHALOSPORINS,  AND  THERE  ARE  INSTANCES  IN  WHICH 
PATIENTS  HAVE  HAD  REACTIONS.  INCLUDING  ANAPHYLAXIS, 
TO  BOTH  DRUG  CLASSES 

Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectium  antibiotics  (including  macrolides.  semisynthetic 
penicillins,  and  cephalosporins);  therefore,  it  is  important  to 
consider  its  diagnosis  in  patients  who  develop  diarrhea  in 
association  with  the  use  of  antibiotics  Such  colitis  may  range  in 
severity  from  mild  to  life-threatening 
Treatment  with  broad-spectrum  antibiotics  alters  the  normal 
flora  of  the  colon  and  may  permit  overgrowth  of  Clostridia  Studies 
indicate  that  a toxin  produced  by  Clostridium  difficile  is  one 
primary  cause  of  antibiotic-associated  colitis 
Mild  cases  of  pseudomembranous  colitis  usually  respond  to 
drug  discontinuance  alone  In  moderate  to  severe  cases,  manage 
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ment  should  include  sigmoidoscopy,  appropriate  bacteriologic 
studies,  and  fluid,  electrolyte,  and  protein  supplementation 
When  the  colitis  does  not  improve  after  the  drug  has  been 
discontinued,  or  when  it  is  severe,  oral  vancomycin  is  the  drug 
of  choice  tor  antibiotic-associated  pseudomembranous  colitis 
produced  by  C difficile  Other  causes  of  colitis  should  be 
ruled  out 

Precautions  General  Precautions  ~ If  an  allergic  reaction  to 
Ceclor*  (cefaclor.  Lilly)  occurs,  the  drug  should  be  discontinued, 
and.  if  necessary,  the  patient  should  be  treated  with  appropriate 
agents,  e g pressor  amines,  antihistamines,  or  corticosteroids 
Prolonged  use  of  Ceclor  may  result  in  the  overorowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  if  superinlection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs'  tests  have  been  reported  during  treat- 
ment with  the  cephalosporin  antibiotics  In  hematologic  studies 
or  in  transfusion  cross-matching  procedures  when  antiglobuhn 
tests  are  performed  on  the  minor  side  or  in  Coombs'  testing  of 
newborns  whose  mothers  have  received  cephalosporin  antibiotics 
before  parturition,  it  should  be  recognized  that  a positive 
Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  conditions,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehling  s solutions  and  also  with  Clinltest’' 
tablets  but  not  with  Tes-Tape’  (Glucose  Enzymatic  Test  Strip. 
USP,  Lilly) 

Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  ol  gastrointestinal  disease,  particularly 
colitis 

Usage  in  Pregnancy  - Pregnancy  Category  B - Reproduction 
studies  have  been  performed  in  mice  and  rats  at  doses  up  to  12 
times  the  human  dose  and  in  ferrets  given  three  times  the  maximum 


human  dose  and  have  revealed  no  evidence  of  impaired  fertility 
or  harm  to  the  fetus  due  to  Ceclor*  (cefaclor.  Lilly)  There  are. 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women.  Because  animal  reproduction  studies  are  not  always 
predictive  of  human  response,  this  drug  should  be  used  during 
pregnancy  only  if  clearly  needed 
Nursing  Mothers  - Small  amounts  ol  Ceclor  have  been  delected 
in  mother  s milk  following  administration  of  Single  500-mg  doses 
Average  levels  were  0.18.  0.20. 0 21.  and  0 lo  mcg/ml  at  two. 
three,  four,  and  five  hours  respectively  Trace  amounts  were 
detected  at  one  hour  The  effect  on  nursing  infants  is  not  known 
Caution  should  be  exercised  when  Ceclor  is* administered  to  a 
nursing  woman 

Usage  in  Children  - Safety  and  effectiveness  of  this  product  for 
use  in  infants  less  than  one  month  of  age  have  not  been  established 
Adverse  Reactions  Adverse  effects  considered  related  to  therapy 
with  Ceclor  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70) 

Symptoms  of  pseudomembranous  colitis  may  appear  either 
during  or  alter  antibiotic  treatment  Nausea  and  vomiting  have 
been  reported  rarely 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 
ercent  ol  patients  and  include  morbiliform  eruptions  (1  in  100) 
ruritus  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multilorme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and.  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  ol  therapy 
with  Ceclor  Such  reactions  have  been  reported  more  frequently 
in  children  than  in  adults  Signs  and  symptoms  usually  occur  a few 
days  after  initiation  of  therapy  and  subside  within  a few  days 
after  cessation  of  therapy  No  serious  sequelae  have  been  reported 
Antihistamines  and  corticosteroids  appear  to  enhance  resolution 
of  the  syndrome 

Cases  of  anaphylaxis  have  been  leponed.  halt  of  which  have 


occurred  in  patients  with  a history  of  penicillin  allergy 

Other  effects  considered  related  to  therapy  included 
eosinophilla  (1  in  50  patients)  and  genital  pruritus  or  vaginitis 
(less  than  1 in  100  patients) 

Causal  Relationship  Uncertain  - Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as 
alerting  information  for  the  physician 

Hepaf/c-  Slight  elevations  in  SCOT,  SGPT,  or  alkaline 
phosphatase  values  11  in  40) 

Wemafopo/ef/c-  transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40). 

/Tena/-  Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200) 
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Note  Ceclor*  (cefaclor.  Lilly)  is  contraindicated  in  patients 
with  known  allergy  to  the  cephalosporins  and  should  be  given 
cautiously  to  penicillin-allergic  patients 
Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
©1984.  ELI  LILLY  AND  COMPANY 


Additional  information  available  to 
the  profession  on  repuest  from 
Ell  Lilly  and  Company 
Indianapolis.  Indiana  46285 
Ell  Lilly  Industries.  Inc 
Carolina.  Pueito  Rico  00630 
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Williston  to  receive 
Distinguished  Service  Award 

Texas  Medical  Association  will  honor  Ex- 
ecutive Director  C.  Lincoln  Williston 
with  its  highest  honor,  the  Distinguished 
Service  Award,  during  ceremonies  at  the 
association’s  1 19th  annual  session. 

The  setting  for  the  presentation  will  be 
the  General  Meeting  Luncheon,  Saturday, 
May  10,  12.15  to  2 pm,  in  the  Inter- 
national Ballroom  of  the  Fairmont  Hotel, 
Dallas. 

During  Mr  Williston’s  32  years  with 
TMA,  the  association’s  membership  has 
more  than  tripled.  Income  has  grown 
from  $325,000  in  1954  to  more  than 
$7  million,  and  income  consistently  has 
exceeded  expenditures. 

Mr  Williston  also  has  overseen  the  ex- 
pansion of  member  services.  The  associa- 
tion’s library  has  increased  its  collection 
from  fewer  than  1 1,000  volumes  and  395 
journal  subscriptions  to  54,000  volumes 
and  more  than  1,000  journal  subscrip- 
tions. In  1955,  the  association  initiated 
its  group  insurance  program,  which  has 
enrolled  more  than  1 3,000  physicians 
and  6,000  of  their  employees.  And,  in 
1969,  TMA  became  the  first  state  society 
to  devote  staff  resources  tt)  serve  the 
needs  of  physician  specialty  societies. 
Service  to  and  representation  of  physi- 
cian members  on  socioeconomic,  legal, 
and  legislative  issues  all  have  been  made 
in-house  functions  during  Mr  Williston’s 
career. 

In  joining  TMA’s  Board  of  Trustees  in 
endorsing  the  executive  director  for  the 
Distinguished  Service  Award,  the  Board 
of  Councilors  noted,  “Much  of  the  credit 
for  the  strength  and  vitality  of  the  Texas 
Medical  Association  as  it  exists  today,  and 
for  the  respect  and  support  it  enjoys 
among  Texas  physicians  may  indeed  be 
attributed  to  C.  Lincoln  Williston.  His  own 
dedication  and  above  all,  his  leadership, 
have  helped  mold  this  organization” 

The  House  of  Delegates  approved  Mr 
Williston’s  nomination  for  the  award  with 
a standing  ovation  during  their  meeting 
in  November  1985. 


Physicians  announce  candidacy 
for  elective  positions 

At  press  time,  35  physicians  had  an- 
nounced their  candidacy  for  Texas  Medi- 
cal Association  elective  positions  that 
will  be  filled  during  the  annual  session. 
May  7—11,  1 986,  in  Dallas. 

David  Vanderpool,  MD,  Dallas,  is  seek- 
ing the  position  of  president-elect,  and 
Nancy  Dickey,  MD,  Richmond,  is  a vice- 
presidental  candidate.  Also  on  the  ballot 
is  Margie  B.  Peschel,  MD,  Fort  Worth, 
who  is  seeking  the  secretary’s  office 
currently  filled  by  Dr  Vanderpool.  Milton 
V.  Davis,  MD,  Kaufman,  and  Betty  P. 
Stephenson,  MD,  Sugar  I^nd,  are  vying 
for  the  treasurer’s  spot.  F.  Warren  Tingley, 
Jr,  MD,  Arlington,  who  has  served  three 
terms  as  treasurer,  is  not  eligible  for  re- 
election.  Incumbent  Val  F.  Borum,  MD, 
Fort  Worth,  speaker  of  the  House  of 
Delegates,  will  seek  another  term,  as  will 
Joseph  C.  Ogle,  MD,  Dallas,  vice  speaker. 

E.  Don  Webb,  MD,  Houston,  is  seeking 
a third  term  as  Executive  Board  member- 
at  large.  James  M.  Graham,  MD,  Austin,  is 
seeking  a second  term  as  trustee,  place  1, 
and  Harold  R.  High,  MD,  Cuero,  will  run 
for  the  position  of  trustee,  place  2,  which 
is  being  vacated  by  Walter  A.  Brooks, 

MD,  Quanah.  Dr  Brooks,  having  served 
three  terms,  is  ineligible  for  reelection. 

Candidates  for  the  five  open  councilor 
positions  are:  incumbent  Tracy  D.  Gage, 
MD,  Lubbock,  district  3;  Joe  L.  Sanders, 
MD,  Del  Rio,  district  5;  Truman  F.  Appel, 
MD,  Corpus  Christi,  district  6;  incumbent 
Donald  A.  Gloff,  MD,  Clifton,  district  1 2; 
and  Robert  W.  Palmer,  MD,  Marshall,  dis- 
trict 1 5.  Councilors  Joe  A.  Lewis,  MD, 
Corpus  Christi,  district  6,  and  Ted  L. 
Rankin,  MD,  Longview,  district  1 5,  are 
not  eligible  for  reelection. 

R.A.D.  Morton,  MD,  El  Paso,  has  an- 
nounced his  candidacy  for  TMA’s  newly 
acquired  seat  in  the  American  Medical 
Association  House  of  Delegates.  Running 
for  reelection  to  their  positions  as  AMA 
delegates  are:  Sam  A.  Nixon,  MD,  Hous- 
ton; John  R.  Rainey,  Jr,  MD,  Austin; 

L.  Rodney  Rodgers,  MD,  Houston;  Val  F. 
Borum,  MD,  Fort  Worth;  John  M.  Smith, 
Jr,  MD,  San  Antonio;  Ted  H.  Forsythe,  MD, 
Lubbock;  Joseph  T.  Ainsworth,  MD,  Hous- 
ton; Dick  K.  Cason,  MD,  Hillsboro;  and 
Jack  T.  Chisolm,  MD,  Dallas. 

Three  physicians  have  announced  their 


candidacy  for  the  new  AMA  alternate  del- 
egate position.  They  are  J.  Forrest  Fitch, 
MD,  McAllen;  Bernard  W.  Palmer,  MD, 

San  Antonio;  and  Milton  W.  Talbot,  Jr, 

MD,  Austin.  Running  unopposed  for  re- 
election  to  their  positions  as  AMA  alter- 
nate delegates  are:  Paul  J.  Cunningham, 
MD,  Galveston;  Ruth  M.  Bain,  MD,  Austin; 
Harold  R.  High,  MD,  Cuero;  William  F. 
Ross,  MD,  Dallas;  George  W.  Smith,  MD, 

El  Paso;  Albert  F.  Hendler,  MD,  Dallas; 
John  D.  Bonnet,  MD,  Temple;  David  Van- 
derpool, MD,  Dallas;  D.  Clifford  Burross, 
MD,  Wichita  Falls;  F.  Warren  Tingley,  Jr, 
MD,  Arlington;  and  Max  C.  Butler,  MD, 
Houston. 


Proposed  amendment  allows 
TEXPAC  delegate  to  house 

As  one  aspect  of  establishing  the  Texas 
Political  Action  Committee  as  an  integral 
part  of  Texas  Medical  Association,  TMA 
delegates  will  consider  a constitutional 
amendment  to  allow  TEXPAC  representa- 
tion in  the  House  of  Delegates. 

The  delegates  will  vote  on  the  first 
reading  of  the  amendment  when  they 
meet  in  May  during  the  annual  session  in 
Dallas.  If  the  amendment  is  approved  at 
that  time,  a final  vote  will  be  scheduled 
when  the  delegates  meet  in  November 
1986.  If  the  amendment  is  approved, 
delegates  also  will  consider  a bylaws  re- 
vision that  would  add  the  chairman  of 
TEXPAC  as  an  ex  officio  member  of 
TMA’s  Executive  Board  and  as  a member 
of  the  Committee  on  State  Appointments. 

The  association’s  Board  of  Trustees 
supported  closer  ties  between  TMA  and 
TEXPAC  in  its  November  1985  report  to 
the  House  of  Delegates,  noting  the  lifting 
of  legal  constraints  that  had  necessitated 
separation  of  the  two  organizations. 

The  House  of  Delegates  approved  the 
principle  and,  in  November  1985,  com- 
mented, “These  innovative  changes  will 
be  of  immeasurable  value  to  Texas  medi- 
cine in  the  critical  legislative  year  1987, 
and  beyond.” 

The  proposed  amendment  revises  Ar- 
ticle V,  Section  2 by  addition: 

Sec.  2.  The  membership  of  the  House 
of  Delegates  shall  consist  of  ( 1 ) Dele- 
gates, elected  in  accordance  with  this 
Constitution  and  Bylaws,  and  ex  officio; 

..  .(13)  the  Chairman  of  TEXPAC .... 
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AMA  president  offers  advice 
to  Texas  physicians 

The  president  of  the  American  Medical 
Association  has  advised  Texas  physicians, 
“We’re  going  to  have  to  tighten  our  belts 
and  separate  the  needs  of  our  patients 
from  the  wants  of  our  patients” 

John  J.  Coury,  Jr,  MD,  Port  Huron, 

Mich,  offered  his  advice  during  TMA’s 
1986  Winter  Conference,  Feb  8,  1986,  in 
Austin.  Dr  Coury  joined  a league  of  dis- 
tinguished speakers  who  discussed  com- 
petition, tort  reform  and  other  legislative 
issues,  and  professional  liability. 

The  AMA  president  discussed  competi- 
tion, noting  that  the  effort  to  control 
costs  has  spawned  alternative  delivery 
systems  that  compete  with  physicians  in 
private  practice.  In  the  past,  he  said, 
competition  was  based  on  quality.  “Now 
it’s  based  on  the  bottom  line,”  he  said. 

Dr  Coury  emphasized  that  physicians 
entering  the  profession  today  are  the 
ones  who  will  most  keenly  feel  the 
effects  of  competition.  ‘Tou’re  going  to 
be  involved  in  it  whether  you  want  to  or 
not,”  he  warned. 

William  R.  Felts,  MD,  Washington,  DC, 
chairman  of  the  AMA’s  Council  on  Legis- 
lation, updated  the  audience  on  federal 
legislation  related  to  the  practice  of 
medicine.  The  major  forces  for  change  in 
this  arena  are  economics  and  the  trend 
to  cut  costs,  he  said.  Referring  to  the  Bal- 
anced Budget  and  Emergency  Deficit 
Control  Act,  popularly  known  as  Gramm- 
Rudman  legislation.  Dr  Felts  observed, 
“Great  uneasiness  about  the  wisdom'and 
effectiveness  of  this  law  permeate  the 
Washington  scene.”  He  predicted  that  the 
bill,  named  for  its  chief  Senate  sponsors 
Phil  Gramm  ( R-Tex ) and  Warren  Rudman 
(R-NH),  will  dominate  the  second  ses- 
sion of  the  Congress.  He  also  predicted 
that  the  Supreme  Court  will  rule  in  the 
spring  or  early  summer  on  the  constitu- 
tional challenge  to  the  law. 

Louis  R.  Zako,  MD,  Birmingham,  Mich, 
addressed  malpractice  developments.  Dr 
Zako  is  past  president  of  the  Michigan 
State  Medical  Society  and  chairman  of 
the  Michigan  Task  Force  on  Tort  Reform. 
He  emphasized  that  the  malpractice  sit- 
uation is  a patient  crisis.  He  added  that 
the  only  long-term  solution  is  fair  com- 
pensation for  those  seriously  injured  in 
the  course  of  medical  care,  without  re- 


gard to  fault.  He  conceded  that  critics 
will  argue  that  this  “no-fault”  approach 
leaves  physicians  without  accountability 
for  their  care.  But,  he  argued,  the  licens- 
ing process  is  the  way  to  weed  out  in- 
competent doctors.  “There  is  no 
relationship  between  malpractice  suits 
and  bad  doctors,”  he  said. 

George  Shipley,  Austin,  of  the  research 
firm  Shipley  & Associates,  told  conferees 
that,  “The  1986  state  elections  will  im 
pact  your  chance  of  tort  reform  remark- 
ably.” The  most  disturbing  influence  on 
tort  reform  is  the  fact  that  members  of 
the  House  of  Representatives  have 
challenged  Speaker  Gib  Lewis  ( D-Fort 
Worth ),  whom  Mr  Shipley  described  as  a 
friend  of  tort  reform.  Mr  Shipley  added 
that  in  the  key  State  Senate  races,  the 
friends  of  tort  reform  have  strong  and 
well-financed  campaigns.  All  factors  con- 
sidered, he  concluded,  “1  regard  the  po 
litical  odds  of  passage  ( of  tort  reform 
measures ) as  being  quite  positive.  ” 

More  than  1,200  registrants  attended 
the  conference.  TMA  boards,  councils, 
and  committees,  along  with  the  Hospital 
Medical  Staff  Section  and  the  Resident 
Physician  Section,  also  met.  Also  on  the 
program  were  three  continuing  medical 
education  courses. 

Cassette  tapes  of  selected  presenta- 
tions are  available  for  87.95  each,  plus  6 


1/8%  sales  tax.  For  additional  informa- 
tion, contact  TMA  Communication  De- 
partment, 1801  N Lamar  Blvd,  Austin,  TX 
7870 1 ; phone  (512  >477-6704. 


Trustees  balance  ‘86  budget, 
seek  income  growth 

Texas  Medical  Association’s  Board  of 
Trustees  has  adopted  a 1 986  operating 
budget  that  leaves  a $ 100,000-plus 
cushion  between  projected  income  and 
expenses.  But,  in  the  immediate  future,  a 
balanced  budget  will  depend  on  acceler- 
ating income  growth,  which  in  recent 
years  has  lagged  behind  the  annual 
growth  of  expenditures. 

The  1 986  budget  allows  for  nearly  88 
million  in  income  and  more  than  87  mil- 
lion in  expenses.  Projected  expenses  for 
1986  exceed  by  8.3%  the  projected  ac- 
tual expenditures  in  1985.  The  projected 
1986  revenues  represent  a 3%  increase 
over  the  figure  for  1985. 

The  net  operating  income,  the  differ- 
ence between  income  and  expenses,  is 
8531,830.  A 8422,1.30  allocation  to  the 
association’s  building  fund  reduces  the 
balance  to  8109,700. 

Membership  dues  are  expected  to 
produce  55%  of  the  association’s  total  in- 
come in  1986.  Other  sources  are  serv  ices 


John  J.  Coury,  Jr,  MD,  Port  Huron,  Mich,  president-  with  a member  of  the  atuiience  following  his 

elect  of  the  American  Medical  Association,  visits  presentation  at  TMA  's  winter  conference. 
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billed,  investment  income,  educational 
programs,  and  advertising  from  Texas 
Medicine. 

The  budget  was  prepared  with  special 
attention  to  TMA’s  seven  missions.  Repre 
sentation,  the  association’s  top  mission, 
accounts  for  27%  of  the  budget.  Other 
missions  and  their  percentages  of  the 
budget  are:  membership  and  federation 
relations,  24% ; scientific  information, 
19%;  socioeconomic  information,  14%; 
management,  1 2% ; educational  stan- 
dards, 2% ; and  standards  of  conduct,  2% . 

The  1986  budget  allows  significant  in- 
creases in  allocations  to  board,  council, 
and  committee  activities  and  decreases  in 
allocations  for  departmental  operations. 

The  Board  of  Trustees  presented  the 
budget  to  the  Executive  Board  at  its 
meeting  Feb  9,  1986,  in  Austin. 

Communication  council  names 
Anson  Jones  award  winners 

Texas  Medical  Association’s  Council  on 
Communication  has  announced  the  win- 
ners of  the  1986  Anson  Jones  Award 
competition,  which  recognizes  excel- 

Jim Bob  Brame,  MD.  El  Dorado.  TMA's  president- 
elect, appears  in  a public  sert'ice  announcement 
tvith  the  theme,  "medicine  is  a helping  prrofession, 


lence  in  communicating  health  informa- 
tion to  the  public.  The  winners  w ill 
receive  a framed  certificate  and  a S500 
cash  prize  during  ceremonies  in  conjunc- 
tion with  TMA’s  annual  session,  May 
7-11,  1986,  in  Dallas. 

Medical  w riters  Ruth  SoRelle,  Houston 
Chronicle,  and  Barbara  Laker,  Dallas 
Times  Herald,  tied  for  first  place  in  the 
category'  for  daily  newspapers  in  Dallas, 
Fort  Worth,  Houston,  and  San  Antonio. 
The  San  Angelo  Standard-Times  and  re- 
porters Doug  Nurse,  Jan  Tomas,  and 
Joyce  Ames  won  the  honors  in  category' 
lb,  daily  new'spapers  all  other  cities.  The 
category'  for  weekly,  biweekly,  or  semi- 
weekly newspapers  had  a first-place  tie 
between  Debbie  Grisson,  Panola  County 
Post,  and  Mary'  Leigh  Best  of  the  same 
paper. 

Reporters  Mary’  Candace  Evans,  Ross 
Ramsey,  and  Scott  White,  Dallas  Maga- 
zine, were  the  unanimous  choice  for  top 
honors  in  company,  employ  ee,  associa- 
tion, or  trade  publications.  Jan  Short, 
Houston  City  magazine,  won  top  honors 
in  consumer-oriented,  general-interest 
publications. 

In  the  broadcast  categories,  Dennis 

and  doctors  want  to  help  you. " The  association  has 
produced  four  such  announcements  as  part  of  a 
campaign  to  enhance  the  image  of  physicians 


Johnson,  WFAA-TV,  Dallas,  won  for  his 
series,  “The  Dying  Mind,”  which  studied 
Alzheimer’s  disease,  and  “A  Matter  of  Life 
and  Debt,”  a study  of  the  economics  of 
medicine.  Mr  Johnson  was  recognized  in 
category'  4a,  television  stations  in  Dallas, 
Fort  Worth,  Houston,  and  San  Antonio, 
Anna  Martinez,  KLTV-TV,  Tyler,  won  in 
the  category'  for  all  other  television 
stations. 

No  first-place  winners  were  named  in 
radio  broadcast  categories. 

The  Anson  Jones  Award  competition 
attracted  104  entries  in  its  nine  catego- 
ries. The  award  is  named  in  honor  of  a 
pioneer  Texas  physician  who  served  the 
Republic  of  Texas  as  a member  of  Con- 
gress, as  secretary'  of  state,  and  as  its  last 
president.  He  also  was  a prolific  writer. 


HEALTH  UNE 


TMA  brochures  offer 
latest  on  AIDS 

Two  brochures  from  Texas  Medical  Asso- 
ciation offer  the  latest  information  on  ac- 
quired immune  deficiency  syndrome 
(AIDS)  to  physicians  and  the  general 
public. 

“Managing  the  AIDS  Problem,”  a bul- 
letin for  physicians,  has  been  revised  to 
include  new  medical  discoveries  about 
the  syndrome.  TMA  first  produced  and 
distributed  the  brochure  in  1983-  Copies 
have  been  mailed  to  the  TMA  member- 
ship, and  additional  copies  are  available 
to  members  free  of  charge. 

“Facts  You  Should  Know  about  AIDS,” 
a new  brochure  for  the  general  public,  is 
available  for  physicians  to  distribute  in 
their  waiting  rooms.  The  brochure  is  de- 
signed to  allay  fears  caused  by  rumor  or 
false  information,  and  tells  readers  how 
to  reduce  or  eliminate  their  chances  of 
contracting  AIDS.  The  brochures  are  free 
to  TMA  members,  with  a shipping  cost  of 
$2.50  for  orders  up  to  950,  Please  in- 
quire before  ordering  larger  quantities. 
Nonmembers  will  be  charged  5 cents  per 
brochure  plus  sales  tax  and  shipping.  The 
brochures  may  he  ordered  only  in  incre- 
ments of  50. 

For  further  information,  or  to  place  an 
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order,  contact  the  Communication  De- 
partment, Texas  Medical  Association, 
1801  N Lamar  Blvd,  Austin,  TX  78701; 
phone  ( 5 1 2 )477—  6704. 


Traffic  fatalities  decline 
with  seat  belt  use 

Traffic  death  tolls  among  drivers  and  pas- 
sengers covered  by  safety  belt  use  laws 
continue  to  decline.  Among  the  six  states 
with  the  longest  experience  with  safety 
belt  use  laws — New  York,  New  Jersey, 
Illinois,  Michigan,  Texas,  and  Nebraska — 
decreases  in  fatalities  range  from  10%  to 
26% . This  translates  into  a savings  of 
nearly  525  lives  in  the  six  states,  accord- 
ing to  Traffic  Safety  Now,  Inc,  an  organiza- 
tion dedicated  to  the  promotion  of  safety 
belt  use. 

In  Texas,  there  was  an  18.1%  decrease 
in  front-seat  occupant  fatalities  during 
September,  October,  and  November  of 
1985,  the  first  three  months  that  the  law 
was  in  effect.  Preliminary  Department  of 
Public  Safety  ( DPS ) statistics  reveal  that 
460  drivers  and  front  seat  passengers 
died  during  the  three  months  in  1985 
compared  to  562  during  the  same  1984 
months. 

“These  statistics  indicate  that  the  law 
in  Texas  is  working  for  us,”  said  George 
Gustafson,  spokesman  for  the  Texas 


“No,  I’m  not  a doctor;  I’m  an  enterprising 
patient.” 


Coalition  for  Safety  Belts.  The  coalition  of 
organizations,  including  the  Texas  Medi- 
cal Association  and  the  TMA  Auxiliary, 
lobbied  for  the  seat  belt  legislation. 

Guidelines  address  treatment 
of  C trachomatis  infection 

Chlamydia  trachomatis  is  the  most 
prevalent  sexually  transmitted  bacterial 
pathogen  in  the  United  States  today. 

Guidelines  for  the  treatment  of 
Chlamydia  trachomatis  infection  were 
published  in  January  by  the  Texas  De- 
partment of  Health  ( Texas  Preventable 
Disease  News,  }?Ln  25,  1986).  The  guide- 
lines for  laboratory-documented  infec- 
tions caused  by  nonlymphogranuloma 
venereum  strains  of  C trachomatis  in- 
clude ( 1 ) treatment  of  adults,  ( 2 ) treat- 
ment for  chlamydial  urogenital  infections 
during  pregnancy,  ( 3 ) treatment  for  es- 
tablished chlamydial  conjunctivitis  of 
the  newborn,  and  ( 4 ) treatment  for 
chlamydial  pneumonia  of  infancy. 

The  guidelines  are  available  from  the 
Texas  Department  of  Health  Bureau  of 
Epidemiology,  1 100  W 49th  St,  Austin, 

TX  78756-3180;  phone 
(512)458-7207. 


TDH  issues  guidelines 
for  schools,  AIDS  patients 

The  Texas  Department  of  Health  (TDH) 
has  issued  guidelines  for  providing  edu- 
cation to  students  with  acquired  immune 
deficiency  syndrome  (AIDS),  AIDS- 
related  conditions  (ARC),  or  HTLV-III 
infection. 

As  noted  in  Texas  Preventable  Disease 
News  (Jan  1 1,  1986),  the  recommended 
guidelines  were  adapted  from  the  State  of 
Connecticut  Departments  of  Education 
and  Health  Services  “Information  and 
Guidelines”  published  in  March  1985, 
and  the  Centers  for  Disease  Control 
recommendations,  “Education  and 
Foster  Care  of  Children  with  Human 
T-Lymphotropic  Virus  Type  III/ 
Lymphadenopathy -Associated  Virus,” 
published  in  August  1985. 

The  recommendations  apply  to  all 
school-aged  children  known  to  be  in- 
fected with  human  T-lymphotropic  virus 
type  Ill/lymphadenopathy-associated 


virus  (HTLV-III/LAV).  This  includes  chil- 
dren with  AIDS  as  defined  by  the  CDC 
for  reporting  purposes,  children  who  are 
diagnosed  by  their  physicians  as  having 
an  illness  because  of  infection  with 
HTLV-III/LAV  but  do  not  meet  the  case 
definition,  and  children  who  are 
asymptomatic  but  have  virologic  or 
serologic  evidence  of  infection  with 
HTLV-III/LAV.  The  recommendations  do 
not  apply  to  siblings  of  infected  children 
unless  they  also  are  infected. 

The  guidelines  are  intended  to  providt 
school  districts  with  a framework  on 
which  to  develop  programs  to  meet  the 
needs  of  all  children  for  whom  the  publi« 
schools  are  responsible. 

The  guidelines  are  available  from  the 
TDH  Bureau  of  Epidemiology,  1 100  W 
49th  St,  Austin,  TX  78756—3180;  phone 
(512)458-7207. 


AMA  supports  reduction 
of  military  tobacco  sales 

The  American  Medical  Association  has 
expressed  its  support  of  a Department  of 
Defense  proposal  to  remove  tobacco 
products  from  military  commissaries. 
Ending  commissary  sales  of  tobacco  was 
recommended  by  William  Mayer,  MD,  as- 
sistant secretary  for  health  affairs,  to  re- 
duce the  easy  availability  of  low-cost 
cigarettes  to  military  personnel. 

The  military  has  a significantly  larger 
percentage  of  smokers  than  does  the  gen 
eral  population,  noted  AMA  Executive  j 
Vice  President  James  H.  Sammons,  MD,  ir  | 
a letter  to  Secretary  of  Defense  Caspar  W.  i 
Weinberger.  Incidence  of  cigarette  smok- 
ing among  the  general  population  in 
1983  was  34.8%  among  men  and  29-8%  ; 
among  women,  said  Dr  Sammons.  In  con-  i 
trast,  53-3%  of  the  men  and  51.7%  of  the 


“Many  young  people  enter  military  ser  | 
vice  as  nonsmokers,  but  leave  with  the 
dangerous  habit  of  cigarette  smoking,” 
added  Dr  Sammons.  “Cancer  and  heart 
disease  are  unfitting  rewards  for  those 
who  have  served  their  country.” 


Texas  Medicine 


'socioeconomics 


frustees  to  study  feasibility 
>fHMOforTMA 

Vt  the  request  of  the  Executive  Board, 
Texas  Medical  Association’s  Board  of 
Trustees  is  evaluating  a request  to  de- 
velop a study  on  whether  TMA  should 
;stablish  a statewide  for-profit,  physician- 
')wned  health  maintenance  organization 
letwork.  The  initial  action  will  be  to  poll 
i random  sample  of  TMA  members  on 
heir  interest  in  participating  in  such  a 
network. 

['  The  proposal  for  a study,  which  in- 
li.iuded  extensive  background  infor- 
nation,  was  prepared  by  O.  Edwin 
i»lcClusky,  MD,  Tyler,  a member  of  the 
ilommittee  on  Long-Range  Planning; 
irover  L.  Bynum,  Jr,  MD,  Austin,  chair- 
pan  of  the  Council  on  Socioeconomics; 
ind  Donald  M.  Anderson,  assistant  execu- 
ive  director  of  TMA  and  director  of  the 
5SOciation’s  Socioeconomics  Division, 
rhe  Executive  Board  referred  the  pro- 
>osal  to  the  Board  of  Trustees  during  its 
neeting  Feb  9 in  Austin. 

The  authors  suggest  that  the  state 
nedical  associations  of  Georgia  and  Mis- 
lissippi  have  voted  to  create  similar  orga- 
lizations,  and  that  there  are  several 
)hysician-contrGlled  HMOs  within  Texas, 
lie  authors  suggest  that  further  investiga- 
lion  is  needed  to  determine  ( 1 ) provider 
nterest  and  willingness  to  participate, 

2)  employer  interest,  and  (3)  the  avail- 
Ibility  of  capital  financing. 

iTMF  names 

,‘egional  medical  directors 

,rhe  Texas  Medical  Foundation  (TMF)  Ex- 
ecutive Committee  has  named  nine  re- 
Iponal  medical  directors,  who  will  be 
esponsible  for  medical  peer  review  ac- 
ivities  within  their  regions,  including 
(hysician  advisor  recruitment,  training, 
nd  education. 

The  directors  are; 

— ^John  H.  Selby,  MD,  Lubbock,  Pan- 
liandle/Lubbock  region 

— Edgar  L.  Etier,  Jr,  MD,  Fort  Worth, 
>Iorth  Texas/Fort  Worth  region 

— Allen  M.  Fain,  MD,  Dallas,  Northeast 


Texas/I^allas  region 

— Donald  S.  Fluge,  MD,  Houston,  Gulf 
Coast/Houston  region 

— W.  Harris  Oakes,  MD,  Alice,  South 
Texas/Corpus  Christi  region 

— Nancy  F.  Fishback,  MD,  San  Antonio, 
West  Texas/San  Antonio  region 

— Thomas  L.  Pester,  MD,  Andrews,  Far 
West  Texas/El  Paso  region 

— Gerald  Flanagan,  DO,  Fort  Worth, 
statewide  osteopathic  review  activity 
— Royce  Keilers,  DO,  LaGrange,  Aus- 
tin-based mail-in  review 


Workers’  comp  guide  describes 
arbitration  system 

The  revised  Physicians’  Workers'  Com- 
pensation Guide  describes  a new  volun 
tary,  nonbinding  arbitration  system  for 
settling  fee  disputes  between  physicians 
and  insurance  carriers.  It  also  provides 
updated  information  on  workers’  com- 
pensation law  and  Texas  Industrial  Acci- 
dent Board  regulations. 

The  guide  is  published  under  the  aus- 
pices of  Texas  Medical  Association’s 
Committee  on  Workers’  Compensation 
and  Occupational  Medicine,  in  conjunc- 
tion with  the  Texas  Medical  Liaison 

Dati  Lehman,  an  executive  with  TMA's  Insurance 
Service  Office,  participates  in  ceremonies  marking 
the  first  insurance  claim  paid  by  the  office’s  in- 


Committee. 

The  publication  is  available  upon  re- 
quest from  the  Office  of  the  General 
Counsel,  Texas  Medical  Association,  1801 
N Lamar  Blvd,  Austin,  TX  78701;  phone 
(512)477-6704,  ext  l4l. 


Houston  med  students  see 
medicine  in  action 

A new  program  in  Houston  allows  first- 
and  second-year  medical  students  to 
see  nonacademic  medicine  in  action 
by  spending  a day  with  a practicing 
physician. 

Members  of  the  Texas  Medical  Associa- 
tion Medical  Student  Section  and  the 
Harris  County  Medical  Society  Medical 
Student  Committee  conducted  a one- 
month  pilot  project  to  test  the  feasibility 
of  the  preclinical  preceptorship  in  the 
fall  of  1984.  According  to  medical  stu- 
dents Brian  A.  Mason  and  Boyd  R. 

Jenkins,  “The  response  was  overwhelm- 
ingly enthusiastic”  They  also  report  that 
students  felt  the  experience  enabled 
them  to  apply  classroom  knowledge, 
motivated  them  to  study  harder,  and 
helped  determine  their  choice  of  spe- 
cialty. Physicians  in  the  program  reported 

house  computer  Behind  him  is  one  of  the  newly 
installed  terminals  The  system  is  expected  to  make 
service  more  timely  and  cost  effective. 
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In  ten  years  your  malpractice 

just  a memory 


14 


carrier  may  be 

Unless  it’s  Medical  Protective. 

As  you  consider  professional  liability  insurance, 
consider  this.  The  coverages  stated  in  the  policy  are 
basically  a promise  — a promise  to  be  here  w'hen 
needed  regardless  of  legal  climate  or  economic 
conditions.  A company’s  ability  to  keep  this  promise 
is  critical  because  your  financial  security  may 
depend  on  it.  Unfortunately,  too  many  firms  are  now 
finding  the  task  impossible. 

Analyze  your  liability  insurance  options  carefully 
just  as  you  would  any  important  investment.  Go 
beyond  the  agent  and  the  policy  to  the  company  that 


stands  behind  both.  How  long  has  it  been  in  opera- 
tion? Has  it  weathered  some  of  the  tough  times?  Will 
it  be  there  for  you  when  you  need  help? 

The  Medical  Protective  Company  pioneered  profes- 
sional liability  coverage  before  the  turn  of  the 
century  and  has  served  doctors  exclusively  ever 
since.  Over  500,000  of  them.  Through  good  times 
and  bad.  We’ll  be  here  when  you  need  us. 

Contact  The  Medical  Protective  Company  through 
one  of  our  general  agents.  History  shows  we  keep 
our  promises. 


Cl  ii  (04^  t,)  ^ e TlmiaMir 


Bruce  Crim,  Keith  H.  Prince,  Charles  F.  Curtice,  Daniel  S.  Marley  Wayne  L.  Kirk,  Mark  Lee  Gunter  Michael  Rollans 

Suite  570,  Allied  Lakewood  Bank  Center,  6301  Gaston  Avenue  Suite  155,  7887  Katy  Freeway  Thomas  A.  Weisman 

Dallas  TX  75214-3947,  (214)  821-4640  Katy  Hollow  Office  Park  512  GPM  Life  Building 

Houston,  TX  77024,  (713)  682-8024  San  Antonio,  TX  78216,  (512)  344-59C 
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that  “Student  enthusiasm  is  contagious!” 
and  “It’s  always  a joy  to  see  the  medical 
student  in  his  first  clinical  setting.”  Mes- 
srs Mason  and  Jenkins  add  that  all  the 
physicians  who  participated  in  the  pilot 
project  expressed  a desire  to  participate 
again  in  an  ongoing  program. 

Following  the  success  of  the  pilot 
project,  the  program  will  continue  with 
plans  for  allowing  more  students  an  op- 
portunity to  participate  and  expanding 
the  number  of  specialties  represented. 
Students  have  expressed  interest  in 
working  in  a broad  range  of  specialties, 
but  those  mentioned  most  often  are,  in 
descending  order;  pediatrics,  surgery, 
family  practice,  and  orthopedics. 

Messrs  Mason  and  Jenkins  note  that  the 
goals  of  the  program  are  “ ...  to  foster  in 
the  participant  an  appreciation  of  the  art, 
a renewed  excitement  about  his  or  her 
career,  and  an  increased  understanding  of 
the  physician/patient  relationship,  as  well 
as  to  permit  close-up  observation  of  the 
logistics  of  running  a private  practice.” 


CAPITAL  COMMENTS 


Physicians  receive 
state  appointments 

Texas  Medical  Association’s  Committee 
on  State  Appointments  reports  that  19 
physicians  recently  have  been  appointed 
to  state  boards,  councils,  committees, 
and  commissions. 

Arthur  M.  Jansa,  Sr,  MD,  Houston,  has 
been  appointed  to  the  State  Board  of 
Medical  Examiners.  Other  appoint- 
ments are; 

— Texas  Board  of  Health:  Arthur  L. 
Rainer,  MD,  Cleburne,  and  Jose  Roman,  Jr, 
MD,  El  Paso. 

— Statewide  Advisory'  Committee  on 
Primary’  Health  Care:  Ron  McMurry',  MD, 
Jasper. 

— Statewide  Health  Coordinating 
Council;  Edward  A.R.  Lord,  Jr,  MD, 
Houston. 

Texas  Commission  on  Alcohol  and 
Drug  Abuse;  Cervando  Martinez,  Jr,  MD, 
San  Antonio. 

— Texas  Commission  on  Rehabilita- 
tion: Cutberto  Garza,  MD,  PhD,  Houston. 

— Family  Practice  Residency  Advisory 


Committee:  D.  Clifford  Burross,  MD, 
Wichita  Falls,  replacing  the  late  C.  Frank 
Webber,  MD,  Houston. 

— Pilot  Task  Force  on  Skin  Care  Ini- 
tiative for  Nursing  Home  Residents  in 
Texas:  Toni  Funicella,  MD,  Austin. 

— Coordinating  Board,  Texas  College 
and  University'  System:  Lauro  G.  Guerra, 
MD,  McAllen. 

— Ad  Hoc  Committee  on  Physician 
Participation  in  Nursing  Homes:  Jack  S. 
Weinblatt,  MD,  Temple. 

— Texas  Rehabilitation  Commission’s 
Medical  Consultation  Committee;  ( New 
appointments)  George  Albert  Dawson, 
MD,  Abilene;  Jo  Bess  Reesing  Hammer, 
MD,  Austin;  John  R.  Rainey,  Jr,  MD,  Aus- 
tin; Robert  R.  Somervill,  MD,  Harlingen; 
and  ( reappointments ) Sheridan  T.  Gibler, 
MD,  Fort  Worth;  Lamar  Jackson,  MD, 
Houston;  and  Charles  Bruce  Sadler,  MD, 
Amarillo. 

TMA’s  Committee  on  State  Appoint- 
ments comprises  the  association’s  presi- 
dent, immediate  past  president, 
president-elect,  and  the  chairman  of  the 
Council  on  Legislation.  The  committee 
insures  that  the  medical  profession  is 
well  represented  on  appropriate  state 
boards,  agencies,  and  commissions,  and 
on  the  boards  of  regents  of  educational 
institutions.  The  members  monitor  avail- 
able positions,  solicit  nominations  from 
association  boards,  councils,  and  commit- 
tees, and  from  county  medical  societies 
and  individual  members.  Nominations 
are  presented  to  the  Executive  Board  for 
approval,  then  forwarded  to  the  governor 
or  to  other  appointing  officials. 


NEWSMAKERS 


TRLlETT  BOLES,  MD,  an  Arlington  pedi- 
atrician, has  been  honored  with  the 
naming  of  an  Arlington  junior  high 
school.  In  January,  the  Arlington  Indepen- 
dent School  District,  for  which  Dr  Boles 
served  as  president  from  1973  through 
1981,  unanimously  approved  the  naming 
of  the  new  southwest  junior  high  school 
in  honor  of  Dr  Boles. 

CHARITS  C.  SPRAGUE,  MD,  has  been 
named  recipient  of  the  Dallas  County 


Medical  Society’s  1986  Distinguished  Ser- 
vice Award.  Dr  Sprague,  president  of  The 
University  of  Texas  Health  Science  Cen- 
ter at  Dallas,  was  honored  for  his  “un- 
paralleled leadership  in  Dallas  medicine 
and  his  communitarian  service.” 

The  city  of  El  Paso  recently  presented 
certificates  of  appreciation  to  participants 
in  project  Clinica  Esperanza,  a relief 
effort  assisting  victims  of  the  September 
1985  earthquake  in  Mexico  City.  Mem- 
bers of  the  El  Paso  County  Medical 
Society'  and  the  society  ’s  auxiliary  partici- 
pated. A team  of  physicians  and  allied 
health  professionals  from  El  Paso  saw  and 
treated  1,179  patients  in  Mexico  City'. 

THOMAS  E.  ANDREOLl,  MD,  has  been 
appointed  the  Edward  Randall  111  Pro- 
fessor at  The  University  of  Texas  Health 
Science  Center  at  Houston  Dr  Andreoli, 
professor  and  chairman  of  the  depart- 
ment of  internal  medicine  at  the  UT 
Medical  School,  is  the  first  to  hold  the 
professorship.  He  is  chief  of  medicine  at 
Hermann  Hospital  and  director  of  the 
Texas  Kidney  Institute. 

NICHOIAS  C.  HIGHTOWER,  MD,  has 
been  honored  by  Scott  and  White  and 
Texas  A&M  University  (k)llege  of  Medi- 
cine with  the  establishment  of  the 
Nicholas  Carr  Hightower  Chair  of  Gastro- 
enterology’. Dr  Hightower  joined  Scott 
and  White  in  1953  as  chairman  of  the 
department  of  clinical  physiology  and  to 
establish  the  institution  s first  research 
program.  He  served  in  that  capacity  until 
1968,  when  he  was  appointed  director  of 
the  division  of  research  and  education,  a 
position  he  held  until  1978.  Since  1979 
he  has  been  a senior  consultant  in  the 
division  of  gastroenterology  and  since 
1981  professor  of  internal  medicine  at 
Texas  A&M  University  College  of  Medi 
cine.  Upon  his  retirement.  Dr  Hightower 
was  honored  at  a February'  reception  at 
Scott  and  White. 

STEPHEN  CLARK,  MD,  Austin,  has  been 
named  medical  advisor  for  the  Reach  to 
Recovery'  Program  of  the  American 
Cancer  Society  (ACS),  and  JAMES 
CULLINGTON,  MD,  also  of  Austin,  has 
been  named  medical  advisor  for  the  ACS 
Reconstruction  Program. 
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TEXAS  MEDICAL  LIABILITY  TRUST 


The  Texas  Medical  Liability 
Trust  is  an  organization  offer- 
ing  professional  liability  insur- 
ance responsive  to  the  needs 
of  Texas  physicians. 

Our  philosophy  is  to  pro- 
vide an  enduring  source  of  lia- 
bility insurance,  impact  on  the 
overall  malpractice  insurance 
market  by  our  presence,  pro- 
vide loss  prevention  and  risk 
management  education  to 
minimize  malpractice  prob- 
lems and  to  effectively  handle 
claims  with  personal  attention 
to  our  policyholders.  This  phi- 
losophy results  in  the  highest 
quality  liability  insurance  tor 
Texas  physicians. 

Today,  the  health  care  in- 
dustry is  in  an  era  of  change. 
Cost  containment  incentives, 
DRG  systems,  competitive  en- 


vironment, and  rising  costs  of 
health  care;  plus  new  laws  and 
liberal  legal  trends  are,  more 
than  ever  before,  affecting  the 
Texas  physician.  The  Texas 
Medical  Liability  Trust  is 
acutely  aware  of  these  trends. 
Our  priority  to  anticipate  the 
future  and  understand  the 
staggering  problems  of  profes- 
sional liability  are  a vital  part 
of  the  quality  service  offered. 
And  it  is  because  of  this 
awareness  and  our  understand- 
ing of  the  industry  that  TMLT 
has  emerged  as  a dynamic 
leader  in  the  field  of  profes- 
sional liability  insurance. 

The  Texas  Medical  Liability 
Trust  . . . quality  insurance 
services  to  match  quality 
medical  practices. 


VET 


THE  HIGHEST  QUALITY  LIABILITY  INSURANCE  FOR  TEXAS  PHYSICIANS. 

Created  by  the  Texas  Medical  Association 


Statewide  Service  Center:  1-800-252-9179/P.O.  Box  14746,  Austin,  Texas  78761 


Berore  prescribing,  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  PDR.  The  following  is  a brief  summary. 
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WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hypertension. 
Edema  or  hypertension  requires  therapy  titrated  to  the  individual.  If  this 
combination  represents  the  dosage  so  determined,  its  use  may  be 
more  convenient  in  patient  management.  Treatment  of  hypertension 
and  edema  is  not  static,  but  must  be  reevaluated  as  conditions  in 
each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings;  Do  not  use  potassium  supplements,  dietary  or  otherwise,  unless 
hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly  Impaired. 
H supplementary  potassium  is  needed,  potassium  tablets  should  not  be 
used.  Hyperkalemia  can  occur,  and  has  been  associated  with  cardiac  irregu- 
larities. It  is  more  likely  in  the  severely  ill.  with  urine  volume  less  than 
one  liter/day,  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency.  Periodically,  serum  K"*”  levels  should  be  determined.  If  hyper- 
kalemia develops,  substitute  a thiazide  alone,  restrict  intake.  Asso- 
ciated widened  ORS  complex  or  arrhythmia  requires  prompt  additional 
therapy.  Thiazides  cross  the  placental  barrier  and  appear  in  cord  blood. 
Use  in  pregnancy  requires  weighing  anticipated  benefits  against  possible 
hazards,  including  fetal  or  neonatal  jaundice,  thrombocytopenia,  other 
adverse  reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should  stop 
nursing.  Adequate  information  on  use  in  children  is  not  available.  Sensitivity 
reactions  may  occur  in  patients  with  or  without  a history  of  allergy  or 
bronchial  asthma.  Possible  exacerbation  or  activation  of  systemic  lupus 
erythematosus  has  been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
'Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity.  Theoreti- 
cally, a patient  transferred  from  the  single  entities  of  Oyrenium  (triamterene, 
SKSF  CO.)  and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure 
or  fluid  retention.  Similarly,  it  is  also  possible  that  the  lesser  hydro- 
chlorothiazide bioavailability  could  lead  to  increased  serum  potassium  levels. 
However,  extensive  clinical  experience  with  'Dyazide'  suggests  that  these 
conditions  have  not  been  commonly  observed  in  clinical  practice.  Do 
periodic  serum  electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during  concurrent 
use  with  amphotericin  B or  corticosteroids  or  corticotropin  [ACTH]). 
Periodic  BUN  and  serum  creatinine  determinations  should  be  made, 
especially  in  the  elderly,  diabetics  or  those  with  suspected  or  confirmed 
renal  insufficiency.  Cumulative  effects  of  the  drug  may  develop  in  patients 
with  impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma  in 
patients  with  severe  liver  disease.  Observe  regularly  for  possible  blood 
dyscrasias,  liver  damage,  other  idiosyncratic  reactions.  Blood  dyscrasias 
have  been  reported  in  patients  receiving  triamterene,  and  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic  and  hemolytic  anemia 
have  been  reported  with  thiazides.  Thiazides  may  cause  manifestation  of 
latent  diabetes  mellitus.  The  effects  of  oral  anticoagulants  may  be 
decreased  when  used  concurrently  with  hydrochlorothiazide;  dosage  adjust- 
ments may  be  necessary.  Clinically  insignificant  reductions  in  arterial 
responsiveness  to  norepinephrine  have  been  reported.  Thiazides  have  also 
been  shown  to  increase  the  paralyzing  effect  of  nondepolarizing  muscle 
relaxants  such  as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist. 
Do  periodic  blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive 
effects  may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously 
in  surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  asso- 
ciation with  the  other  usual  calculus  components.  Therefore,  'Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients  on 
'Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is  advised  in 
administering  nonsteroidal  anti-inflammatory  agents  with  'Dyazide'.  The 
following  may  occur:  transient  elevated  BUN  or  creatinine  or  both,  hyper- 
glycemia and  glycosuria  (diabetic  insulin  requirements  may  be  altered), 
hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia),  decreasing 
alkali  reserve  with  possible  metabolic  acidosis.  'Dyazide'  interferes  with 
fluorescent  measurement  of  quinidine.  Hypokalemia  is  uncommon  with 
'Dyazide',  but  should  it  develop,  corrective  measures  should  be  taken  such 
as  potassium  supplementation  or  increased  dietary  intake  of  potassium- 
rich  foods,  Dorrective  measures  should  be  instituted  cautiously  and  serum 
potassium  levels  determined.  Discontinue  corrective  measures  and 
'Dyazide'  should  laboratory  values  reveal  elevated  serum  potassium, 
Dhloride  deficit  may  occur  as  well  as  dilutional  hyponatremia.  Concurrent 
use  with  chlorpropamide  may  increase  the  risk  of  severe  hyponatremia. 
Serum  FBI  levels  may  decrease  without  signs  of  thyroid  disturbance.  Cal- 
cium excretion  is  decreased  by  thiazides.  Dyazide'  should  be  withdrawn 
before  conducting  tests  for  parathyroid  function. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive 
drugs. 

Diuretics  reduce  renal  clearance  of  lithium  and  increase  the  risk  of  lithium 
toxicity. 


Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache,  dry 
mouth:  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other  dermat- 
ological conditions;  nausea  and  vomiting,  diarrhea,  constipation,  other 
gastrointestinal  disturbances:  postural  hypotension  (may  be  aggravated  by 
alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including  pneu- 
monitis and  pulmonary  edema,  transient  blurred  vision,  sialadenitis,  and 
vertigo  have  occurred  with  thiazides  alone.  Triamterene  has  been  found  in 
renal  stones  in  association  with  other  usual  calculus  components.  Rare 
incidents  of  acute  interstitial  nephritis  have  been  reported.  Impotence  has 
been  reported  in  a few  patients  on  'Dyazide',  although  a causal  relationship 
has  not  been  established. 

Supplied:  'Dyazide’  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules;  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  in  Patient-Pak™  unit-of-use  bottles  of  100. 

BRS-DZ:L39 


In  Hypertension*... 
When  Ihu  Need  to 
Conserve  K+ 

Remember  the  Unique 
Red  and  White  Capsule: 
1four  Assurance  of 
SK&F  Quality 
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r - Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings 


Potassium-  Sparing 

DIAZIDF 

25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 

Over  19  Years  of  Confidence 


a product  of 

SK&F  CO. 

Carolina,  RR.  00630 


The  unique 
red  and  white 
Dyazide®  capsule 
"Vbur  assurance  of 
SK&F  quality. 


©SK&F  Co.,  1983 


To 

dull  the 
point 
of 

modetcite 
to 

moderately 
severe 
pain... 


hydrocodone  bitartrate  5 mg  (Warning:  May  be  habit  forming,] 
with  acetaminophen  500  mg 


(rief  Summary 

l^rOICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately  severe  pom 
lONTRAINDICATIONS;  Hypersensitivity  to  acetaminophen  or  hydrocodone 

iVARNINGS 

'irug  Abuse  and  Dependence:  VICODIN  is  subject  to  the  Federal  Controlled  Substances  Act  (Schedule  III). 
I’sychic  dependence,  physical  dependence  and  tolerance  may  develop  upon  repeated  administration  ot  narcot- 
';s,  therefore,  VICODIN  should  be  prescribed  and  administered  with  the  same  caution  appropriate  to  the  use  of 
I'ther  orol-narcotlc-containing  medications 

.lespiralory  Depiession:  At  high  doses  or  in  sensitive  potients,  hydrocodone  may  produce  dose-related  respira- 
jjry  depression  by  acting  directly  on  broin  stem  respiratory  centers  Hydrocodone  also  affects  centers  that  control 
hspiratory  rhythm,  and  may  produce  irregulor  and  periodic  breathing 

lead  Injury  and  Increosed  Intracranial  Pressure:  The  respiratory  depressant  elfects  of  narcotics  and  their  ca- 
locity  to  elevote  cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head  injury,  other 
itracroniol  lesions  or  a preexisting  increase  in  intracranial  pressure  Furthermore,  narcotics  produce  adverse 
ractions  which  may  obscure  the  clinical  course  ot  potients  with  head  injuries, 

icute  Abdominal  Conditions:  The  administration  of  narcotics  may  obscure  the  diagnosis  or  clinical  course  ot 
otientswith  acute  abdominal  conditions. 

'RECAUTtONS 

ipecial  Risk  Patients:  VICODIN  should  be  used  with  caution  in  elderly  or  debilitated  potients  and  those  with 
evere  impoirment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  disease,  prostatlc  hypertrophy  or 
rethral  stricture, 

niormotion  For  Patients:  VICODIN,  like  all  narcotics,  may  impair  the  mental  and/or  physicol  abilities  required  tor 
ie  pertormonce  of  potentiolly  hazardous  tasks  such  as  driving  a car  or  operating  machinery,  potients  should  be 
outioned  accordingly, 

lough  Reflex:  Hydrocodone  suppresses  the  cough  reflex,  coution  should  be  exercised  when  VICODIN  is  used 
lostoperalively  and  In  patients  with  pulmonary  disease 

)tug  Interactions:  The  CNS-depressont  effects  of  VICODIN  may  be  additive  with  that  ot  other  CNS  depressants 
Vhen  combined  therapy  is  contemplated,  the  dose  of  one  or  both  agents  should  be  reduced  The  use  of  MAO 
ihibitors  or  tricyclic  ontidepressants  with  hydrocodone  preparations  may  increase  the  effect  ot  either  the  ontide- 
iressant  or  hydrocodone.  The  concurrent  use  of  anticholinergics  with  hydrocodone  may  produce  paralytic  ileus, 
tsage  In  Pregnancy:  Pregnancy  Category  C,  Hydrocodone  has  been  shown  to  be  teratogenic  in  hamsters  when 
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given  in  doses  700  times  the  human  dose.  There  are  no  odequate  and  well-controlled  studies  in  pregnant 
women,  VICODIN  should  be  used  during  pregnancy  only  it  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus, 

Nonterologenic  Effects:  Babies  born  to  mothers  who  have  been  taking  opioids  regularly  prior  to  delivery  will  be 
physically  dependent  The  intensity  of  the  syndrome  does  not  always  correlate  with  the  duration  ot  maternal 
opioid  use  or  dose, 

Lobor  ond  Delivery:  Administration  ot  VICODIN  to  the  mother  shortly  before  delivery  may  result  in  some  degree  ot 
respiratory  depression  in  the  newborn,  especially  it  higher  doses  ore  used 

Nursing  Mothers:  It  Is  not  known  whether  this  drug  is  excreted  in  human  milk,  therefore,  a decision  should  be 
made  whether  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the  importance  of  the  drug  to 
the  mother 

Pediatric  Use:  Safely  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethorgy  impairment  ot  mentol  ond  physical 
performance,  anxiety  fear,  dysphoria,  dizziness,  psychic  dependence,  mood  chonges 
Gostroinlestinol  System:  Nauseo  and  vomiting  may  occur,  they  are  more  frequent  in  ambulatory  than  in  recum- 
bent patients  Prolonged  administration  of  VICODIN  may  produce  constipation. 

Genllourinory  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary  retention  hove  been  reported 
Respirotory  Depression:  (See  WARNINGS) 

DOSAGE  AND  ADMINISTRATION:  Dosage  Should  be  adjusted  according  to  the  severity  ot  the  poin  and  the 
response  ot  the  patient  However,  tolerance  to  hydrocodone  con  develop  with  continued  use,  and  the  incidence  ot 
untoward  effects  is  dose  related. 

The  usual  dose  is  one  tablet  every  six  hours  as  needed  tor  pain,  (If  necessory,  this  dose  may  be  repealed  at  four- 
hour  intervals.)  In  cases  of  more  severe  pain,  two  tablets  every  six  hours  (up  to  eight  tablets  in  24  hours)  may  be 
required  Revised,  April  1982 


KNOLL  PHARMACEUTICAL  COMPANY 


knoll  30  NORTH  JEFFERSON  ROAD,  WHIPPANY,  NEW  JERSEY  07981 


February,  1985 


MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work  by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name 

(Please  Print) 

Address 

City 

State 

( 

Zip 

) 

Specialty  Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 


2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


Cooper  Brothers,  Inc.: 

Experienced  Specialists  In  Medical  Facility  Development 


Cooper  Brothers,  Inc.  offers  physicians  a single  source 
of  responsibility  for  the  design,  financing  and  construction  of 
superior  medical  office  buildings  and  clinics.  Our  design/build 
technique  assures  you  complete  control  of  costs  and  scheduling 
— without  the  need  to  divert  attention  from  your  medical 
practice.  But,  you  don't  have  to  take  our  word  for  it.  We'll  gladly 
put  you  in  touch  with  our  past  clients  who  will  confirm  the  integrity 
of  our  company  and  the  quality  of  our  work. 

From  your  initial  meeting  with  our  medical  division  specialists, 
you'll  have  a firm  price  for  your  newfacilit/  — a price  we  can 
guarantee  because  of  our  experience  in  completing  many 
successful  medical  facilities.  Our  experience  also  assures  that 
your  building  will  suit  your  working  style,  offer  energy-efficient 
operation  and  low-cost  maintenance,  while  reflecting  the 

unique  structural,  mechanical 
and  design  considerations 
of  highly  specialized 
medical  facilities. 

A 

COOPER 

BROTHERS 


500  Cooper  Center  ■ 7100  N,  Classen  Boulevard 
Oklahoma  City,  Oklahoma  73116-  405  842-6653 
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AND  ONLY 


auto  leasing  company  endorsed 


by  both  the  Texas  Medical  Association  and  the 
Tarrant  County  Medical  Society,  with  good  reason. 
Call  our  toll-free  number  for  more  information. 


1-800-442-6158 


TRANS-TEXAS  LEASING 
9330  LBJ  Frwy,  Suite  635 
Dallas,  TX  75243 

1-214-699-9494 


Texas  Medicii 


For  your  information:  This  is  your  calendar  of 
workshops  and  seminars  sponsored  by  the  Texas 
Medical  Association  during  1986. 

Keep  this  in  a convenient  place  for  easy  refer- 
ence. Tack  it  to  your  bulletin  board!  Please  feel  free 
to  contact  us  when  you  have  questions.  TMA  Depart- 
ment of  Medical  Staff  and  Practice  Management, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701, 
512/477-6704,  ext.  262. 

All  workshop  registration  information  will  be 
mailed  approximately  six  weeks  prior  to  the 
scheduled  time  for  each  series. 


How  to  Get  Started  in  Medical  Practice  is  a two-day 
series  for  physicians  who  plan  to  go  solo,  join  a part- 
nership or  group  practice,  or  need  direction  on  which 
way  to  go.  Concepts  presented  in  this  workshop  will 
help  avoid  many  medical  practice  management  prob- 
lems. This  series  is  conducted  by  Conomikes  Associ- 
ates, Inc.,  Marina  del  Rey,  California.  Registration  fee: 
TMA  member,  $115;  non-member,  $140.  (No  addi- 
tional cost  for  spouse  if  physician  attends.) 

Improving  Third-Party  Reimbursement  for  You 
and  Your  Patients  is  a half-day  workshop  designed 
to  help  physicians  and  their  staffs  establish  in-office 
systems  to  obtain  appropriate  third-party  reimburse- 
ment (especially  Medicare/Medicaid).  Faculty  for  this 
series  is  Harold  Whittington  & Associates,  Dallas. 
Registration  fee:  TMA  member,  $70;  non-member, 
$95. 

Introduction  to  Insurance  Claims  Preparation  and 
Coding  is  a half-day  workshop  that  focuses  on  the 
“how  to’s”  of  insurance  claims  preparation  and  cod- 
ing. Faculty  for  the  workshop  will  be  Harold  Whit- 
tington & Associates,  Dallas.  Watch  for  a special 
brochure  announcing  this  workshop  to  be  mailed  in 
late  spring  of  1986. 

Practice  Management  Series  includes  workshops 
designed  for  the  physician  who  has  been  .n  practice  a 
few  years  and  the  entire  medical  office  staff.  The 
workshops  address  topics  such  as  collections,  patient 
flow,  personnel,  and  computers.  Faculty  for  this  series 
is  Conomikes  Associates,  Inc.,  Marina  del  Rey,  Cali- 
fornia. Registration  fee:  TMA  member,  $70;  non- 
member, $95  (half-day  workshops);  TMA  member, 
$110;  non-member,  $145  (full-day  workshop). 


Glossary  for  Practice  Management  Series: 

collections  Better  Collections,  Billing  and 

Insurance  Methods  (half-day) 
patient  flow  Reception  and  Patient  Flow 
Techniques  (half-day) 

personnel  mgmt.  Personnel  Management  Techniques 
(half-day) 

computers  Use  of  Computers  in  Medical 

Practice  (full-day) 

Marketing  Techniques  for  a Successful  Practice  is 

a one-day  workshop  that  addresses  the  marketing 
needs  in  today’s  medical  practice  environment.  Tested 
ideas,  from  years  of  consulting  and  research  with  the 
widest  variety  of  physicians,  are  presented.  Faculty 
for  this  series  is  Conomikes  Associates,  Inc.,  Marina 
del  Rey,  California.  Registration  fee:  TMA  member, 
$145;  non-member,  $165. 

Personal  Income  and  Estate  Tax  Planning  is  a two- 
day  seminar  for  physicians  and  spouses  to  help  them 
understand  the  fundamentals  of  tax  planning  and  why 
prudent  planning  and  management  are  so  important. 
Faculty  for  this  series  is  Mr.  Robert  Jorrie,  San  An- 
tonio, a practicing  tax  attorney,  consultant,  and  tax 
planner.  Registration  fee:  TMA  member,  $200;  non- 
member, $250.  (No  additional  cost  for  spouse  if  physi- 
cian attends.) 

Gearing  Up  for  Retirement  is  a one-and-one-half 
day  seminar  designed  to  assist  physicians  and  their 
spouses  in  planning  for  a successful  retirement.  Fac- 
ulty for  this  series  includes  speakers  from  the  Ameri- 
can Medical  Association,  legal  consultants,  and 
financial  experts.  Registration  fee:  TMA  member, 
$196;  non-member,  $234.  (No  additional  cost  for 
spouse  if  physician  attends.) 

Increasing  Your  Net  Worth  Through  Financial, 
Pension,  and  Investment  Planning  is  a one-day 
seminar  designed  to  acquaint  physicians  with  tech- 
niques available  under  current  law  to  establish  the 
most  effective  business  structure  for  their  medical 
practice  to  minimize  federal  income  tax  liability,  in- 
crease net  worth,  and  create  additional  funds  for 
practice  development  and  growth.  This  seminar  is 
conducted  by  Glazer,  Suellentrop,  and  Associates, 
Inc.,  Dallas.  Registration  fee:  TMA  member,  $160; 
non-member,  $200.  (No  additional  cost  for  spouse  if 
physician  attends.) 

Other  Workshops  and  Seminars  may  be  developed 
and  offered  by  TMA  during  1986.  Each  workshop  and 
seminar  will  be  preceded  by  a special  brochure  an- 
nouncing the  program  and  schedule  of  offerings. 
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1986  Calendar 

of  workshops  sponsored  by  the 
Texas  Medical  Association 


1986  Workshop  schedule  by  series 


Workshop  Series 

Date 

City 

Improving  Third-Party  Reimbursement  for  You  and  Your  Patients 

April  8 

Waco 

(Harold  Whittington  & Associates) 

April  9 

Amarillo 

April  10 

Dallas 

April  11 

Abilene 

September  3 

Lubbock 

September  4 

Dallas 

September  23 

El  Paso 

September  24 

San  Antonio 

September  25 

Houston 

September  30 

Midland 

Introduction  to  Insurance  Claims  Preparation  and 

July  1 Amarillo 

Coding  (Harold  Whittington  & Associates) 

July  2 Wichita  Falls 

July  3 Tyler 

July  15  Austin 

July  16  Waco 

July  17  Abilene 

July  29  Beaumont 

Practice  Management  Series 

(Conomikes  Associates,  Inc.) 

July  30  Corpus  Christ! 

July  31  McAllen 

collections,  patient  flow,  personnel  mgmt. 

June  3-4 

Amarillo 

collections,  patient  flow,  computers 

June  5-6 

Dallas 

collections,  patient  flow,  personnel  mgmt. 

June  17-18 

El  Paso 

collections,  patient  flow,  personnel  mgmt. 

June  19-20 

San  Antonio 

collections,  patient  flow,  computers 

June  24-25 

Houston 

collections,  patient  flow,  computers 

June  26-27 

Austin 

collections,  patient  flow,  personnel  mgmt. 

October  2-3 

Houston 

collections,  patient  flow,  computers 

October  7-8 

San  Antonio 

collections,  patient  flow,  personnel  mgmt. 

October  9-10 

Austin 

collections,  patient  flow,  personnel  mgmt. 

October  14-15 

Odessa 

collections,  patient  flow,  personnel  mgmt. 

October  16-17 

Dallas 

Marketing  Techniques  for  a Successful  Practice 

April  2 

Dallas 

(Conomikes  Associates,  Inc.) 

May  21 

San  Antonio 

May  22 

Austin 

May  23 

Houston 

Personal  Income  and  Estate  Tax  Planning 

April  19-20 

Dallas 

(Robert  Jorrie) 

November  8-9 

Houston 

Gearing  Up  for  Retirement 

April  4-6 

Houston 

(AMA,  Legal  and  Financial  Consultants) 

October  24-26 

Dallas 

Increasing  Your  Net  Worth 

September  27 

Dallas 

(Glazer,  Suellentrop,  and  Associates,  Inc.) 
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MALPRACTTCK 

It  s an  allegation  that  can  happen  to  anyone. 


You  don’t  have  to  stand  alone! 


We  wrote  the  book  on  malpractice  insur- 
pce.  We  started  writing  professional  liability 
insurance  over  10  years  ago,  when  the  other 
insurance  companies  were  looking  for  a way  out. 

Why?  Because  we’re  100%  owned  and 
controlled  by  physicians.  We  know  a physician 
can’t  operate  his  practice  without  malprac- 
tice insurance. 


We  know  a good  insurance  company  must 
insure  all  specialties.  And  we  have  never 
settled  a claim  without  the  physician’s  written 
consent.  We  believe  that  you  shouldn’t  have 
to  stand  alone.  If  you’re  concerned  about  your 
insurance  company’s  commitment  to  you,  give 
us  a call  or  send  us  the  coupon  in  this  ad. 


api 

1301  Capital  Of  Texas  Highway 
Suite  #B-320 
Austin,  Texas  78746 
Texas  800/252-3628,  Arkansas  800/527-1414 


r 

□ Rush  Me  Information  About  the  API  Professional 
Liability  Programs. 

□ Please,  Have  One  Of  Your  API  Team  Professionals 
Contact  Me. 

Name 
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Practice  Name 

Address 

City  State  Zip 

Phone  Number  I 1 
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THE  UNIVERSI  EY 
__  OF  TEXAS  __ 

health 

CENTER 


AT  TYLER 


Clinical  Services  and  Consultations 


• Cardiovascular  Diagnosis  and  Surgery 

• Home  Health  Care  Services 

• Infectious  Disease 

Atypical  Mycobacteria,  Pneumonia 
& Related  Diseases,  Tuberculosis 

• Oncology 

• Outpatient  Care 

• Pediatric  Respiratory  Disorders 
Allergy,  Asthma,  Cystic  Fibrosis 
Pneumonia,  Tuberculosis 


• Pulmonary  (Adult) 

Emphysema  & Chronic  Bronchitis 
Occupational  Lung  Diseases 
Pulmonary  Physiology 
Pulmonary  Infiltrative  Disease 
Sleep-Related  Breathing  Disorders 
Pulmonary  Rehabilitation 
Undiagnosed  Pulmonary  Masses 

• Radiology  • Smoking  Cessation 

• Thoracic  Surgery 


A Referral  Center  for  Cardiopulmonary  Diseases 

Located  on  Highway  271  at  SH  155,  5 miles  north  of  Tyler.  Mailing  address: 
P.O  Box  2003,  Tyler,  TX  75710.  For  information  and  referral  call:  1-800-442-8842 


OVER  66,000 
FAMILY  PHYSICIANS 
READ  THIS 
JOURNAL 


Practical  information 
on  the  medical  aspects  of 
fitness  and  exercise. 

Tennis  elbow:  Joint  resolution  by 
conservative  treatment. 
Hypertrophic  cardiomyopathy 
and  the  athlete. 

Effects  of  sunscreen  use  during 
exercise  in  the  heat. 

Overuse  injuries  to  the  knee  in 
runners. 

How  I manage  ingrown  toenails. 


Texas  Medicine 


DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  FANNIN 
HOUSTON,  TEXAS  77030 
(713)  797-9191 

TEXAS  MEDICAL  CENTER 


INTERNAL 
MEDICINE 

ALLERGY 

Arthur  T.  Pedersen;  MO 

CARDIOVA$CULAR  mSSASE 
Hugh  F.  Arnold,  Mp 
Michael  B.  Raine,  MD  - ' 
Michael  A.  Modebld,  M0^  ' 
Sigmund  W.  Frie^nd,  MD 
Boguslaw  Godleyvski,  MO~^^  ‘ 

DERMATOLOGt:- 

Samuel  F.  Bean,  MD 

ENDOCRINOLOGY 
METABOLIC  DISEASES 
Thomas  G.  Vandivier,  MO 
R.  Frederick  Gregory,  MD 
Thomas  J.  Hanson,  MD 
Richard  D.  JablonskT,  MD 
Brian  R.  Tulloch,  MD 


GASTROENTEROLOGY 
W.  Tom  Arnold, 

Belton  G.  Griffin,  MD 
Frederick  R.!  Lummis.  MD 
Dean  C.  Soljcher,  Mb 
Michael  Ga^liardi^_^^ 
MargaretE^bridgeiTMO 
^p^rtfiS.  M^Fadden,  MD 
0 inip!  E-  Wljiitman,  MD 


HEMATOLOGY 

Edmund  N>Gouldin,  MD 
George  T.  Conklin,  MD 

INFECTIOUS  DISEASES 

Lewie  L.  Travis,  MD 
George  Burnazian,  MD 
Benjamin  L.  Portnoy,  MD 

INTERNAL  MEDICINE 

Jeffrey  Zatorski,  MD 
Paul  T.  Forth,  MD 
Ronald  R.  Galfione,  MD 
Steve  Rosenbaum,  MQ 
Eugene  M.  Hoyt,  MD  ' 

NEPHROLOGY 

K.  Ronald  Bingman,  MD 
R.  Robert  Durrett,  MD 
Garry  L.  Hagstrom,  MD 

NEUROLOGY  ^>>1 

Donald  J.  Russell,  MD 
George  Isaacs,  MD 
Ernesto  Infante,  MD 
Robert  W.  Fayle,  MD^ 
Simon  J.  Farrow,  MD'’ 

NUCLEAR  MEDICINE 


Donald  A.,Podoloff 


ONCOLOGY 

Lester  L.  Hoaglin,  MD 
J.  Peter  Sullivan,  MD 
Harry  R.  Price,  MD 
Edward  Middleman,!  MD 
Martin  Hrgovcic,  M^ 
Elizabeth  W.  Rogg,!MD 


PATHOLOGY 

Paul  B.  Radelat,  MD 
Ashok  M.  Balsaver,  MD 

PULMONARY  DISEASE 

Joel  E.  Reed,  MD 
Gene  R.  Lindley,  MD 
Martin  L,  Kaplan,  MD 
Nelson  A.  Fernandez,  MD 

RADIOLOGY 

William  L.  Hinds,  MD 
C.  P.  Eldridge,  MD 
David  D.  Lawrence,  MD 
Charles  A.  Spain,  MD 
Joe  B.  Wilson,  MD 
JHoward  J.  Pollock,  MD 
^Jeffrey  A.  Klein,  MD 
Richard  J.  Frachtman,  MD 

RHEUMATOLOGY 

John  E.  Norris,  MD 
Carolyn  A.  Smith,  MD 
John  J.  Zieminski,  MD 

ADMINISTRATION 

Robert  B.  Hall, 
Administrator 

Joan  R.  McClung, 
Associate  Administrator 
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equation  equals  the  total  number  of  staff  members  in 
your  professional  practice  or  corjtoration.  Subtract 
from  that  number  all  but  one  staff  member  — yourself 

Viliat  do  you  get?  Freedom.  Freedom  from  the 
expense  and  bother  of  personnel-related 
administrative  chores. 

Freedom  to  design  a benefits  and  retirement 
package  wtiich  best  fits  your  own  needs,  without 
the  financial  and  administrative  burden  of  supplying 
like  coverage  for  every’  member  of  your  staff. 

Freedom  to  offer  your  staff  "large  corjtoration  " 
benefits,  even  if  your  professional  practice  or  company 
is  modest  in  size. 

The  equation  can  work  for  you,  through  the  services 
of  Staff  Leasing,  Inc,  The  concept  is  simple.  Our 
company  hires  your  employees  and  leases  them  back 
to  you.  Your  office  routine  remains  unchanged,  except 
that  Staff  Leasing,  Inc,  handles  all  facets  of  personnel 
administration.  We  assume  responsibility  for  payroll 
and  related  accounting,  make  all  employer  contributions 
to  taxes  and  insurance  on  behalf  of  employees,  and 
manage  the  withholding  and  deposit  of  all  employee 
payroll  deductions. 

Because  a large  number  of  men  and  women  are 
employed  by  Staff  Leasing,  Inc,,  our  company  can 
provide  a package  of  employee  benefits  second  to 
none.  Your  staff  will  enjoy  group  medical  insurance, 
including  maternity  benefits;  group  dental  insurance; 
group  life  insurance;  a sound  retirement  plan; 
professional  liability  insurance;  worker's  compensation 
insurance;  and  more. 

Staff  leasing  is  also  a recognized  and  approved 
solution  to  the  affiliated  service  group 
problem  presented  by  Internal  Revenue  Code 
Section  4l4{m). 

Staff  Leasing,  Inc,  is  not  an  employment  agency. 

We  simply  make  it  easier  for  you  to  operate  your 
professional  practice  or  corporation  with  existing 
staff.  Or  we  staff  your  office  with  new  employees, 
subject  to  your  approval. 

Freedom,  It’s  writing  one  check  a month  and  letting 
Staff  Leasing,  Inc,  do  the  rest. 

Let  us  work  out  a staff  leasing  plan  for  you.  It 
adds  up  to  a better  way  of  doing  business. 


Texas  office: 

Staff  Leasing,  Inc. 
7557  Rambler  Road, 
Suite  610 

Dallas,  Texas  75231 
(214)  696-0808 


Oklahoma  oflRce: 

Staff  Leasing,  Inc. 

P.O.  Box  12373 

Oklahoma  City,  Oklahoma  73 1 57 
(405)  943-3310 


Cut  Collection 
Costs 


Increase 
Collection  Rate 


MEDICAL  BILLING  SYSTEM 

The  primary  objectives  of  a medical  billing  of- 
fice are  to  increase  the  percentage  of  collec- 
tions while  decreasing  office  costs.  To 
achieve  this,  bills  must  be  sent  quickly  and 
accurately  without  repetitive  effort.  Medical 
Billing  System,  M B S,  is  the  newest  sys- 
tem specifically  designed  to  address  and 
solve  billing  office  problems.  This  system  is 
capable  of  running  on  the  IBM  AT,  and  com- 
patible computers. 

MBS  INCREASES  COLLECTION  TURN 
AROUND  TIME  by  allowing  electronic  collec- 
tions to  be  sent  directly  to  insurance  car- 
riers, Medicare,  Medicaid,  and  Blue 
Cross/Blue  Shield. 

MBS  IMPROVES  OFFICE  MANAGE- 
MENT by  providing  up-to-date  accounting, 
statistical,  and  diagnostic  reports. 

MBS  IMPROVES  BILL  PROCESSING  by 
automatically  producing  statements  or  claims 
as  your  accounts  age. 

MBS  DECREASES  OFFICE  LABOR  by 
eliminating  redundant  office  tasks. 


D S T lnc.^“  provides  the  complete  solution 
for  your  particular  billing  office  requirements 
by  designing  and  manufacturing  computer 
systems  specifically  for  the  medical  profes- 
sion. We  are  ready  to  supply  you  with  soft- 
ware, hardware,  training,  and  service  before 
and  after  your  system  is  installed. 

For  more  information,  or  a FREE 
demonstration  call  collect. 

512  327-6433 


Special  package  for  Radiologists  and  General  Physicians. 


Texas  Medicine 


K.  JOHN  MORROW,  JR,  PHD 


Oncogenes  and  cancer 


; The  oncogene  model  proposes  that  malignancy’  is 
the  result  of  the  misfunction  or  overexpression  of 
genes  that  may  be  present  in  the  host  cell  ( proto 
.oncogenes)  or  introduced  by  a virus  ( viral  on- 
cogenes). In  cell  culture  systems,  it  has  been  shoivn 
that  the  introduction  of  purified  oncogenes  into 
normal  mouse  fibroblasts  is  sufficietit  to  transform 
them  into  cells  that  are  capable  of  producing  a 
’tumor  in  a host  animal.  Although  the  function  of 
these  genes  is  only  imperfectly  understood,  and 
iheir presence  has  not  been  observed  in  all  tumors, 
ithe  oncogene  hypothesis  offers  the  best  available 
\ means  of  explaining  the  varied  and  inconsistent 
f Oroperties  of  cancer. 


Oncogenes  are  segments  of  DNA,  isolated  by 
recombinant  DNA  technology,  that  can 
transform  normal  cells  into  malignant  cells. 
iiTheir  role  in  the  etiology  of  cancer  is  now  well 
t established,  and  research  in  this  area  is  generat- 
: ing  great  interest  among  both  clinical  and  basic 
ajoncologists. 

1'  This  article  briefly  provides  background  informa- 
3 tion  on  the  use  of  recombinant  DNA  technology  in 
• the  isolation  and  characterization  of  DNA  segments, 
hreviews  the  evidence  that  oncogenes  are  indeed  re 
I sponsible  for  malignancy,  discusses  the  properties  of 
llcancer  that  are  explained  by  the  oncogene  model, 

I:  and  considers  the  implications  of  these  findings  for 
t clinical  oncology. 


>:Recoinbinant  DNA  technology  to  isolate  and 
I characterize  genes 

> The  technology  of  oncogene  isolation  depends 
B upon  four  major  developments.  First,  in  the  early 
' 1970s,  a class  of  enzymes  known  as  restriction  en- 
Bdonucleases  was  discovered  in  bacteria.  These  en- 
i zymes  have  the  ability  to  cut  DNA  at  specific  base 
Ijsequences,  thus  allowing  genes  to  be  dissected  in 
iiprecise,  repeatable  fashion.  Second,  another  class  of 
J enzymes,  known  for  some  time,  can  repair,  splice, 
t and  ligate  DNA  segments.  Thus  specific  genes  can 
: be  taken  apart  and  reassembled  in  order  to  engineer 
Jinew  genetic  sequences.  Third,  there  was  the  discov- 
' ery  of  bacterial  viruses  and  plasmids  that  can  carry 
( gene  segments  and  allow  them  to  be  transferred  and 
tj  multiplied.  Fourth,  the  ability  of  a DNA  strand  to 
libind  to  its  mirror-image  partner  through  Watson- 
il Crick  pairing  makes  possible  the  use  of  a radioactive 
} DNA  sequence  as  a probe  that  can  be  used  to  re- 
J trieve  a complementary  gene  from  a mixture  of 
I many  different  sequences. 

? Since  different  genes  differ  in  size,  density,  and 
f electrical  charge,  it  is  possible  to  separate  a com 
1 plex  mixture  of  genes  using  acrylamide  gels  in 
I which  the  molecules  are  allowed  to  migrate  through 
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an  electrical  field.  In  a typical  protocol,  a DNA 
sample  digested  with  a specific  nuclease  is  spotted 
on  a gel  and  separated  by  electrophoresis.  The  sepa 
rated  groups  of  molecules  can  then  be  transferred 
from  the  gel  to  specially  treated  paper  simply  by 
juxtaposing  the  gel  against  the  paper  ( 1 ).  The  mole- 
cules, now  tightly  bound  to  the  paper,  can  be  re- 
acted with  a radioactive  DNA  probe  which  will  bind 
and  detect  the  presence  of  genes  to  which  they  are 
complementary'.  Thus  possession  of  the  RNA  tran- 
script of  a gene  allows  the  investigator  to  detect  the 
original  native  gene  in  a sample  containing  thousands 
of  other  molecules. 

These  techniques  have  made  possible  the  isola- 
tion of  specific  DNA  segments  and  their  propagation 
by  insertion  into  bacteria  viruses  or  plasmids.  Fur- 
thermore, the  insertion  of  certain  segments  into  cul 
tured  mammalian  cells  allows  the  expression  of 
such  DNA  sequences,  provided  that  appropriate  sig- 
nals are  present  which  allow  the  initiation  and  pro- 
cessing of  functional  messenger  RNA  molecules. 

An  essential  requirement  for  studies  of  oncogenes 
is  the  ability  to  transcribe  DNA  from  RNA.  Many 
oncogenic  viruses  are  composed  of  RNA  and  are 
known  as  retroviruses  ( 2 ).  Such  viruses  integrate 
themselves  into  the  host  genome  through  the  use  of 
reverse  transcriptase,  an  enzyme  that  produces  DNA 
transcripts  from  RNA.  This  enzyme  has  been  pu- 
rified and  is  available  commercially,  permitting  the 
in  vitro  preparation  of  DNA  sequences  from  mes- 
senger RNAs  which  can  then  be  inserted  into  appro- 
priate bacterial  plasmids  or  viruses  for  subsequent 
propagation. 


K.  John  Morrow,  jr, 
PhD,  Department  of 
Biochemistry,  Texas 
Tech  University  Health 
Sciences  Center,  Lub- 
bock, TX  79430. 


Cancer-causing  viruses  and  discovery  of  the 
oncogene 

It  has  been  long  known  that  viruses  are  responsible 
for  certain  forms  of  malignancy.  Peyton  Rous  discov- 
ered a virus  responsible  for  malignancy  in  1911;  the 
Rous  sarcoma  virus  ( RSV ) belongs  to  the  retrovirus 
group,  many  of  which  are  oncogenic.  Retroviruses 
copy  their  RNA  through  a DNA  intermediate  and 
contain  up  to  four  genes,  three  involved  in  viral 
replication  and  one  responsible  for  neoplastic  trans- 
formation (3). 

Retroviruses  transform  cells  by  integration  into 
the  DNA  of  the  host  cell,  accomplished  through  the 
agency  of  reverse  transcriptase.  This  fact  is  clearly 
demonstrated  by  “transfection”  experiments  in 
which  chromosomal  DNA  from  infected  ( and  malig- 
nant ) cells  has  been  shown  to  transform  uninfected 
cells  (Fig  1 ) (4). 

The  retroviruses  are  not  the  only  group  of  viruses 
known  to  be  tumorigenic.  DNA  tumor  viruses  also 
exist,  of  which  the  adenovirus  is  an  important  rep- 
resentative. Although  they  have  never  been  identi- 
fied as  etiological  agents  in  human  cancer,  in  rodent 
cells  they  produce  foci  of  transformation.  Crucial  to 


Oncogenes 


I 


I Outline  of 
procedure 
demonstrating  that 
oncogenes  are 
responsible  for  cancer 
DNA  extracted  from  a 
human  bladder  cancer 
( and  other  tumor 
types)  can  be  used  to 
transform 

nonmalignant  mouse 
pbroblasts  into  altered 
cells  capable  of 
producing  tumors  in  a 
sensitive  host. 
Alternatively,  extracts 
of  DNA  containing  the 
oncogene  can  produce 
the  same 

transformation  Re- 
extraction of  the  DNA 
and  identification  of 
the  human  DNA 
sequences  allow 
identification  of  the 
responsible  gene. 
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Human  bladder 
cancer  cells 
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the  maintenance  of  the  transformed  state  is  a frag- 
ment comprising  8%  of  the  adenovirus  genome, 
which  induces  transformation  in  uninfected  cells. 
This  sequence  must  be  integrated  into  the  host  gen 
ome  in  order  for  transformation  to  occur.  Weinberg 
(5)  has  pointed  out  an  important  and  fundamental 
distinction  between  the  retrovirus  integration  pat- 
tern and  that  of  the  DNA  viruses.  The  integration  of 
the  DNA  tumor  viruses  appears  to  be  largely  a labo- 
ratory artifact,  whereas  the  integrated  retrovirus 
genome  is  apparently  a normal  consequence  of  the 
life  cycle  of  these  viruses. 

Oncogenes  and  malignancy 

The  development  of  recombinant  DNA  technology, 
the  availability  of  transformable  tissue  culture  lines, 
and  the  existence  of  the  retroviruses  have  per- 
mitted the  application  of  Koch’s  postulates  to  the 
question  of  whether  malignancy  is  induced  by  vir- 
uses. The  procedure  is  as  follows.  NIH-3T3  cells  are 
nonmalignant  cells  derived  from  normal  Balb/c 
mice.  Such  cells  grow  in  culture  as  fibroblastic 
monolayers  and  will  not  induce  tumors  when  in- 
jected into  a histocompatible  host.  The  cells  are 
treated  with  DNA  preparations  suspected  of  harbor 
ing  oncogenes  and  plated  out  under  conditions  in 
which  malignant  transformation  can  be  detected. 
This  transformation  is  evidenced  by  clusters  of  cells 
which  pile  up  into  multilayered  foci  capable  of  in 
ducing  tumors  in  mice  of  the  same  strain  (Fig  1 ). 
The  DNA  from  such  transformed  cell  lines  can  be 
reextracted  and  tagged  with  other  molecules  as  a 
means  of  following  its  behavior  and  eventually  pu- 
rifying the  responsible  sequences  ( 6 ). 

The  transforming  genes  of  the  retroviruses  are 
originally  derived  from  cellular  oncogenes,  which 
are  sequences  present  in  the  genome  of  higher  ver 
tebrates  ( 7 ) and  are  known  as  proto-oncogenes. 
Comparison  of  DNA  sequences  from  tumor  cell 
lines  that  transform  has  shown  homologies  with 
various  viral  oncogenes  ( 8 ).  For  instance,  the  trans- 
forming gene  of  a bladder  carcinoma  cell  line  has 
been  shown  to  be  homologous  to  the  Harvey  sar- 
coma virus  oncogene  ( 9 ).  The  protein  products  of 
the  transforming  gene  of  a human  neuroblastoma 
cell  line  are  immunologically  cross-reactive  to  those 
of  both  the  Kirsten  and  Harvey  sarcoma  virus  trans- 
forming genes  (8).  The  cellular  or  proto-oncogenes 
are  present  in  untransformed  cells,  and  it  is  assumed 
that  under  normal  circumstances  they  regulate  nor 
mal  growth  and  proliferation.  It  is  thought  that  their 
acquisition  by  the  acute  transforming  virus  results 
in  the  ability  of  the  latter  to  induce  tumors  in  un- 
transformed cells. 


Properties  of  malignancy  explained  by  the 
oncogene  hypothesis 

Over  the  years,  cancer  has  emerged  as  a bewilder- 
ing disease,  and  it  has  been  difficult  to  develop  a 
mechanism  that  would  explain  its  confusing  and 
contradictory  characteristics.  The  discovery  of  the 
oncogene  has  successfully  explained  many  features 
of  malignancy. 

a.  Mutations  in  somatic  cells  are  responsible  for 
cancer.  For  years  the  carcinogenic  hazard  of  en- 
vironmental insult  has  been  appreciated  ( 10). 
Agents  such  as  ionizing  radiation,  ultraviolet  light, 
and  mutagenic  chemicals  are  widely  recognized  as 
carcinogenic.  The  oncogene  model  explains  the 
close  correlation  between  mutagenesis  and  carcino- 
genesis, since  it  suggests  that  mutations  within  the 
oncogene  could  result  in  malignant  transformation. 
Recently,  studies  using  DNA  transformation  have 
shown  that  a single  base  pair  change  (glycine  ^ 
valine)  in  the  DNA  is  sufficient  to  activate  the  on- 
cogene known  as  c-Ha-ras  in  the  human  bladder 
tumor  line  EJ.  Thus  an  ostensibly  subtle  qualitative 
alteration  is  enough  to  transform  normal  3T3  cells 
into  malignant,  cancer-forming  cells  (11). 

b.  Viruses  can  induce  cancer.  As  noted,  the  long- 
standing relationship  between  viruses  and  malig- 
nancy indicates  that  viruses  are  in  fact  causal  agents. 
Apparently,  proto-oncogenes  can  be  activated  by 
two  independent  mechanisms:  either  acquisition  by 
retroviruses  and  introduction  into  a target  cell  or  in 
situ  activation  by  mutation.  An  alternative  mecha- 
nism of  malignant  transformation  would  be  that  the 
virus  inserts  a viral  promoter  gene  next  to  a cellular 
oncogene,  activating  the  latter  in  an  inappropriate 
fashion.  Thus  malignancy  could  be  an  immediate  or 
delayed  result  of  viral  transformation  (12). 

c.  Chromosomal  changes  are  correlated  with  can- 
cer. Although  over  the  years  many  cancers  have 
been  shown  to  be  associated  with  cytogenetic  ab- 
normalities, the  correlation  is  not  perfect.  The  most 
common  changes  were  small  deletions  and  trans- 
locations, which  became  more  widely  recognized  as 
banding  techniques  were  improved  during  the 
1970s.  With  the  characterization  of  oncogenes  came 
the  recognition  that  many  are  commonly  associated 
with  chromosomal  deletions  or  translocations  in 
specific  malignancies.  Although  the  mechanism  by 
which  chromosomal  change  and  cellular  transfor 
mation  are  causally  related  is  not  understood  at 
present,  it  is  thought  that  movement  of  a proto- 
oncogene to  a new  chromosomal  location  causes  its 
activation  (13,14). 

d.  Some  cancers  show  simple  patterns  of  Men- 
delian  inheritance.  The  best  studied  example  of  an 
inherited  cancer  is  retinoblastoma.  This  cancer  can 
be  either  inherited  as  a dominant  disorder  or  can  be 
sporadic;  in  inherited  cases  it  is  postulated  that  one 
of  two  cancer-suppressing  genes  is  either  deleted  or 


inactivated.  This  gene,  referred  to  as  Rb,  is  now 
present  in  only  a single  functional  dose.  Thus,  if  a 
second,  somatic  mutation  occurs  in  any  given 
retinoblast  then  the  Rb  tumor-suppressive  function 
will  be  obliterated.  Since  the  probability  of  a muta- 
tion is  of  the  order  of  1 O’,  this  virtually  assures  that 
a mutation  will  occur  in  the  eye  of  any  given  indi- 
vidual (which  contains  many  more  than  10’  retino- 
blasts)  and  that  a tumor  will  be  expressed  in  the 
persons  who  have  inherited  one  suppressing  and 
one  nonfunctional  Rb  gene.  These  observations  ap- 
pear to  be  in  direct  opposition  to  the  oncogene 
model,  since  in  retinoblastoma  an  apparent  loss  of  a 
function  results  in  the  expression  of  a cancer.  How- 
ever, a second  facet  of  the  retinoblastoma  hypothe- 
sis proposes  the  existence  of  another  locus  (pre- 
sumably an  oncogene)  which  is  suppressed  by  the 
action  of  Rb’.  Thus  the  model  suggests  that  a malig- 
nancy could  develop  as  the  result  of  any  of  several 
genetic  alterations:  an  inactivating  mutation  in  the 
Rb  locus,  a deletion  of  the  Rb  locus,  a structural 
mutation  in  the  accompanying  oncogene,  or  a reg- 
ulatory mutation  in  that  gene.  These  considerations 
also  explain  the  heterogeneity  of  many  cancers 
(15). 

e.  Cancer  is  progressive  and  multistep  in  nature. 
Since  the  earliest  development  of  theories  on  the 
mechanism  of  neoplasia,  it  has  been  difficult  to  in- 
corporate the  progressive  nature  of  cancer  into  a 
coherent  framework.  The  extremely  long  lag  be- 
tween exposure  to  a carcinogen  and  the  develop- 
ment of  a tumor,  the  existence  of  cancer  promoters 
as  distinct  from  inducers,  and  the  histological  spec- 
trum seen  in  cancer  pathology  all  suggest  that  a 
single  switch  mechanism  is  insufficient  to  account 
for  the  normal-malignant  transition.  However,  the 
oncogene  model  suggests  that  a number  of  loci  are 
responsible  and  that  progressive  changes  in  the  loci 
over  time  could  result  in  a gradual  transition  from 
normalcy  to  malignancy  (16).  For  instance,  in 
Burkitt’s  lymphoma,  at  least  three  oncogenic  events 
apparently  have  occurred  at  the  molecular  level;  in- 
fection by  the  Epstein-Barr  virus;  a subsequent 
event  involving  activation  of  a transforming  gene; 
and  finally,  translocation  of  another  independent, 
transforming  gene  to  chromosome  14(7). 

Clinical  implications  of  the  oncogene  model 

The  oncogene  model  does  not  offer  an  immediate 
solution  to  the  diagnosis  or  treatment  of  cancer.  If  it 
is  indeed  valid,  the  fact  that  the  function  of  the 
oncogene  proteins  is  not  yet  well  defined  makes  it 
difficult  to  formulate  a clinical  strategy.  At  present, 
five  oncogene  proteins  have  been  distinguished 
( 16):  an  ATP-dependent  protein  kinase,  which  at- 
taches to  the  inner  plasma  membrane  of  trans- 
formed cells  and  phosphorylates  tyrosine  residues; 
an  analogous  protein,  which  binds  GTP  and  phos- 


phorylates threonine  residues;  the  myc  protein,  a 
nuclear  protein  with  DNA  binding  activity;  the  erb 
protein,  a membrane  associated  glycoprotein  which 
appears  to  be  the  epidermal  growth  factor  receptor 
and  a protein  closely  related  to  a known  growth 
stimulatory  protein,  platelet-derived  growth  factor 
(17).  When  the  function  of  these  proteins  is  under- 
stood, it  may  be  possible  to  develop  drugs  that  will 
bind  and  selectively  inhibit  their  function.  More  im 
mediately,  diagnostic  tools  based  on  the  use  of 
monoclonal  antibodies  specific  to  the  oncogene 
proteins  may  prove  to  be  of  great  value.  Since  a 
great  deal  of  research  is  underway  in  which  mono- 
clonal antibodies  are  generated  against  unknown 
antigens  in  cancer  cells,  it  may  be  that  monoclonal 
antibodies  against  oncogene  products  already  have 
been  serendipitously  manufactured. 

It  is  quite  likely  that  isolation  of  oncogene  prod- 
ucts and  elucidation  of  their  function  will  provide 
the  means  for  the  development  of  specific  inhibitor 
or  regulators  of  their  activity.  Screening  of  fungal 
metabolites  has  proven  to  be  of  immense  value  for 
the  discovery  of  substances  that  inhibit  specific  met 
abolic  reactions  in  mammalian  cells.  It  is  reasonable 
to  presume  that  examination  of  many  such  com- 
pounds could  result  in  the  isolation  of  phar- 
macologically active  agents,  which  could  inhibit  tht 
oncogene  products  with  great  specificity.  Thus,  the 
discovery  of  oncogenes  and  elucidation  of  their 
properties  offers  a hope  for  the  understanding  of 
cancer  brighter  than  any  previous  findings  in  cancer 
research. 
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Data  concerning  4S  chemotherapy  patients  qualify- 
ing for  reimbursement  in  diagnostic  related  group 
(DRG)  410,  chemotherapy  treatment,  were  exam- 
ined to  determine  whether  the  differences  between 
hospital  charges  and  DRG  reimbursement  were  as- 
sociated with  the  patient's  severity  of  illness.  Fur- 
ther analysis  was  conducted  to  ascertain  whether 
the  use  of  diagnostic  services  is  higher  in  a teach- 
ing hospital  due  to  the  patient’s  condition.  A 
strong  association  was  noted  between  hospital 
charges  for  chemistry  laboratory  tests  and  the  ill- 
ness level  of  the  patient,  which  suggests  that  labo- 
ratory use  and  costs  attributed  to  medical 
education  may  not  be  excessive.  The  results  of  the 
study  also  revealed  a statistically  significant  dif- 
ference in  hospital  charges  within  DRG  410  ac- 
cording to  severity  of  the  patient's  illness.  Thus,  the 
analytical  findings  support  the  proposal  that  DRG 
reimbursement  must  be  adjusted  to  more  accu- 
rately account  for  the  severity  of  illness  of  the  pa- 
tient, especially  in  teaching  hospitals. 
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Implementation  of  Public  Law  98-21  and  its  ac- 
companying reimbursement  system  for  diag- 
nostic related  groups  ( DRG ) may  well  have  a 
profound  effect  on  the  revenue  of  primary'  teaching 
hospitals.  It  is  generally  their  responsibility  to  care 
for  the  more  critically  ill  patients,  many  of  whom 
enter  the  hospital  through  emergency  services.  Fur- 
thermore, persons  with  rare  diseases  or  illnesses 
that  are  unresponsive  to  traditional  medical  inter- 
vention are  often  referred  to  teaching  hospitals  due 
to  the  availability  of  unique  resources.  Reimburse- 
ment under  current  DRG  regulations  generally  is 
not  adequate  to  compensate  teaching  hospitals  for 
incurred  costs  because  severity  of  patient  illness  is 
not  sufficiently  considered  in  the  DRG  categoriza- 
tion methodology.  The  dissimilarity  of  patient  illness 
within  DRGs  has  been  suggested  by  other  research- 
ers (1-2).  Thus,  hospital  administrators  need  accu- 
rate descriptive  information  as  they  plan  for  the 
future  in  order  to  better  ascertain  the  degree  of 
potential  financial  loss  from  DRG  reimbursement. 


1.  Hospital  costs  associated  with  severity  of  illness  in  43  patients  receiving  chemotherapy  at 
Parkland  Memorial  Hospital 


Acuity 

Number  of 

Average  Chemistr>’ 

Average  Hospital 

Patient  Group 

Patients 

Laboratory  Charges 

Charges 

Group  1 
(<5.5  hrs) 

26 

S131.23 

SI, 879.40 

Group  2 
(&5.5  hrs) 

J 7 

S307.65 

S3.584  00 

t=2.66 

t=3.81 

(P<.01) 

(p<.001 ) 

One  objective  of  our  study  at  Parkland  Memorial 
Hospital,  the  primary  teaching  hospital  of  The  Uni- 
versity of  Texas  Southwestern  Medical  School  at 
Dallas,  was  to  demonstrate  that  data  related  to  the 
severity  of  patient  illness  within  a specific  DRG  can 
be  captured  through  the  hospital’s  patient  manage- 
ment system.  The  second  was  to  explore  the  possi- 
bility that  diagnostic  services,  such  as  laboratory 
tests,  are  used  more  frequently  in  teaching  hospitals 
due  to  the  patient’s  condition  rather  than  because  of 
graduate  medical  education  as  reported  by  some 
authors  (3-5).  The  final  purpose  was  to  analyze  the 
financial  implications  of  the  prospective  reimburse- 
ment plan  when  patient  severity  is  not  utilized  as 
part  of  the  equation. 

Methods 

A patient  management  system  modeled  after  the 
GRASP  program  has  been  developed  and  imple- 
mented at  Parkland  Memorial  Hospital  at  Dallas  (6). 
It  measures  the  amount  of  nursing  time  required  to 
administer  care  in  nine  specific  categories.  The  clas- 
sifications are  defined  according  to  activity  with  a 
corresponding  unit  of  nursing  time  being  assigned 
to  each  task.  The  quantity  of  patient  care  time  ex- 
pended in  an  activity  is  computed  in  patient  care 
units  (PCUs).  The  total  number  of  PCUs  is  then 
calculated  for  each  patient  from  over  50  different 
tasks.  The  highest  number  of  PCU  hours  required  in 
one  day  of  an  individual’s  stay  was  utilized  to  repre- 
sent the  patient’s  severity  of  illness  index.  This  acu- 
ity index,  a prospective  approach,  necessitates  only 
a few  minutes  per  patient  per  day  to  complete.  It 
provides  valuable  management  and  financial  infor- 
mation to  ensure  the  effective  use  of  hospital  re- 
sources as  well  as  to  support  institutional  research. 

Patients  admitted  to  Parkland  Hospital  for  chemo- 
therapy treatment  (DRG-410)  over  a ten-week  pe- 
riod during  the  spring  of  1984  were  selected  for  the 
pilot  study  for  several  reasons.  First,  it  was  believed 
that  most  individuals  in  this  DRG  received  treat- 
ment according  to  simUar  protocols  which  would 
reduce  the  amount  of  variability  between  patients 
in  the  study  group.  In  addition,  a manageable  num- 
ber of  study  subjects  could  be  foUowed  so  that  a 
comparison  was  feasible  between  hospital  charges 
at  Parkland  and  allotted  DRG  reimbursement  for  pa- 
tients grouped  according  to  their  severity  of  illness. 
Of  the  45  patients  originally  in  the  study,  two  were 
omitted  because  they  did  not  receive  chemother- 
apy. Data  concerning  illness  severity  as  determined 
by  calculating  PCUs  were  collected  during  the  treat- 
ment period,  and  the  highest  acuity  index  was  re- 
corded for  each  study  subject. 

Results 

The  analytical  results  of  the  study  suggest  a strong 
association  between  laboratory  usage  and  the  pa- 
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I tient’s  highest  acuity  index.  The  more  severely  ill 
I patients  generally  require  more  laboratory  proce- 
dures. A correlation  coefficient  of  .397  (p  < .01 ) 

I demonstrates  the  high  degree  of  relationship  be- 
^ tween  the  patient’s  illness  severity  and  charges  of 
I chemistry  laboratory  service.  Other  studies  have  de- 
f scribed  attempts  to  modify  the  practice  of  ordering 
, laboratory  tests  by  members  of  the  house  staff  as  a 
j means  to  control  costs.  However,  little  has  been 
» reported  relating  costs  to  patient  severity  in  teach- 
ing hospitals  as  opposed  to  the  presumed  abuse  of 
j hospital  services  by  physicians  in  training  ( 9 ).  It 
appears  from  the  results  of  this  study  that  the  Park- 
' land  residents  were  very  discriminating  in  their  lab- 
, oratory  utilization  and  that  patient  illness  severity  is 
; an  important  factor  contributing  to  laboratory  costs 
i in  a teaching  hospital.  Graduate  medical  education 
was  not  the  cause  of  higher  laboratory  costs  for  the 
43  chemotherapy  patients  in  the  study  at  Parkland. 
Instead,  chemistry  laboratory  tests  were  ordered  ac- 
cording to  the  severity  of  illness  of  the  patient. 

[ The  second  phase  of  the  statistical  analysis  ex- 
plored the  implications  of  patient  illness  severity  on 
( total  hospital  charges.  A Pearson  correlation  coef- 
' ficient  was  calculated  to  determine  the  degree  of 
association  between  total  hospital  charges  of  the 
study  subjects  and  each  patient’s  highest  acuity  in- 
' dex.  The  computed  r value  of  .4832  was  statistically 
j significant  with  p < .001.  A multiple  stepwise  re- 
f gression  was  also  performed  to  identify  the  inde- 
j pendent  variables  that  would  best  predict  total 
I hospital  charges.  The  patient’s  highest  severity  level 
proved  to  be  an  excellent  predictor  of  hospital 
i charges  with  an  F value  of  5.72  which  was  statis- 
I tically  significant  with  p < .0025.  Thus,  the  results 
of  the  comparative  analysis  confirmed  the  hypothe- 
sis that  the  patient’s  severity  of  illness  strongly  influ- 
ences his  or  her  total  hospital  charges, 
ji  The  43  study  subjects  were  categorized  into  two 
I groups  according  to  their  acuity  index  in  order  to 
i analyze  further  the  influence  of  illness  severity  on 
! laboratory  and  total  hospital  charges  within  DRG 
; 410.  The  results  are  displayed  in  Fig  1.  The  patients 
1 who  required  fewer  than  5.5  hours  on  their  highest 
day  of  care  were  placed  in  group  1 and  those  re- 

• quiring  5 5 or  more  hours  on  their  highest  day  of 
i|  care  in  group  2.  A test  to  determine  if  any  differ- 

♦ ence  in  variance  existed  between  the  two  groups 
4 was  conducted,  and  the  resulting  F value  of  1.6l 

indicated  that  there  was  none.  The  mean  charges 
j for  chemistry  laboratory  tests  were  then  calcu- 
j lated  for  each  of  the  two  study  groups.  The  average 
I charge  for  the  persons  in  group  1 was  $131. 2 3 as 
I compared  to  $307.65  for  the  group  2 patients.  Fur- 
I ther  analysis  revealed  a statistical  difference  be- 
tween the  total  hospital  charges  of  the  two  study 
groups  categorized  by  patient  acuity  levels.  The  dif- 
ference between  the  average  hospital  charges  of 


$1,879.40  for  patients  in  study  group  1 and  the 
average  hospital  charges  of  $3,584  for  persons 
in  study  g^roup  2 was  statistically  significant  with 
t = 3.81  and  p < .001. 

The  illness  severity  index  was  then  used  to  pre- 
dict the  potential  loss  of  income  to  the  hospital 
based  upon  the  difference  between  hospital  charges 
and  DRG  reimbursement  as  presented  in  Fig  2. 
Parkland  Hospital  would  realize  a revenue  loss  of 
$43,469  for  the  17  patients  in  study  group  2 based 
upon  the  difference  between  DRG  reimbursement 
of  $1,027  per  patient  and  average  hospital  charges 
of  $3,584.  The  income  loss  for  the  26  patients  in 
group  1 would  be  $22,152.  WTien  the  financial  data 
from  the  two  study  groups  are  combined,  an  aver- 
age estimated  loss  of  $1,526  is  projected  for  each 
patient  in  DRG  410.  If  this  trend  continues.  Park- 
land could  incur  a loss  of  approximately  $305,000 
annually  in  its  treatment  of  200  chemotherapy  pa- 
tients. As  is  evident  from  the  above  results,  the  loss 
is  significantly  greater  because  about  40%  of  the 
patients  have  a severity^  index  of  5.5  or  higher,  which 
places  them  in  the  more  critically  ill  category. 

Discussion 

Teaching  hospitals,  especially  those  that  have  the 
care  of  the  indigent  population  as  a primary'  respon- 
sibility, are  thought  to  have  higher  charges  per  pa- 
tient than  community  hospitals.  However,  based 
upon  the  statistical  findings  of  the  study,  when  one 
examines  actual  charges  according  to  the  level  of 
patient  illness  severity,  the  resources  utilized  by 
teaching  hospitals  do  not  appear  to  be  excessive.  A 
large  number  of  patients  seen  in  primary'  teaching 
hospitals  have  illnesses  in  advanced  stages  and  have 
not  had  early  detection  or  preventive  treatment 
prior  to  admission.  Many  individuals,  including 
some  in  the  pilot  study,  also  have  secondary  disor- 
ders such  as  diabetes,  which  must  be  treated  while 
they  receive  chemotherapy.  Therefore,  the  belief 
that  unnecessary  laboratory  usage  and  costs  at- 
tributed to  medical  education  contribute  to  exces- 
sive hospital  costs  may  not  be  well  founded. 

The  results  of  the  study  clearly  demonstrate  that 
patients  whose  illness  was  considered  to  be  less  se- 


2.  Projected  loss  of  financial  income  to  Parkland  Memorial  Hospital  per  patient  hy  acuity 
lecei  category 


Acuity 

Group 

Number  of 

Patients 

DRG 

Reimbursement 

Average 

Hospital 

(Charges 

Average 
Revenue  Loss 

per  Patient 

Group  1 

(<S.S  hrs) 

26 

51.02’’ 

51,879,40 

5 852,40 

Group  2 

(SS.S  hrs) 

51,027 

53,584.00 

52,557.00 

All  patients 

43 

$1.02’’ 

52,553  31 

51,526.31 

35 
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vere  had  significantly  lower  hospital  costs  than  the 
individuals  who  were  more  severely  ill.  The  statis- 
tical association  between  patient  severity  and  hospi- 
tal charges  strongly  suggests  that  physicians  in 
training  in  teaching  hospitals  are  doing  what  they 
have  been  taught.  If  members  of  the  house  staff 
were  actually  ordering  laboratory’  tests  indiscrimi- 
nately, then  laboratory'  costs  between  the  patient 
severity  groups  should  not  have  been  different.  The 
highly  significant  correlations  between  laboratory 
charges,  total  hospital  charges,  and  patient  illness 
severity  support  the  premise  that  educational  pro- 
grams in  teaching  hospitals  do  not  increase  medical 
costs  because  patients  routinely  receive  unneces- 
sary tests. 

The  analytical  information  generated  from  the 
study  corroborates  the  conclusion  of  the  US  Office 
of  Technology  Assessment  and  others  that  DRG  re- 
imbursement should  be  adjusted  to  account  more 
accurately  for  patient  severity  of  illness.  It  is  impera- 
tive that  individuals  responsible  for  setting  reim- 
bursement rates  at  the  state  and  national  levels  be 
aware  of  the  significant  impact  that  severity  of  ill- 
ness has  on  hospital  costs.  When  one  considers  the 
loss  of  financial  support  observed  in  the  pilot  study 
of  a single  DRG,  the  potential  loss  of  revenue  for 
one  year  could  be  substantial.  Furthermore,  we  sus- 
pect that  similar  financial  losses  are  being  incurred 
within  most  DRGs.  This  hypothesis  is  currently 
being  tested  at  Parkland  Memorial  Hospital  and  will 
be  reported  in  another  article.  The  financial  stability 
of  some  hospitals  may  be  profoundly  affected  by  the 
DRG  reimbursement  system  as  currently  designed 
since  illness  severity  is  not  fully  taken  into  con 
sideration.  Additional  research  and  discussion 
concerning  severity  of  illness  are  essential  if  teach- 
ing hospitals  are  to  be  adequately  reimbursed  for 
the  health  care  services  that  they  render  to  their 
gravely  ill  patients. 
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BRIEF  SUMMARY 

CARDIZEM*  (diltiazem  hydrochloride)  is  a calcium  ion  influi  inhibi- 
tor (slow  channel  blocker  or  calcium  antagonist) 

INDICATIONS  AND  USAGE 

1 Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM  is 
indicated  in  the  treatment  ol  angina  pectoris  due  to  coronary 
artery  spasm  CARDIZEM  has  been  shown  effective  in  the  treat 
ment  of  spontaneous  coronary  artery  spasm  presenting  as  Prinz- 
metal's vanant  angina  (resting  angina  with  ST-segment  elevation 
occurring  during  attacks) 

2 Chronic  Stable  Angina  (Classic  Effort-Associated  Angina) 
CARDIZEM  IS  indicated  in  the  management  ot  chronic  stable 
angina  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance 

There  are  no  controlled  studies  ot  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta  blockers  or  ol  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities 
CDNTRAINDICATIDNS 

CARDIZEM  IS  contraindicated  in  (1)  patients  with  sick  sinus  syn 
drome  except  m the  presence  ot  a functioning  ventricular  pacemaker. 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  ot  a functioning  ventricular  pacemaker,  and  (31  patients  with 
hypotension  (less  than  90  mm  Hg  systolic) 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refractory 
periods  without  significantly  prolonging  sinus  node  recovery  time, 
except  in  patients  with  sick  sinus  syndrome  This  effect  may 
rarely  result  in  abnormally  slow  heart  rates  (particularly  in 
patients  with  sick  sinus  syndrome)  or  second-  or  third-degree  AV 
block  (six  of  1243  patients  tor  0 48%)  Concomitant  use  ot 
diltiazem  with  beta  blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with  Prinzmetal's  angina 
developed  periods  of  asystole  (2  to  5 seconds)  after  a single  dose 
of  60  mg  of  diltiazem 

2.  Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemo- 
dynamic studies  in  humans  with  normal  ventricular  function 
have  not  shown  a reduction  in  cardiac  index  nor  consistent 
negative  effects  on  contractility  (dp/dt)  Experience  with  the  use 
of  CARDIZEM  alone  or  in  comhination  with  beta  blockers  in 
patients  with  impaired  ventricular  function  is  very  limited  Cau- 
tion should  be  exercised  when  using  the  drug  in  such  patients 

3 Hypotension.  Decreases  in  hlood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension 

4 Acute  Hepatic  Injury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  in|ury  as 
evidenced  by  moderate  to  extreme  elevations  ot  liver  enzymes 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS ) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metabo- 
lized by  the  liver  and  excreted  by  the  kidneys  and  in  bile  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and  higher 
in  rafs  were  associated  with  histological  changes  in  the  liver  which 
were  reversible  when  the  drug  was  discontinued.  In  dogs,  doses  of 
20  mg/kg  were  also  associated  with  hepatic  changes;  however,  these 
changes  were  reversible  with  continued  dosing 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there  may  be 
additive  effects  in  prolonging  AV  conduction  when  using  beta-blockers 
or  digitalis  concomitantly  with  CARDIZEM  (See  WARNINGS ) 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated  Available  data  are  not  sufficient,  however,  to  predict  the 
effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities.  In  healthy 


volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin  levels 
up  to  20% 

Carcinogenesis.  Mutagenesis.  Impairment  ol  Fertility.  A 24-month 
study  m rats  and  a 21 -month  study  in  mice  showed  no  evidence  of 
carcinogenicity  There  was  also  no  mutagenic  response  in  m vitro 
bacterial  tests  No  intrinsic  effect  on  fertility  was  observed  m rats 

Pregnancy  Category  C Reproduction  studies  have  been  conducted 
in  mice.  rats,  and  rabbits  Administration  of  doses  ranging  from  five  to 
ten  times  greater  (on  a mg/kg  basis)  than  the  daily  recommended 
therapeutic  dose  has  resulted  m embryo  and  fetal  lethality.  These 
doses,  in  some  studies,  have  been  reported  to  cause  skeletal  abnor 
malities.  In  the  perinatal/postnatal  studies,  there  was  some  reduction 
in  early  individual  pup  weights  and  survival  rates  There  was  an 
increased  incidence  of  stillbirths  at  doses  ol  20  limes  the  human  dose 
or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women;  therefore, 
use  CARDIZEM  (diltiazem  hydrochloride)  in  pregnant  women  only  it  the 
potential  benefit  justifies  the  potential  risk  to  the  fetus 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  exercise 
caution  when  CARDIZEM  is  administered  to  a nursing  woman  if  the 
drug's  benefits  are  thought  to  outweigh  its  potential  risks  in  this 
situation 

Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been 
established 


ADVERSE  REACTIDNS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventncu- 
lar  function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded 

In  domestic  placebo-controlled  trials,  the  incidence  ot  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than  that 
reported  during  placebo  therapy 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology  of 
calcium  influx  inhibition  In  many  cases,  the  relationship  to  CARDIZEM 
has  not  been  established  The  most  common  occurrences,  as  well  as 
their  frequency  of  presentation,  are  edema  (2.4%).  headache  (2.1%). 
nausea  (19%).  dizziness  (15%).  rash  (13%).  asthenia  (12%).  AV 
block  (1.1%)  In  addition,  the  following  events  were  reported  intre 
quently  (less  than  1%)  with  the  order  of  presentation  corresponding  to 
the  relative  Irequency  of  occurrence 


Cardiovascular 
Nervous  System. 
Gastrointestinal 

Dermatologic 

Other 


Flushing,  arrhythmia,  hypotension,  bradycardia, 
palpitations,  congestive  heart  failure,  syncope 
Paresthesia,  nervousness,  somnolence,  tremor, 
insomnia,  hallucinations,  and  amnesia 
Constipation,  dyspepsia,  diarrhea,  vomiting, 
mild  elevations  of  alkaline  phosphatase.  SCOT. 
SGPT.  and  LDH 

Pruritus,  petechiae.  urticaria,  photosensitivity 
Polyuria,  nocturia 


The  following  additional  experiences  have  been  noted 
A patient  with  Prinzmetal's  angina  experiencing  episodes  of  vaso- 
spastic angina  developed  penods  of  transient  asymptomatic  asystole 
approximately  five  hours  after  receiving  a single  60-mg  dose  of 
CARDIZEM 

The  following  postmarketing  events  have  been  reported  infrequently 
m patients  receiving  CARDIZEM;  erythema  multiforme;  leukopenia,  and 
extreme  elevations  ot  alkaline  phosphatase.  SCOT.  SGPT.  LDH.  and  CPK 
However,  a definitive  cause  and  effect  between  these  events  and 
CARDIZEM  therapy  is  yet  to  be  established 


DVERDDSAGE  DR  EXAGGERATED  RESPDNSE 

Overdosage  experience  with  oral  diltiazem  has  been  limited.  Single 
oral  doses  of  300  mg  ot  CARDIZEM  have  been  well  tolerated  by  healthy 
volunteers  In  the  event  of  overdosage  or  exaggerated  response,  appro- 
pnate  supportive  measures  should  be  employed  in  addition  to  gastric 
lavage  The  lollowing  measures  may  be  considered; 

Bradycardia  Administer  atropine  (0.60  to  10  mg)  If  there  is 

no  response  to  vagal  blockade,  administer  iso- 
proterenol cauliously. 


High-Degree 
AV  Block 

Cardiac  Failure 

Hypotension 


Treat  as  tor  bradycardia  above  Fixed  high- 
degree  AV  block  should  be  treated  with  cardiac 
pacing. 

Administer  inotropic  agents  (isoproterenol, 
dopamine,  or  dobutamine)  and  diuretics. 
Vasopressors  (eg.  dopamine  or  levarferenol 
bitartrate) 


Actual  treatment  and  dosage  should  depend  on  the  seventy  of  the 
clinical  situation  and  the  judgment  and  expenence  of  the  treating 
physician 

The  oral  LDso's  in  mice  and  rats  range  from  415  to  Z40  mg/kg  and 
from  560  to  810  mg/kg.  respectively.  The  intravenous  LDso's  in  these 
species  were  60  and  38  mg/kg.  respectively  The  oral  LD50  in  dogs  is 
considered  to  be  in  excess  of  50  mg/kg.  while  lethality  was  seen  in 
monkeys  at  360  mg/kg  The  toxic  dose  in  man  is  not  known,  but  blood 
levels  m excess  of  800  ng/ml  have  not  been  associated  with  toxicity. 
DOSAGE  AND  ADMINISTRATION 

Exertional  Angina  Pectoris  Due  to  Atherosclerotic  Coronary  Ar- 
tery Disease  or  Angina  Pectoris  at  Rest  Due  to  Coronary  Artery 
Spasm.  Dosage  must  be  adjusted  to  each  patient's  needs.  Starting 
with  30  mg  tour  times  daily,  before  meals  and  at  bedtime,  dosage 
should  be  increased  gradually  (given  in  divided  doses  three  or  four 
times  daily)  at  one-  to  two-day  intervals  until  optimum  response 
IS  obtained  Although  individual  patients  may  respond  to  any  dos- 
age level,  the  average  optimum  dosage  range  appears  to  be  180  to 
240  mg/day  There  are  no  available  data  concerning  dosage  require- 
ments in  patients  with  impaired  renal  or  hepatic  function  If  the  drug 
must  be  used  in  such  patients,  titration  should  be  carried  out  with 
particular  caution. 

Concomitant  Use  With  Other  Antianginal  Agents: 

1 Sublingual  NTG  may  be  taken  as  required  to  abort  acute  anginal 
attacks  during  CARDIZEM  therapy 

2 Prophylactic  Nitrate  Therapy  CARDIZEM  may  be  safely  co- 
administered with  short-  and  long-acting  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  antianginal  effective- 
ness of  this  combination 

3 Beta-blochers.  (See  WARNINGS  and  PRECAUTIONS ) 

HOW  SUPPLIED 

CARDIZEM  30-mg  tablets  are  supplied  in  bottles  of  100  (NDC  0088- 
1771-4Z)  and  in  Unit  Dose  Identification  Pahs  of  100  (NDC  0088-1771- 
49)  Each  green  fable)  is  engraved  with  MARION  on  one  side  and  1771 
engraved  on  the  other.  CARDIZEM  60-mg  scored  tablets  are  supplied  in 
bottles  of  100  (NDC  0088-1772-47)  and  in  Unit  Dose  Identification 
Paks  of  100  (NDC  0088-1772-49)  Each  yellow  fablet  is  engraved  with 
MARION  on  one  side  and  1772  on  the  other.  Issued  4/1/84 


See  complete  Professional  Use  Information  before  prescribing 
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\°aroxysmal  cold  hemoglobinuria  (PCH)  is  typi 
"ally  a mild  disease  that  rarely  leads  to  serious 
llness  or  death.  It  usually  follows  or  accompanies 
1 viral,  bacterial,  or  syphilitic  infection.  We  report 
3 fatal  case  of  PCH  in  an  elderly  woman  with 
\^evere  anemia  and  chronic  obstructive  pulmonary 
iisease.  Autopsy  revealed  occult  mycobacterial 
meumonia 


Paroxysmal  cold  hemoglobinuria  ( PCH ) is  a 
rare  form  of  autoimmune  hemolytic  anemia 
I ( 1 ).  Classically,  it  is  characterized  by  the  de- 
velopment of  constitutional  symptoms  such  as  ach 
ling  abdominal,  back,  or  leg  pains,  headache,  and 
jitialaise  following  exposure  to  cold,  with  subse- 
jquent  chills,  fever,  and  hemoglobinuria  (2,3).  There 
Imay  be  associated  profound  anemia.  Although  this 
disease  was  recognized  clinically  in  the  19th  cen- 
jtury,  Donath  and  Landsteiner  in  1 904  confirmed  it 
IS  a distinct  clinicopathologic  entity  by  demonstrat- 
jing  the  in  vitro  hemolysis  of  blood  from  affected 
batients  (4).  In  the  pre-antibiotic  era,  most  cases 
jsvere  associated  with  congenital  or  latent  acquired 
i>yphilis  and  pursued  a chronic  course.  After  the  in- 
troduction of  antibiotics,  treatment  frequently  re- 
solved the  hemolytic  episodes.  In  recent  decades, 
imost  cases  have  been  transient  episodes  occurring 
im  children  with  viral  illnesses  (5).  However,  the 
disease  may  accompany  a bacterial  or  mycoplasma 
jinfection  (6,7).  Fatal  hemolytic  anemia  is  rare  in 
|lx)th  the  syphilitic  and  nonsyphilitic  forms.  The 
|:ondition  is  caused  by  an  antibody  of  the  IgG  class 
'Donath-Landsteiner  antibody)  which  binds  to 
erythrocytes  at  low  temperatures  and  activates 
complement  when  the  temperature  is  raised,  thus 
inciting  hemolysis  ( 5 ).  In  most  cases  the  antibody 
jiias  anti-P  specificity  (8),  although  specificities  for 
other  erythrocyte  antigens  have  been  described  ( 6 ). 
We  report  here  a fatal  case  of  PCH  occurring  in  an 
elderly  individual  with  a clinically  occult  mycobac 
terial  pneumonia. 

Case  report 

E.  W.  was  an  obese,  83-year-old  white  woman  with  a 
23-year  history  of  stable  chronic  bronchitis  and 
obstructive  emphysema  who  had  had  several  previ 
ous  hospitalizations  for  acute  asthmatic  bronchitis. 
Pulmonary  function  tests  had  typically  revealed 
moderate  obstructive  pulmonary  disease,  and  ar- 
terial POj  measurements  were  routinely  60  to  70 
mm  Hg  despite  maintenance  on  bronchodilators 
and  glucocorticoids.  The  baseline  hemoglobin  level 
was  1 4 g/dL.  Serum  VDRL  determinations  were  re- 
peatedly nonreactive.  A PPD  intradermal  test  in 
1977  produced  a 5 mm  diameter  focus  of  indura- 
tion, and  no  subsequent  test  was  performed.  The 
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patient  received  her  last  pneumococcal  and  influ- 
enza vaccines  in  October  1982. 

She  was  admitted  to  Parkland  Memorial  Hospital 
in  June  1983,  complaining  of  worsening  dyspnea, 
anorexia,  nausea,  vomiting,  mild  upper  abdominal 
pain,  and  darkening  urine  over  a three-day  period. 
She  had  no  fever  or  chills.  Physical  examination  re- 
vealed normal  vital  signs,  obesity,  slight  icterus, 
clear  lungs,  increased  anteroposterior  thoracic  di- 
ameter, and  right  upper  abdominal  tenderness  with- 
out palpable  liver  or  spleen.  Laboratory  findings  on 
admission  included  a total  bilirubin  level  of  6.6  mg/ 
dL  ( 1.8  mg/dL  direct),  alkaline  phosphatase  131  U/L, 
AST  33  U/L,  LDH  607  U/L,  hemoglobin  1 1.4  g/dL, 
hematocrit  33.1%,  normal  erythrocyte  indices,  leu- 
kocyte count  19,700/(xL  with  neutrophilia  and  a left 
shift,  and  urobilinogenuria.  Admitting  diagnoses  in- 
cluded chronic  obstructive  pulmonary  disease  and  a 
possible  acute  hemolytic  episode.  On  the  second 
hospital  day  the  patient  was  clinically  stable,  but  her 
hemoglobin  had  decreased  to  8.5  g/dL  with  hema- 
tocrit 23.4%.  A diagnosis  of  PCH  was  based  on  im- 
munohematologic  tests.  On  the  third  hospital  day 
the  patient’s  hematocrit  had  decreased  to  1 8.8% . A 
witnessed  cardiopulmonary  arrest  occurred  from 
which  the  patient  could  not  be  resuscitated. 

Immunohematologic  results 

The  patient’s  blood  group  was  B,  Rh  positive,  P, 
positive.  The  direct  antiglobulin  test  was  positive 
(3  + ) with  polyspecific  and  anti-C3d  antisera,  but 
negative  with  anti-lgG.  Antibody  screening  methods 
included  a 22°  C saline  test  and  prewarmed  37°  C 
tests  using  cells  suspended  in  low  ionic  strength 
saline  ( LISS ) and  ficin  pretreated  cells.  These  tests 
were  read  macroscopically  after  1 5 minutes  incuba- 
tion and  after  the  indirect  antiglobulin  test  (lAT). 
The  serum  antibody  reacted  at  22°  C saline-IAT  and 
37°  C ficin-IAT  with  all  cells  tested  except  two  ex- 
amples of  PP,P^  (Tj'"  )- negative  cells  and  one  P,'‘  cell, 
indicating  anti-P  specificity.  The  patient’s  serum  was 
nonreactive  in  direct  agglutination  tests  with  untre- 
ated cells  at  37°  C and  at  30°  C in  30%  albumin. 
Results  of  the  Donath-Landsteiner  test  performed 
on  the  patient’s  serum  were  positive  with  all  cells 
tested  except  two  examples  of  PP,P^  (Tj“)-negative 
cells. 

Autopsy  results 

At  autopsy  the  patient’s  lungs  weighed  1,100  g and 
were  acutely  congested  and  edematous.  The  al- 
veolar spaces  were  uniformly  enlarged  consequent 
to  loss  of  alveolar  septa  (moderate  panlobular  ob- 
structive emphysema ).  Calcified  granulomas  were 
present  in  the  left  lower  lobe  and  a subcarinal 
lymph  node.  Several  firm,  gray  nodules  (5  to  10  mm 
in  diameter  ) with  indistinct  margins  were  present 
in  various  lobes.  Microscopic  examination  revealed 
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1.  Caseous  granuloma 
of  lung.  Hematoxylin- 
eosin  stain  ( original 
magnification  X 100). 
Inset:  Acid-fast 
bacillus  in  caseous 
material  Kinyoun’s 
acid -fast  stain 
( original 

magnification  X 600). 


some  of  the  nodules  were  a mild  acute  and  organiz- 
ing bronchopneumonia,  while  others  were  caseat- 
ing  granulomas  containing  rare  acid-fast  bacilli 
consistent  with  a mycobacterial  species  (Fig  1 ).  Mi- 
croscopic examination  of  the  spleen  and  lymph 
nodes  revealed  erythrocytes  within  macrophage 
cytoplasm.  Additional  anatomic  diagnoses  included 
mild  right  ventricular  myocardial  hypertrophy  and 
mild  coronary  and  aortic  arteriosclerosis. 

Discussion 

PCH  rarely  causes  death  or  severe  morbidity.  Mac- 
alister’s  early  review  of  the  disease  reported  no 
death  from  uncomplicated  cases  (2  ).  He  cited  four 
autopsy  reports  of  individuals  with  (presumably 
chronic ) syphilitic  PCH,  two  of  whom  were  docu- 
mented to  have  died  of  other  diseases.  Sussman  and 
Kayden  reported  death  in  an  individual  with  a his- 
tory of  hypertension,  late  latent  syphilis,  repeated 
hemolytic  episodes  following  cold  exposure,  but  a 
negative  Donath-Landsteiner  test  (9).  The  patient 


died  in  acute  pulmonary  edema,  apparently  from  i 
fluid  overload.  The  microscopic  description  of  the 
kidney  resembles  that  of  acute  tubular  necrosis  wi 
changes  resulting  from  intravascular  hemolysis.  Tl 
only  fatal  case  reported  in  recent  years  was  a 3-yei 
8-month-old  girl  who  had  no  history  of  recent  infe 
tion  and  died  within  24  hours  of  admission  with  a ‘ 
hemoglobin  level  of  4.1  g/dL  (10). 

Although  PCH  may  occur  with  a variety  of  infec 
tions,  an  association  with  a pulmonary  mycobac- 
terial infection  has  not  been  established  in  the 
literature.  One  of  the  fatal  cases  of  PCH  described 
by  Macalister  involved  a patient  with  widespread 
tuberculosis  ( 2 ).  In  one  other  published  case,  a pa 
tient  with  paroxysmal  cold  hemoglobinuria  had  a 
positive  PPD  skin  test  (11).  The  mechanism  by 
which  certain  infections  evoke  the  production  of  | 
the  Donath-Landsteiner  antibody  is  unknown. 
Schwarting  et  al  ( 1 2 ) have  demonstrated  that  the 
typical  Donath-Landsteiner  antibody  with  blood 
group  P specificity  will  also  bind  to  the  Forss- 
man  antigen.  They  hypothesize  that  the  Donath- 
Landsteiner  antibody  may  represent  an  immune  re 
sponse  to  Forssman-like  antigens  found  on  bacteri: 
or  on  the  outer  envelope  of  viruses  derived  from 
antigenically-altered  host  cell  plasma  membrane. 
The  mycobacterial  cell  wall  is  highly  complex  and ' 
consists  predominantly  of  long-chain  fatty  acids; 
Forssman  or  similar  antigens  have  not  been  de-  I 
scribed  as  components  of  it  ( 1 3).  Alternatively,  in- 
fection may  trigger  a disturbance  in  the  regulation 
of  suppressed  clones  of  lymphocytes  whose  specifii 
city  is  for  self- antigens  (12). 

The  patient’s  hemolytic  crisis  occurred  in  the  lat 
spring  in  Dallas,  and  the  lowest  recorded  tempera-i 
ture  in  the  month  preceding  admission  was  1 2°  C ^ 
(53.6°  F).  Such  absence  of  an  episode  of  cold  ex-  j 
posure  antedating  the  hemolytic  crisis  is  more  fre-  , 
quent  in  the  nonsyphilitic  than  the  syphilitic  form 
of  PCH,  perhaps  because  the  thermal  amplitude  of  | 
erythrocyte  sensitization  of  the  Donath-Landsteinei 
antibody  is  typically  higher  in  the  nonsyphilitic 
form  (5). 

Blood  transfusion  is  rarely  required  in  the  treat- 
ment of  PCH,  as  the  presence  of  a warm  environ- 
ment usually  suffices  to  maintain  an  adequate  red 
cell  mass  in  affected  patients.  Although  P-negative 
blood  has  been  utilized  in  some  cases  (14),  the 
transfusion  of  P-positive  but  otherwise  compatible 
blood  is  accepted  (15).  Appropriate  caution  must 
be  taken  to  warm  the  blood  prior  to  transfusion  to 
avoid  precipitating  a hemolytic  crisis  (5).  Splenec- 
tomy h^  been  shown  to  alleviate  hemolysis  in  the 
chronic  form  (16).  This  report  documents  the  dan- 
ger of  delaying  transfusion  in  a patient  with  a seven 
hemolytic  anemia  caused  by  the  Donath-Landsteinc 
antibody.  Although  healthy  individuals  can  tolerate 
red  cell  mass  one  half  of  normal  ( 17),  it  is  clear  tha 
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n I uch  profound  anemia  in  this  patient  with  signifi- 
iitli  ant  cardiopulmonary-  disease  precipitated  the  car- 
aliopulmonary  arrest. 
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Campylobacter  is  considered  a common  cause  of 
infectious  invasive  bacterial  enterocolitis  in  the 
United  States,  but  it  is  believed  to  be  an  uncom- 
mon cause  of  massive  lower  gastrointestinal  hem- 
orrhage. This  report  describes  treatment  of  a 28- 
year-old  man  with  Campylobacter  enterocolitis 
and  massive  gastrointestinal  bleeding  successfully 
treated  with  cautious  observation,  erythromycin, 
and  blood  and  fluid  replacement 


In  recent  years  Campylobacter  fetus  ssp  jejuni 
has  been  recognized  as  perhaps  the  most  com- 
mon cause  of  infectious  invasive  bacterial  en- 
terocolitis in  the  United  States  ( 1 ).  Some  degree  of 
gastrointestinal  blood  loss  is  the  rule,  ranging  from 
occult  blood  loss  to  frank  bloody  dysentery  (1,2). 
However,  it  has  been  reported  as  an  uncommon 
cause  of  massive  lower  gastrointestinal  hemorrhage 
( 3 )•  This  report  documents  a case  of  recurrent  mas- 
sive lower  gastrointestinal  hemorrhage  secondary  to 
Campylobacter,  which  was  managed  conservatively 
rather  than  by  surgical  resection  as  in  a previous 
case  (2). 

Case  report 

A 28-year-old  white  man  presented  with  a four- 
week  history  of  low-grade  fever  up  to  38.3°  C ( 101° 
F),  abdominal  cramps,  and  15  to  20  loose  bowel 
movements  per  day,  awakening  him  several  times 
during  the  nights.  He  had  been  treated  only  for 
symptom  control,  since  routine  stool  cultures  had 
been  negative  for  enteric  pathogens.  He  claimed 
that  his  diarrhea  had  decreased  somewhat  during 
the  week  before  presentation,  averaging  only  eiglit 
to  ten  loose  stools  per  day,  and  that  his  low-grade 
fever  had  become  less  noticeable  during  this  time. 
However,  he  had  begun  passing  dark  maroon  stools 
continuously  and  had  orthostatic  symptoms  of  diz- 
ziness and  lightheadedness.  The  patient’s  hemo- 
globin level  at  the  time  of  presentation  was  12.5 
(g/dL).  His  medical  records  showed  his  normal  he- 
moglobin level  to  be  14.5  (g^dL).  A stool  specimen 
was  grossly  positive  for  blood,  and  Gram’s  stain  re- 
vealed numerous  white  blood  cells,  all  polymor- 
phonuclear leukocytes.  His  temperature  was  37.5°  C 
(99.5°  F). 

A presumptive  clinical  diagnosis  of  Campylo- 
bacter enterocolitis  was  made,  and  a stool  specimen 
was  sent  for  special  medium  culture  for  Campylo- 
bacter. Oral  erythromycin  therapy  ( 500  mg  every 
six  hours)  was  begun  immediately  after  the  speci- 
men was  sent.  The  patient  continued  to  pass  dark 
maroon  stools  and  to  suffer  orthostatic  symptoms 
during  the  next  day,  and  when  his  hematocrit 
dropped  below  27%  (hemoglobin  8.9  g/dL),  trans- 
fusions of  packed  red  blood  cells  were  started  to 


maintain  a hematocrit  of  at  least  30.  Erythromycin 
was  continued  along  with  a clear  liquid  diet  and 
blood  and  intravenous  fluid  replacement. 

By  the  third  day,  the  patient  had  stopped  contini 
ously  passing  dark  maroon  stools;  however,  that  af- 
ternoon he  experienced  another  episode  of  lower  i 
gastrointestinal  bleeding,  which  was  more  of  a red  i 
dish  color  and  associated  with  relative  hypotensior 
and  orthostatic  changes  lasting  approximately  two 
hours.  By  the  time  a technetium  sulfur  colloid  gas- 
trointestinal bleeding  screen  scan  was  performed, 
the  results  were  negative  for  active  bleeding,  pre- 
cluding arteriography.  On  the  fourth  day  the  patien 
had  another  limited  episode  of  gastrointestinal 
bleeding  with  associated  orthostatic  changes,  whic 
ceased  before  the  attending  physician  arrived.  At 
this  time  upper  gastrointestinal  endoscopy  was  per 
formed  and  showed  no  abnormalities  or  sources  of 
bleeding  to  the  ligament  of  Treitz. 

On  the  fifth  day  the  patient  again  sustained  a 
significant  episode  of  bleeding  with  orthostatic 
changes,  and  again  a nuclear  gastrointestinal  bleed- 
ing screen  scan  was  negative  for  active  bleeding, 
precluding  arteriography.  By  this  time,  the  stool  cui 
ture  report  had  confirmed  the  presence  of  Cam- 
pylobacter. At  this  point  the  patient  became  in- 
creasingly insistent  that  “something  be  done  to  stoj 
his  bleeding.”  Colonoscopy  with  terminal  ileoscop) 
preceded  by  a GoL’VTELY  oral  gastrointestinal  purgi 
was  considered  in  order  to  localize  precisely  the 
presumptive  ulcer(s)  from  which  the  patient  was 
intermittently  hemorrhaging,  in  order  to  guide  pos 
sible  surgery.  However,  after  further  discussion  wiff 
the  patient  and  reassurance,  he  deferred  colo- 
noscopy and  elected  to  continue  conservative  man 
agement  with  oral  erythromycin,  clear  liquid  diet, 
and  intravenous  fluid  and  blood  replacement.  y 

No  further  episodes  of  gastrointestinal  bleeding  1 
occurred  after  the  fifth  day,  and  the  patient  was  dis-j 
charged  several  days  later  with  a stable  hemoglobin  j 
level  of  9.1  (g/dL).  During  his  hospital  stay,  a total  c| 
nine  units  of  packed  red  blood  cells  were  trans-  | 
fused.  The  patient  was  discharged  on  the  above  dost 
age  of  erythromycin  plus  ferrous  sulfate  (325  mg  | 
orally  three  times  per  day)  with  meals.  Within  two  | 
months  his  hemoglobin  had  returned  to  a stable 
value  of  14.5  (g/dL).  | 

Discussion  « 

It  is  known  that  Campylobacter  fetus  ssp  jejuni  can] 
present  with  a clinical  picture  of  acute  colitis  (4).  1 1 
may  also  be  responsible  for  causing  an  acute  flare- 
up  of  otherwise  stable  chronic  inflammatory  bowel 
disease  (5,6).  Cases  of  toxic  megacolon  secondary 
to  Campylobacter  enteritis  have  been  well  docu- 
mented (7,8).  Complete  colonoscopy  to  the  cecum 
was  done  in  one  case  of  Campylobacter  enteroco- 
litis (9),  and  gross  features  mimicking  both  Crohn’s 
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isease  and  chronic  ulcerative  colitis  were  found 
icluding  cobblestoning  with  skip  areas,  multiple 
irge  ulcerations  throughout  the  colon  with  mark 
dly  dilated  blood  vessels  at  the  margins,  and  areas 
j)f  granularity  with  loss  of  normal  vascular  pattern. 

I )ther  cases,  both  colonoscopically  and  radiograph! - 
ally,  have  mimicked  carcinoma  of  the  colon 
10,1 1 ).  In  the  previously  reported  case  of  massive 
I astrointestinal  hemorrhage  secondary  to  Campy- 
\obacter  \ pathologic  findings  included  multiple 
1 uperficial  ulcerations  up  to  1 cm  in  diameter  in  the 
' erminal  ileum,  just  proximal  to  the  ileocecal  valve, 

I nd  involving  the  valve  itself.  In  the  usual  case  of 
I incomplicated  Campylobacter  enteritis,  the  sig- 
litioidoscopic  picture  is  one  of  granularity,  friability, 

; Ind  loss  of  normal  mucosal  vascular  pattern,  and 
ilfossly  is  indistinguishable  from  idiopathic  ulcera- 
1 ive  colitis  or  colitis  secondary  to  Shigella  or  Sal- 
inonella  (4). 

Anecdotal  reports  state  that  symptoms  of  Cam- 
ylobacter  colitis  resolve  rapidly  with  antimicrobial 
fierapy  ( 1 ).  However,  in  a recent  double-blind  con 
Irolled  trial  of  erythromycin  in  the  treatment  of  un- 
jomplicated  enteritis,  the  organism  was  eradicated 
•om  the  feces  within  two  days,  but  the  natural 
ourse  of  the  disease  was  not  altered,  if  treatment 
[legan  four  or  more  days  after  the  onset  of  symp- 
pms  (12).  In  another  recent  double-blind  con- 
ixolled  trial  (13),  erythromycin  lessened  abdominal 
! ramps  and  decreased  the  carrier  state,  but  other- 
wise did  not  alter  the  natural  courses  of  the  illness, 
which  proved  to  be  a spontaneously  resolving  self- 
mited  one,  even  in  a selected  group  of  patients 
who  had  been  hospitalized  for  their  illness.  Never- 
aeless,  when  the  illness  becomes  dramatic,  with 
rolonged  symptoms  or  diarrhea  that  is  frequent  or 
loody,  antimicrobial  therapy  is  usually  recom- 
lended  (2,14).  Erythromycin  is  usually  recom- 
lended  in  these  cases  due  to  the  frequency  with 
Vhich  the  organism  is  susceptible  ( 1 5 ).  In  two  of 
|tie  patients  who  underwent  colonoscopy  (9,10), 
ne  demonstrating  large  segmental  ulcerations  and 
he  other  demonstrating  a mass  mimicking  carci- 
:oma  of  the  transverse  colon,  all  visual  colon- 
I'scopic  abnormalities  had  disappeared  after 
reatment  with  erythromycin. 

I A thorough  search  of  the  English  literature  indi- 
cates that  the  present  case  is  the  second  reported 
iase  of  massive  gastrointestinal  hemorrhage  second- 
ary to  documented  infection  with  Campylobacter 
etus  ssp  jejuni.  As  with  the  previously  reported 
ase  ( 3 ),  the  hemorrhage  began  to  occur  at  a time 
when  the  patient  was  apparently  clinically  recover- 
ig.  However,  in  the  present  case,  the  patient  never 
went  into  frank  shock,  in  spite  of  numerous  copi- 
•us  episodes  of  bleeding  per  rectum,  all  of  which 
aused  orthostatic  symptoms  and  signs.  If  the  pa- 
tent had  gone  into  frank  shock,  immediate  arteri- 


ography would  have  been  indicated,  and  if  the 
bleeding  could  not  have  been  controlled  with  selec- 
tive infusion  of  intraarterial  Pitressin,  surgical 
therapy  would  have  been  mandatory.  It  is  calculated 
that  if  the  patient’s  hemoglobin  level  had  been 
raised  to  normal  baseline  value  before  discharge,  14 
units  of  packed  red  blood  cells  would  have  been 
required.  This  case  demonstrates  that  at  least  in 
some  cases  of  massive  gastrointestinal  bleeding 
secondary-  to  Campylobacter,  the  patient  can  be 
treated  simply  with  cautious  obser\'ation,  ery  thro- 
mycin therapy,  and  blood  and  fluid  replacement. 
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The  diagnosis  of  childhood  cancer  forces  a child  to 
adapt  to  a neu>  way  of  life.  Coping  with  the  social 
and  emotional  impact  of  cancer  can  be  as  difficult 
as  contending  with  the  medical  treatments.  Pain 
and  discomfort  associated  with  the  illness  and 
treatment,  alterations  in  physical  appearance,  so- 
cial isolation,  and  fear  of  death  create  emotional 
reactions  in  the  child  and  threaten  normal  devel- 
opment The  child’s  schooling  may  be  hampered  by 
absences  or  side  effects  of  the  disease  and  treat- 
ment Support  and  guidance  from  the  family  and 
physician  help  the  child  adjust  to  illness.  When 
severe  problems  arise  or  the  child  is  experiencing 
special  difficulties,  referral  to  a psychologist  or 
psychiatrist  can  be  helpful 
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The  diagnosis  of  childhood  cancer  brings  with 
it  an  extended  period  during  which  a child 
must  adapt  to  an  entirely  new  way  of  life.  In 
some  instances,  coping  with  the  social  and  emo- 
tional impact  of  cancer  is  as  difficult  for  the  child  as 
contending  with  the  medical  treatments.  Under  nor- 
mal circumstances,  children  and  adolescents  face 
numerous  developmental  tasks:  emotional  indepen- 
dence from  parents,  individuation,  peer  group  ac- 
ceptance, continuing  development  of  body  image, 
sexual  role  identity,  and  continuing  cognitive  matu- 
ration. A child’s  timely  fulfillment  of  these  tasks  will 
certainly  be  influenced  by  the  sudden  changes  in 
lifestyle  brought  about  by  cancer.  Both  emotional 
independence  from  parents  and  individuation  will 
be  affected  by  the  sudden  forced  dependence  on 
doctors,  staff,  and  family,  and  by  the  fixed  routines 
of  hospital  visits  and  treatment  schedules.  Since 
peer  group  acceptance  and  body  image  are  particu- 
larly important  to  older  children  and  adolescents,  it 
can  be  traumatic  for  a child  of  that  age  to  feel  that 
he  or  she  is  different  from  peers;  such  events  as 
weight  change,  limb  amputation,  or  other  disfigur- 
ing surgery  have  a significant  impact  on  a child’s 
self-concept.  Sex-role  identity  may  be  altered  as 
well,  because  many  youngsters  must  face  the  possi- 
bility of  becoming  sterile  as  a result  of  treatment. 
Finally,  the  child’s  cognitive  abilities  and  academic 
achievement  may  be  affected  by  absence  from 
school,  by  a tumor  in  the  brain,  or  by  medical  treat- 
ments that  may  affect  the  central  nervous  system 
(1,2). 

Typically,  children  with  cancer  express  concerns 
about  the  discomfort  and  pain  associated  with  treat- 
ments, fear  of  death,  apprehension  about  physical 
appearance,  worries  about  being  unable  to  keep  up 
with  age  mates  in  school  and  social  activities  and 
maintain  good  relationships  with  family  members 
(3).  The  children’s  reactions  vary  from  anxiety,  an- 
ger, depression,  and  withdrawal,  to  denial  of  the 


illness,  misbehavior,  and  treatment  noncompliance. 
In  terms  of  actual  social-behavioral  concomitants, 
adolescents  with  cancer  are  less  likely  to  have  a 
driver’s  license,  finish  high  school,  date,  or  plan 
their  future  (4).  The  nature  of  the  effects  seems  to 
depend  on  the  age  of  the  child.  Younger  children 
are  more  prone  to  frustration  over  not  being  able  tt ' 
keep  up  with  their  age  mates,  and  they  have  more 
difficulty  understanding  the  importance  of  dietary 
restrictions,  medications,  or  other  treatments.  i 
Young  children  are  more  likely  to  appreciate  “spe- 
cial” treatment,  whereas  adolescents  have  a stronge 
desire  to  be  like  their  peers  and  achieve  indepen- 
dence. Adolescents  are  more  concerned  with  physi 
cal  appearance,  restrictions  on  social  life,  sexual 
inadequacy,  and  feeling  different  from  others  ( 5 ). 

During  cancer  treatment,  the  emotions  of  chil- 
dren and  their  families  fluctuate  between  periods  ol 
intensity  and  periods  of  relative  calm.  The  children 
and  families  tend  to  become  anxious  and  depressed 
when  the  child  is  first  diagnosed  and  when  the  chik 
feels  very  ill  or  has  relapsed.  Treatment  for  cancer 
often  alters  the  child’s  appearance  through  hair  loss 
scarring,  or  limb  amputation.  Some  children  can 
overcome  the  feelings  associated  with  looking  dif- 
ferent and  continue  their  usual  activities,  but  others 
are  embarrassed  and  may  stay  away  from  school. 
Absenteeism  probably  is  a major  factor  in  the  lower 
academic  achievement  scores  of  children  with  can- 
cer (1,2),  and  it  most  likely  accounts  for  a decrease 
in  socialization  as  well. 

Perhaps  surprisingly,  ending  treatment  for  cancer 
also  produces  anxiety  in  the  children  and  their  fami 
lies.  During  treatment,  they  tend  to  feel  protected 
against  the  disease  and,  understandably,  they  be- 
come emotionally  attached  to  the  medical  staff  and 
the  medication.  Because  they  know  that  cancer  may 
recur,  stopping  treatment  makes  them  feel  more 
vulnerable.  As  one  mother  told  us,  she  approached 
the  end  of  treatment  with  mixed  feelings.  On  the 
one  hand,  she  looked  forward  to  being  “free”;  on 
the  other,  she  worried  about  losing  the  security  that 
the  hospital  and  treatment  provided. 

Children  with  cancer  are  keenly  aware  that  they 
might  die,  since  they  see  this  happen  to  others  at 
the  hospital.  Contrary  to  an  earlier  belief,  children 
notice  and  keep  track  of  their  friends’  progress. 
They  almost  always  want  to  know  if  one  of  their 
friends  dies,  and  they  usually  find  out,  despite  a par- 
ent’s effort  to  keep  that  knowledge  from  them. 

When  all  goes  well  and  the  children  complete 
treatment,  adjustment  to  cured  status  is  always  a 
challenge.  While  in  treatment,  these  children  often 
receive  special  attention  and  privileges  from  fami- 
lies and  friends.  They  might  be  exempt  from  house- 
hold chores,  or  they  might  be  the  center  of  atten- 
tion at  a social  gathering.  Adjustment  to  long-term 
survival  means  that  the  children  are  no  longer  “spe- 
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l and  that  they  will  be  judged  for  accomplish 
Tients  like  everyone  else.  Children  who  were 
previously  cared  for  must  now  take  charge  of  their 
1 3wn  lives.  They  must  earn  the  respect  of  others, 
j Fhis  may  be  a difficult  transition  for  them,  particu- 
|larly  if  they  have  been  pampered  at  home;  if  they 
nave  missed  school,  they  will  lag  behind  age  mates 
m education. 

Sometimes  the  stresses  associated  with  cancer 
may  become  so  intense  that  psychological  interven 
tion  is  required.  During  the  treatment  period,  which 
may  last  for  several  years,  counseling  may  help  chil- 
dren and  their  families  cope  with  particularly  dis- 
turbing events.  The  following  case  stud>’  illustrates 
tiow  psychosocial  issues  may  need  to  be  addressed 
to  maintain  proper  medical  care. 

Case  report 

;\ndy,  age  1 4,  had  been  undergoing  treatment  for 
osteosarcoma  for  three  years.  He  was  an  energetic 
(tdiild  who  had  many  friends  among  the  pediatric 
patients  and  who  delighted  the  medical  staff  with 
[|lTis  friendliness,  his  charm,  and  joking  manner.  Dur- 
ing one  of  his  hospital  stays  for  chemotherapy,  Andy 
oecame  noticeably  depressed  and  withdrawn,  re- 
i)tused  treatments,  and  threatened  suicide.  During  an 
interview  with  the  psychologist,  Andy  seemed  very- 
depressed  and  said  that  his  threats  of  suicide  were 
,the  result  of  an  argument  (actually,  a minor  argu- 
ment) with  his  mother.  For  the  next  three  days,  staff 
members  were  instructed  to  monitor  Andy’s  behav- 
|tor  constantly,  and  he  was  not  allowed  to  leave  the 
[jioor  without  supervision.  Seen  daily  by  the  psychol- 
ilDgist,  Andy  talked  about  his  frustrations  at  having  to 
I'andergo  chemotherapy,  which  inevitably  made  him 
ll'eel  nauseated.  Having  always  been  very  athletic,  he 
ijsvas  irritated  by  not  being  able  to  participate  in 
liiports  as  much  as  he  liked.  However,  his  hospital 
jitays  caused  frequent  school  absences,  and  he  was 
[having  a difficult  time  keeping  up  with  his  eighth 
bgrade  classmates.  Being  able  to  express  these  con- 
[icems  provided  a great  deal  of  relief  for  Andy,  who 
[confided  that  he  sometimes  felt  burdened  by  try  ing 
[to  maintain  his  image  as  “the  life  of  the  party”  Con- 
[versations  with  Andy’s  mother  revealed  her  frustra- 
tions about  having  to  drive  from  their  home  250 
[ miles  away  for  Andy’s  treatments,  her  problems  of 
i maintaining  adequate  supervision  for  Andy’s  siblings 
[[left  at  home,  and  her  perpetual  fears  about  the 
I deaths  of  several  children  whose  illness  had  been 

I diagnosed  at  the  same  time  as  Andy’s. 

II  After  two  weeks  of  intensive  psychological  inter- 
[Vention,  it  was  mutually  decided  that  counseling 

' was  no  longer  needed.  Andy  quickly  reverted  to 
what  nurses  referred  to  as  “the  old  Andy” — more 
ijactive,  interacting  more  with  peers,  and  joking  with 
ithe  staff. 

This  brief  summary  illustrates  the  need  for  crisis 


management  for  a patient  who  coped  well  during 
long  hospitalizations  and  treatments,  yet  who  mani- 
fested extreme  distress  when  some  concerns  be- 
came overwhelming.  Parents  may  be  troubled  by 
other  problems  and  thus  be  less  available  to  support 
the  ill  child.  When  this  happens,  the  therapist  may 
temporarily  augment  the  parental  role  and  help  the 
parent  solve  problems  as  well. 

In  addition  to  dealing  with  their  owm  fears  and 
uncertainties,  many  children  with  cancer  must  also 
cope  with  their  parents’  changed  attitudes  and  be- 
haviors. Bakwin  ( 6 ) found  that  many  parents  of 
chronically  ill  children  tend  to  be  overprotective. 
They  noted  also  that  at  the  other  extreme  were 
parents  who  reacted  by  rejecting  the  ill  child.  I,aw- 
son  ( 7)  described  another  pattern  in  which  parents 
give  in  to  all  demands — reasonable  or  not — and 
place  few  expectations  or  restrictions  on  the  child. 
At  the  same  time,  these  parents  are  often  over- 
protective,  prohibiting  the  child  from  attending 
school  or  engaging  in  social  and  athletic  activities. 

Copeland  ( 5 ) has  found  that  adaptive  families  wall 
understand  their  child’s  limitations,  take  a realistic 
approach  to  his  or  her  disability,  maintain  a proper 
balance  between  the  child’s  dependence  and  inde- 
pendence, encourage  school  attendance  and  social 
activities,  set  appropriate  limits,  assist  the  child  in 
developing  compensatory'  strategies,  convey  an  at- 
titude of  hopefulness  and  helpfulness,  and  avoid 
blaming  others  or  denying  the  realities  of  their 
child’s  condition.  Research  by  Worchel  ( 8 ) show  ed 
that  one  of  the  best  predictors  of  good  emotional 
adjustment  in  pediatric  oncology'  patients  w'as  confi- 
dence in  their  parents. 

Based  on  our  clinical  and  research  experience, 
we  offer  the  follow  ing  suggestions  to  physicians 
who  are  treating  children  who  have  or  have  had 
cancer: 

a.  Encourage  the  child  and  family  members  to 
talk  with  one  another  about  the  illness  and  its  im- 
pact on  the  family.  Rather  than  giv  ing  advice,  offer 
supportive,  nonjudgmental  comments  designed  to 
promote  conversation.  Ask  about  how'  parents  and 
siblings  are  adjusting. 

b.  When  discussing  a child,  refer  to  his  or  her 
strengths,  along  with  addressing  problems. 

c.  If  necessary',  give  parents  suggestions  for  par- 
enting strategies  or  encourage  them  to  set  limits  on 
a demanding  child. 

d.  Inquire  as  to  whether  the  child  is  attending 
school  regularly.  When  a child  is  having  difficulties 
at  school  because  of  social  stigma,  a call  from  the 
physician  or  visit  from  a medical  staff  member  can 
be  helpful  to  school  personnel. 

e.  Since  children  w ith  cancer  must  maintain 
some  sense  of  control,  try'  to  offer  the  child  choices, 
either  of  which  would  be  acceptable  ( eg,  whether 
to  have  a procedure  now  or  in  10  minutes,  w hether 
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to  have  blood  drawn  from  the  right  or  left  arm,  how 
far  in  advance  to  be  told  about  a procedure ). 

f Actively  support  stability'  and  consistency  in 
the  child’s  life.  Whenever  posible,  talk  to  the  child 
about  expected  treatment  schedules  and  maintain 
clinic  appointments  on  the  same  day  of  the  week. 
When  the  child  is  in  the  hospital,  procedures  and 
medical  rounds  should,  if  possible,  be  conducted  at 
the  same  time  each  day. 

Conclusion 

Children  with  cancer  face  many  challenges  and 
threats  to  their  continuing  psychological  develop 
ment.  The  disease  and  its  treatment  may  bring 
about  changes  in  the  children's  appearance,  limit 
their  physical  and  cognitive  abilities,  and,  along 
with  family  responses,  promote  increased  depen- 
dence and  social  withdrawal.  Most  children  master 
the  task  of  coping  w ith  the  changed  conditions  and 
threats  to  their  lives,  particularly  if  they  have  a well- 
functioning family  to  support  them.  But  many  chil- 
dren run  into  difficulties,  in  which  case  the  prompt 
attention  of  the  physician  may  make  the  difference 
between  healthy  adaptation  and  maladjustment. 
When  it  seems  warranted,  the  child  and  family 
should  be  referred  to  a psychologist  or  psychiatrist 
who  is  trained  in  dealing  with  the  emotional  and 
behavioral  distress  associated  with  cancer  and  its 
treatment.  Physicians  who  have  difficulty'  locating 
such  a person  may  contact  a mental  health  staff 
member  in  the  pediatrics  department  of  any  cancer 
treatment  center  for  information. 
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In  1891  in  Gali’eston,  a band  of  visionary  doctors 
began  teaching  medical  students  in  an  extraordi- 
nary building  now  known  as  Old  Red,  demonstrat- 
ing anatomical  dissections  and  giving  anatomy 
lectures  in  the  building’s  amphitheater.  In  time,  the 
proud  building  on  the  campus  of  The  University  of 
Texas  Medical  Branch  lost  favor  as  newer  stnic 
tures  were  built  to  accommodate  specialized  areas 
for  emerging  sciences,  and  those  original  rooms 
where  students prst  glimpsed  inside  the  human 
body  came  to  house  satellite  services,  storage  areas, 
and  ultimately  flocks  of  pigeons.  That  things  have 
come  full  circle  for  UTMB’s  Old  Red  is  signiped 
by  its  rededication,  scheduled  to  take  place  this 
month  itj  Galveston.  New  life  has  been  breathed 
into  the  building,  reclaiming  it  not  only  as  a his- 
torical structure,  but  as  an  integral,  functional 
part  of  the  process  of  educating  physicians. 


he  ornate  red  brick  building  known  as  Old 
Red  seems  almost  out  of  place  on  the 
campus  of  The  University  of  Texas  Medical 
Branch  at  Galveston.  The  1891  structure  of  red 
brick,  sandstone,  and  Texas  granite,  with  its  ornate 
detail  and  intricate  design,  contrasts  sharply  to  the 
clean  lines  of  the  more  modern  buildings  surround- 
ing it.  Hidden  away  in  a corner  of  the  campus, 
nearly  obscured  by  its  larger,  sleeker  neighbors,  it 
sits  like  a jewel  from  the  past. 

It  has  in  fact  been  nearly  100  years  since  Old  Red 
greeted  its  first  class  of  medical  students.  Medical 
knowledge  has  increased  considerably  since  then, 
when  80%  of  the  doctors  in  Texas  had  less  than  a 
year  of  training  and  many  had  credentials  bought 
from  diploma  mills.  The  death  rate  was  triple  that  of 
today,  and  the  average  life  span  was  45  years  ( 1 ). 

In  those  early  years,  medical  education  was  not 
always  easily  accomplished.  For  example,  prior  to 
the  opening  of  the  UT  Medical  Department  ( as 
UTMB  was  originally  known),  the  law  required  that 
cadavers  be  buried  until  they  were  needed  for  dis- 
section. This  practice  necessitated  their  resurrec- 
tion by  students  “after  midnight  in  the  dark  of  the 
moon”  and  often  produced  “hair-raising  experi- 
ences,” according  to  Dr  J.  F.  Y.  Paine,  first  dean  of 
the  medical  department,  in  an  address  delivered  in 
1906  (2). 

Although  the  state  of  the  art  of  medical  education 
still  had  far  to  go,  great  strides  were  made  under  the 
leadership  of  Dr  Ashbel  Smith,  a Yale-educated  phy- 
sician who  came  to  Texas  in  1836.  Largely  as  a re- 
sult of  his  influence,  Texans  voted  in  1881  to  form 
The  University  of  Texas  at  Austin,  with  its  medical 
department  at  Galveston,  then  the  state’s  leading 
city.  Nine  years  later  construction  began  on  the  red 


brick  structure  which  became  the  first  teaching  fa-  < 
cility  at  UTMB.  I 

In  1889,  Nicholas  Clayton,  Texas’  first  profes-  I 
sional  architect,  was  commissioned  to  design  the 
medical  school  building.  Clayton  had  come  to  Gal-  i 
veston  to  build  the  elaborate  Bishop’s  Palace  and  ' 
stayed  on  to  design  many  other  notable  Galveston  I 
homes  and  commercial  buildings,  all  completed  be  | 
fore  1900  (3).  Before  beginning  work  on  the  medi-l 
cal  school  building,  Clayton  visited  several  eastern  I 
medical  colleges  to  gather  the  latest  construction  I 
ideas.  Clayton  had  an  eye  for  ornate  yet  functional 
styling  and  a flair  for  detail  that  was  reflected  in  his 
design.  When  completed,  his  Romanesque  structuni 
was  hailed  as  “a  masterpiece  of  masonry  and  design' 
(4).  The  building,  which  rose  three  stories  above  at 
elevated,  pier-supported  basement,  had  a distinctive! 
exterior,  dominated  by  massive  round  arches  two 
stories  high  ( Fig  1 ).  Inside,  Clayton’s  spacious  de-  ' 
sign  and  attention  to  detail  were  evident  in  the 
great  lecture  hall  and  the  lavishly  finished  stairways 
and  woodwork.  Officially  named  the  Medical  Col- 
lege Building,  the  structure  soon  became  known 
simply  as  the  Red  Building,  and  now.  Old  Red  (4). 

The  UT  medical  department  opened  for  its  first 
session  on  Oct  5,  1891,  with  a faculty  of  13  and  an  , 
enrollment  of  23  medical  students.  As  planned.  Old' 
Red  housed  the  entire  school.  The  first  floor  con- 
tained a large  chemistry  lecture  room,  clinical  labo-' 
ratories,  and  offices.  Physiology  and  anatomy  amphi- 
theaters, private  rooms  for  professors,  and  more 
labs  were  located  on  the  second  floor.  The  third 
floor  consisted  of  a large  dissecting  room. 

Although  the  new  building  opened  to  glowing 
praise,  a lack  of  equipment  and  money  seriously 
hampered  its  faculty.  Nevertheless,  the  faculty  was 
“a  group  of  vigorous,  young  doctors  (three  of  them 
not  yet  30)  full  of  pioneer  spirit  and  ready  to  under 
take  with  enthusiasm  the  building  of  a first-class 
medical  school  from  bare  walls  . . .”  ( 1 ). 

That  they  did,  struggling  with  limited  resources 
until  the  turn  of  the  century  when  a momentous 
event  signaled  a change  in  UTMB’s  fortunes.  That 
year,  the  school’s  tenth,  brought  the  great  Galveston 
hurricane,  the  greatest  natural  disaster  to  strike  the 
United  States.  The  storm  swept  across  the  island,  as 
yet  unprotected  by  a seawall,  on  Sept  8,  1 900,  and 
left  in  its  wake  massive  destruction  and  an  esti- 
mated 6,000  dead.  Although  severely  damaged.  Old 
Red  was  still  standing,  as  were  most  of  the  other 
buildings  designed  by  Clayton.  The  walls  were  in- 
tact, but  much  of  the  roof  was  gone  and  the  base- 
ment was  “one  great  tangle  of  chemical  tables,  gas 
and  water  pipes  and  heaps  of  lumber”  (4)  (Fig  2). 

Ironically,  the  storm  was  the  turning  point  for  the 
struggling  medical  school.  In  its  aftermath,  The  Uni- 
versity of  Texas  board  of  regents  took  new  interest 
in  the  school  and  appropriated  more  than  adequate 
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nds  for  its  repair.  Rallying  to  the  cry,  “The  llniver- 
y of  Texas  stops  for  no  storm,”  the  regents  were 
> generous  that  UTMB  ended  the  year  1901  in 
tter  shape  than  ever  before  ( 5 ). 

Buoyed  by  the  regents’  support,  the  medical 
anch  continued  steadily  expanding  throughout 
e next  several  decades.  Nevertheless,  Old  Red,  the 
rginning  of  it  all,  remained  its  heart.  In  1949,  the 

• nerable  structure  was  renamed  to  honor  Dr  Ash- 
1 Smith,  in  recognition  of  his  contribution  to  the 

. rmation  of  The  University  of  Texas  and  his  sup- 
) »rt  of  education  in  Texas. 

; Old  Red  continued  in  its  intended  function  for 
Jiany  years.  In  time,  though,  the  stately  building 
l|w  its  scientific  departments  moved  into  newer 
ijiildings  with  more  modern  equipment.  UTMB’s 
ijergy  and  resources  were  focused  on  the  fast- 
(fveloping  major  medical  complex,  and  in  the  wake 
ij  rapid  growth  the  original  medical  building  re- 
I ived  only  minimal  maintenance. 

Old  Red  began  to  show  the  wear  of  almost 
I'O  years  of  service.  The  building — which  with- 
|)od  not  only  the  1900  storm,  but  two  other  great 
jprms  of  the  century,  the  1915  storm,  and  Hur 
i :ane  Carla  in  1961 — still  maintained  its  structural 
^legrity,  but  there  were  obvious  indications  that 
I ijor  restoration  was  sorely  needed.  Boarded  win- 
<|ws,  missing  roof  tiles,  and  chinks  in  the  masonry 
I re  silent  testimony  of  the  toll  taken  by  years  of 
ilglect. 

;lt  was  not  until  the  early  1970s,  when  UTMB  and 
ip  board  of  regents  began  studying  a proposal  to 
l!ir  down  Old  Red  to  make  way  for  a parking  lot, 
tit  any  great  interest  was  aroused  in  saving  the 
jjucture.  Upon  hearing  of  that  proposal,  members 
( the  Galveston  Historical  Foundation  and  the  Gal- 
ijston  County  Historical  Survey  Committee  became 
(|ncerned  and  persuaded  the  regents  to  adopt  a 
ijsolution  to  prevent  Old  Red’s  destruction  and  to 
1:  to  raise  funds  for  its  restoration  (6  ).  According 

• County  Judge  Ray  Holbrook,  who  supported  the 
I'itoration  plan,  “A  lot  of  people  convinced  presi- 

( nt  Truman  Blocker  that  destroying  Old  Red  would 
I selling  the  medical  school  down  the  river”  (6 ). 
Jjice  convinced.  Dr  Blocker  and  his  successor.  Dr 
lilliam  C.  Levin,  current  president  of  UTMB,  be- 
jme  ardent  and  vocal  supporters  for  restoration  of 
1;  structure.  In  1972,  a campaign  headed  by  Dr 
locker  himself  was  launched  among  alumni  of 
rMB  to  raise  funds  for  the  proposal. 

['During  the  next  ten  years,  UTMB  administration, 

I ulty,  alumni,  and  friends  expended  much  en 
Ijgy  in  an  effort  to  raise  the  estimated  SI. 5 million 
lleded  to  put  the  old  building  back  in  shape.  The 
|gency  felt  by  many  Old  Red  supporters  gave  rise 
I some  eloquent  appeals  to  save  the  building.  Dr 
(Burke  Evans,  chief  of  orthopedic  surgery  at  UTMB 
id  then  president  of  the  Historical  Society  of  Gal- 


veston, wrote  in  1972: 

“The  loss  of  a great  building  is  like  a death.  Once 
it  is  gone,  there  is  no  way  to  replace  it.  A picture 
will  not  do.  Time  dulls  the  pain  and  dims  the  mem- 
ory. Succeeding  generations  will  not  miss  it  and  life 
will  go  on  perfectly  well  without  it.  This  is  either  a 
chilling  or  a comforting  fact.  1 am  still  sensitive  to 
the  possibility  that  the  Red  Building  might  not  yet 
be  saved  and  that  others  as  foolish  and  romantic  as  1 
might  not  have  the  pleasure  of  its  company.”  ( 7 ) 

Dr  Chauncey  D.  Leake,  former  UTMB  dean,  also 
did  his  part  for  the  cause,  at  times  sounding  like  a 
cheerleader: 

“President  Blocker’s  vision  for  saving  this  building 
need  not  be  merely  a pleasant  dream:  it  can  be,  with 
vigorous  and  enthusiastic  alumni  support,  a glorious 
reality  . . . .Come  on  Alumni!  Get  behind  President 
Blocker — or  in  front — with  push,  pull,  and  money! 
Get  Old  Red  back  in  the  game  with  us  again,  and 
the  great  ghost  of  its  past  will  cheer!”  (8) 

Further  impetus  for  restoration  was  given  by  Dr 
Chester  R.  Burns,  Rockwell  Professor  of  the  History 
of  Medicine  and  member  of  UTMB’s  Institute  for  the 
Medical  Humanities.  In  1978,  Dr  Burns  surveyed 
existing  US  medical  schools  for  the  purpose  of 
documenting  the  historical  significance  of  Old  Red. 
On  the  basis  of  the  survey,  he  discovered  that  Old 
Red  is:  the  oldest  medical  school  building  in  the 
United  States  that  once  housed  an  entire  medical 
school  complex  and  is  still  an  integral  part  of  that 
complex;  the  only  extant  19th-century  medical 
school  building  west  of  the  Mississippi  River;  the 
only  medical  school  building  of  its  kind  that  is  listed 
on  the  National  Register  of  Historic  Places  and 
marked  by  the  Texas  Historical  Commission  (9). 

In  the  midst  of  persuasive  appeals  and  frantic 


/ Medical  College, 
ca  189’y  Illustration 
provided  by  the  Moody 
Medical  Library 
University  of  Texas 
Medical  Branch  at 
Galveston. 


51 


ume  82  April  1986 


Old  Red 


fundraising,  as  controversy  was  still  swirling  over 
whether  the  building  ought  to  be  saved  at  all,  the 
estimate  for  total  restoration  of  Old  Red  rose  to  S8 
million.  Acting  on  the  advice  of  university  planners, 
l!T  regents  allocated  S5  million  of  that  amount. 
Combined  with  SI. 6 million  donated  by  private  phi- 
lanthropy, restoration  plans  were  approved  and  bid- 
taking authorized  in  June  of  1982  (10). 

Shortly  thereafter,  a three-phase  plan  for  restora- 
tion was  begun,  anchored  by  the  key  concept  of 
“adaptive  restoration” — the  idea  of  restoring  while 


adapting  for  current  needs.  The  work  began  with  ! 
stabilizing  the  building  and  restoring  the  exterior  ; I 
closely  as  possible  to  the  original  (Fig  3).  Phase  2 ! 
included  the  installation  of  elevators,  fire  stairs,  an  I 
mechanical,  electrical,  and  plumbing  work.  Phase 
involved  completion  of  the  interior.  The  high  ceil- ' 
ings  and  detail  of  the  amphitheater,  large  class- 
rooms, and  corridors  were  retained  and  restored, 
while  offices  received  more  modern  lowered  ceil-i 
ings  and  fluorescent  lighting  (5)  (Fig  4). 

As  contractors  completed  the  finishing  touches,  ' 
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! lew  tenants  began  moving  into  the  building  in  July 
1985.  Old  Red  now  houses  student  affairs  offices 
ind  a student  lounge  on  the  ground  floor  or  base- 
^nent.  The  registrar,  financial  aid  office,  and  alumni 
jjffices  are  located  on  the  first  floor.  The  amphi- 
heater,  the  Graduate  School  of  Biomedical  Sciences, 
ind  the  Institute  for  the  Medical  Humanities  are  on 
he  second  floor,  and  the  dissection  lab,  lit  by  a bank 
)f  large  ceiling  windows,  occupies  the  third  floor. 

A sense  of  excitement  was  evident  as  the  building 
began  to  stir  once  again  with  activity;  students,  fac- 
ilty,  alumni — the  young  getting  their  first  peek  in- 
I ide  the  building,  to  wander  its  long  halls,  walk  the 
jovely  staircase,  and  view  the  amphitheater. 

; The  actual  players  in  the  sometimes  arduous 
truggle  to  save  Old  Red  were  perhaps  most  heart 
:ned,  though,  by  the  return  of  teaching  activities  to 
he  building.  When  last  fall’s  class  of  first-year  medi- 
; al  students  settled  into  their  seats  in  the  amphi- 
iheater,  making  notes  as  they  listened  to  the  anat- 
j>my  lecture,  and  later  as  they  filed  upstairs  to  the 
lissection  laboratory,  the  original  purpose  of  the 
iuilding  was  revived. 

’ Does  this  class  sense  the  ghosts  of  the  past,  those 
spiring  young  doctors  who  like  themselves  labored 
nd  learned  in  these  same  rooms  nearly  1 00  years 
before?  “I  think  about  those  early  classes,”  said 
jlevin  Horn,  a first-year  medical  student  at  UTMB, 
but  I don’t  dwell  on  them.  It  is  kind  of  nice,  though, 

3 be  in  the  first  class  to  be  back  in  Old  Red.  ” 

Bill  Holmes,  a third-year  medical  student  added. 
Having  Old  Red  back  in  use  seems  to  add  a conti- 
uity  to  medical  education  here  at  UTMB.  It’s  like  a 
nk  to  the  past  for  us.” 

None  could  be  more  pleased  with  the  return  of 
caching  activities  to  Old  Red  than  Dr  Walther  J. 
lild,  chairman  of  UTMB’s  anatomy  department. 

When  talk  began  about  restoring  the  building, 
lere  were  suggestions  that  it  be  used  as  a mu- 
sum,”  he  said.  “But,  I felt  that  it  ought  to  be  used 
nee  again  for  teaching  activities. 

“I  taught  in  Old  Red  in  the  early  1950s,  back 
efore  the  pigeons  and  bats  moved  in,  ” he  added. 

50  it  makes  me  very  happy  to  see  the  building 
ome  back  to  life  for  teaching.  ” 

Old  Red  is  one  of  nearly  60  buildings  that  corn- 
rise  the  UTMB  complex.  But  it  is  much  more  than 
lat.  Old  Red  is  justifiably  a symbol  of  UTMB  and  of 
ledical  education  in  Texas.  That  handful  of  stu- 
ents  and  faculty  who  first  met  in  the  building  in 
891  began  a grand  adventure  that  would  even- 
tally  see  more  than  10,000  physicians  and  other 
ealth  science  specialists  receive  degrees  from 
TMB. 

Old  Red  has  endured  to  see  the  small  school 
housed  develop  into  a major  educational,  re- 
;arch,  and  patient  referral  center.  It  has  survived 
eglect  and  threats  of  possible  destruction.  The 


building  lives  on — not  only  as  a monument  to  those 
early  pioneers  of  medical  education,  but  as  an  in- 
tegral, functioning  part  of  the  education  of  future 
physicians. 
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You've  chosen 

your 

profession. 

We  can  secure  it. 


American  Physicians  Life  Insurance  (API 
Life)  has  specialized  in  the  insurance 
needs  of  Texas  physicians  for  7 years. 

Because  our  company  is  owned  by  doc- 
tors, we  know  that  a physician's  life  and 
disability  coverage  needs  are  different 
than  those  of  other  professionals.  All  of 
our  products  are  designed  to  meet  those 
needs,  and  we  offer  them  at  highly  com- 
petitive rates. 


For  answers  to  your  questions  about: 

• Universal  Life  and  Annual  Renewable 
Term 

• Income  Replacement  and  Business  Over- 
head Expense 

• Deferred  Compensation  (Bonus  Alter- 
native for  the  Incorporated  Physician) 

call  Toll  Free  at  1-800-252-3628,  or  watch 
your  mail  for  more  information  arriving  in 
the  next  few  weeks. 


api^ 


American  Physicians  Life  Insurance  Company  is  a subsidiary  of  American  Physicians 
Insurance  Exchange,  the  doctor-owned  liability  insurance  company  entering  its 
2nd  decade  of  service  to  Texas  physicians. 
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Aftera  nitrate, 

add  ISOPTlfC 

(verapamil  HCl/Knoll) 


To  protect  your  patients, as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 

First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 

These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin ...  for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


ISOPTIN 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg  scored, film-coated  tablets 


Contraindications;  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 
2nd-  or  3rd-degree  AV  block.  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e  g.,  ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker.  (See 
Precautions.)  Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used.  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment;  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge. Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy.  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e.g.  W-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D.C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN. 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infrequently  observed.  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation.  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day.  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol.  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension. Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued.  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects.  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization.  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents. 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quinidine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result.  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions.  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed.  One  study  in  rats  did  not 
suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  Category  C:  There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women.  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed.  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1.7%),  AV  block; 
3rd  degree  (0.8%),  bradycardia:  HR  < 50/min  (1.1%),  CHF  or  pulmonary 
edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%),  fatigue  (1.1%),  constipa- 
tion (6.3%),  nausea  (1.6%),  elevations  of  liver  enzymes  have  been  reported 
(See  Warnings.)  The  following  reactions,  reported  in  less  than  0.5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain;  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness,  claudication,  hair  loss,  macules,  spotty  menstruation.  How  Supplied; 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80"  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
side.  Revised  August,  1984.  2385 
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EMPLOYEES 
APPRECIATE 
THE  PAYROLL 
SAVINGS  PLAN. 

JUST  ASK  THE 
PEOPLE  AT  THE 
BOEING  COMPANY. 

“My  folks  gave  me  a Bond  for 
my  birthday  every  year.  Now  1 
can  do  the  same  for  my  kids.” 

— Vaughn  Hale 


“It’s  certainly  a painless  way  to 
save.  The  money  comes  directly 
out  of  my  paycheck  every  two 
weeks.” 

—Florence  Perry 


“This  is  one  way  I can  support 
my  government  and  save  at  the 
same  time.” 

—Douglas  Scribner 


U.S.  Savings  Bonds  now 
offer  higher  variable  interest 
rates  and  a guaranteed  return. 
Your  employees  will  appreciate 
that.  They’ll  also  appreciate 
your  giving  them  the  easiest, 
surest  way  to  save. 

For  more  information, 
write  to:  Steven  R.  Mead, 
Executive  Director,  U.S.  Savings 
Bonds  Division,  Department  of 
the  Treasury,  Washington,  DC 
20226. 
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Paying  Better  Than  Ever  ' ^ 
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¥elcome 

you 

Kas  Medical  Association 
119th  Annual  Session 
May  7-11,  1986 

3 Medical  Association  is  joining  the  cele- 
in  of  the  State  of  Texas  Sesquicentennial 
Several  special  features  in  connection 
he  1986  Annual  Session  are  planned, 
part,  and  enjoy! 

nvention 

adquarters/Housing 

hever  facility  you  select  for  your  stay  dur- 
le  Session,  it  will  be  outstanding.  The 
3 housing  members  and  guests  are  some 
! most  elegant  in  the  country.  Headquar- 
acilities  include  the  following: 

itific  Sessions  and  Exhibits — Fairmont 
tel 

less  Sessions  (House  of  Delegates 
etings.  Boards,  Councils,  Committees) — 
eraton  Dallas  Hotel 

liary  Headquarters — Adolphus  Hotel 

sral  Housing/Meetings — Plaza  of  the 
lericas  Hotel 

ional  housing  is  available  at  the  Hyatt  Re- 
y Dallas,  Crescent  Court,  Grenelefe,  and 
ay  Inn  Downtown. 


p/ete  the  Official  Housing  Request 
I,  and  mail  today. 


Features 

Exhibits — Scientific,  Technical,  Historical. 

Section  Programs — Some  500  scientific  pre- 
sentations in  Allergy — Colon  and  Rectal  Sur- 
gery— Digestive  Diseases — Diseases  of  the 
Chest — Endocrinology — Family  Practice — In- 
ternal Medicine — Neurological  Surgery — Neu- 
rology— Nuclear  Medicine — Obstetrics  and 
Gynecology — Occupational  Medicine— On- 
cology— Ophthalmology — Otolaryngology — 
Pathology — Pediatrics — Physical  Medicine 
and  Rehabilitation — Plastic,  Reconstructive 
and  Maxillofacial  Surgery— Psychiatry — Public 
Health — Radiology — Surgery — Urology. 

Specialty  Society  Programs — In  addition  to 
numerous  topics  of  general  interest,  you  will 
have  an  opportunity  for  an  update  on  your  own 
particular  specialty. 

Sunrise  Sessions — Informal  presentations  by 
guest  speakers  on  topics  of  interest  to  all  spe- 
cialists. Have  coffee  with  one  of  the  professors 
from  8:15  to  9:15  am  on  Thursday,  Friday,  and 
Saturday  and  join  the  discussions. 

Sports/Alumni  Events — Golf  and  Tennis  Tour- 
naments; Fun  Run;  Alumni  Parties;  Class 
Reunions. 

Spouse  Program 

Spouse  program  activities  will  include  tours 
of  the  Symphony  Showhouse,  the  new  Dallas 
Museum  of  Art,  and  the  spectacular  new  retail 
center  in  the  Crescent  complex  near  down- 


town. Plans  also  are  being  made  for  a cooking 
demonstration  by  the  Adolphus  chef.  The  very 
popular  boutique  featuring  items  sold  by  Auxil- 
iary members  who  are  in  business  will  be 
repeated. 

Prudence  Mackintosh,  author  and  popular 
writer  for  Texas  Monthly,  will  be  a luncheon 
speaker  on  Friday,  May  9. 

For  additional  information,  contact  TMA  Auxil- 
iary, 1801  North  Lamar  Blvd.,  Austin,  Texas 
78701  512/477-6704. 

Auxiliary  Program 

The  theme  for  the  1 986  convention  of  the  TMA 
Auxiliary  will  be  Texas  One  Fifty"  in  commem- 
oration of  the  Sesquicentennial  celebration  of 
Texas. 

The  Auxiliary's  business  sessions  will  be  on 
Thursday  morning,  May  8,  with  awards  granted 
to  county  presidents  that  afternoon.  A luncheon 
honoring  county  presidents,  with  a speaker,  will 
be  held  at  noon;  and  a reception  will  honor 
them  and  their  accomplishments  Thursday 
afternoon. 

A seminar  will  highlight  Friday  morning’s 
session,  and  the  installation  luncheon  that  day 
will  also  feature  an  outstanding  speaker.  The 
1986-1987  board  will  meet  Friday  afternoon  at 
3:00.  All  functions  will  be  held  at  the  Adolphus 
Hotel. 

For  additional  information,  contact  TMA  Auxil- 
iary, 1801  North  Lamar  Blvd.,  Austin,  Texas 
78701  512/477-6704. 


Registration 

There  is  no  registration  fee  for  members  of  the 
Texas  Medical  Association,  for  participants  and 
exhibitors  in  the  annual  session  program,  and 
for  nonmembers  such  as  officially-invited 
guests  of  the  Association. 

Registration  fees  are  charged  for  some  non- 
member categories,  and  these  are  mentioned 
in  the  nonmember  categories  listed  belo\w: 

Nonmember  Registration 

Participants 

Program  Participants;  Exhibitors  Fee  Waived 

Medical  Society  Executives 

TMA  and  County  Medical  Society  Executives 
(including  staff  and  family  members) 

Fee  Waived 

Attendees 

a.  Physicians  $100 

b.  Allied  Health  Disciplines — Nurses,  Tech- 
nicians, Medical  Assistants  $10 

c.  In-Training — Interns,  Residents,  Fellows 

$10 

d.  Students  $10 

e.  Officially-Invited  Attendees  Fee  Waived 

f.  Prospective  Exhibitors  and  Approved 
Visitors  $50 

g.  Spouses  of  Nonmember  Physicians  $10 


Registration  times  and  places: 

Fairmont  Hotel 

International  Ballroom  Foyer 

Registration  Ticket  Sales 
Wednesday,  May  7,  9 am-5:30  pm 
Thursday,  May  8,  7 am-5:30  pm 
Friday,  May  9,  7 am-5:30  pm 
Saturday,  May  10,  7 am-3:30  pm 

Auxiliary  registration  desk  open  Thursday 
and  Friday,  May  8 and  9,  8 am -4  pm 


Sheraton  Dallas  Hotel 

Convention  Registration  Checkroom 

Registration 

Wednesday,  May  7,  3-10  pm 
Thursday,  May  8,  7 am-3  pm 
Friday,  May  9,  7 am- 12  noon 

Ticket  Sales 

Thursday,  May  8,  7-1 1 am 

Plaza  of  the  Americas  Hotel 

Plaza  Foyer 

Registration 

Friday,  May  9,  7:30  am-3  pm 
Saturday,  May  10,  7:30  am-3  pm 

Ticket  Sales 

Friday,  May  9,  7:30  am-3  pm 

Adolphus  Hotel 

Auxiliary  Registration 
Mezzanine  Level 
Registration  and  Ticket  Sales 
Wednesday,  May  7,  11  am -6  pm 
Thursday,  May  8,  8 am-4  pm 
Friday,  May  9,  8 am-4  pm 


You  may  register  in  advance  of  the  sessi 
completing  the  Advance  Registration  Fo 
printed  here.  Pick  up  badge  and  registrat 
materials  on  site  at  locations  indicated. 


Guest  Speakers 

Louis  V.  Avioli,  MD 

St.  Louis,  Mo 

internal  medicine  (endocrinology  and  metabolism) 

Edward  N.  Brandt,  Jr.,  MD,  PhD 

Baltimore,  Md 
academic  administration 

Ralph  J.  Caparosa,  MD 

Pittsburgh,  Pa 
otolaryngology 

John  N.  Chappel,  MD 

Reno,  Nev 

psychiatry  (behavioral  medicine) 

Harold  O.  Conn,  MD 

West  Haven,  Conn 

internal  medicine  (digestive  diseases) 

Martin  L.  Dalton,  MD 

Jackson,  Miss 
thoracic  surgery 

Fred  Downing,  D Min 

Wickenburg,  Ariz 
family  therapy 

Robert  L.  DuPont,  MD 

Rockville,  Md 

psychiatry  (behavioral  medicine) 

Elliot  F.  Ellis,  MD 

Buffalo.  NY 

pediatrics;  pediatric  allergy 

Leonard  M.  Freeman,  MD 

Bronx,  NY 

radiology;  nuclear  medicine 

Frank  Gawin,  MD 

New  Haven,  Conn 
psychiatry;  clinical  pharmacology 

Donald  F.  N.  Harrison,  MD,  PhD 

London,  England 
otolaryngology 


William  E.  Huger,  Jr.,  MD 

Atlanta,  Ga 

plastic,  reconstructive,  and  maxillofacial  surgery 

Robert  Jackson,  MD 

Toronto,  Ontario,  Canada 
orthopaedic  surgery 

Ernest  W.  Johnson,  MD 

Columbus,  Ohio 

physical  medicine  and  rehabilitation 

Terry  Kellogg 

Minneapolis,  Minn 
family  counseling 

Luella  Klein,  MD 

Altanta.  Ga 

obstetrics  and  gynecology 

Donald  R.  Laub,  MD 

Palo  Alto,  Calif 

plastic  and  reconstructive  surgery 

M.  Steven  Mahaley,  Jr.,  MD,  PhD 

Chapel  Hill,  NC 
neurological  surgery 

Hugh  A.  McAllister,  Jr.,  MD 

Houston.  Tex 

pathology  (cardiovascular  diseases) 

Robert  M.  McCormack,  MD 

Rochester.  NY 

plastic  and  reconstructive  surgery 

Ann  McGee-Cooper,  PhD 

Dallas,  Tex 

specialist,  education  for  gifted  children 

John  R.  Michael,  MD 

Baltimore,  Md 

internal  medicine  (pulmonary  diseases) 

Rodney  R.  Million,  MD 

Gainesville,  Fla 
therapeutic  radiology 

William  C.  Montgomery,  MD 

Detroit,  Mich 
pediatrics 


Jeffrey  P.  Morray,  MD 

Seattle.  Wash 
anesthesiology;  pediatrics 

Byron  A.  Myhre,  MD,  PhD 

Torrance,  Calif 
pathology 

Jacob  Rajfer,  MD 

Torrance,  Calif 
urology 

Theodore  R.  Reiff,  MD 

Boston,  Mass 

internal  medicine  (geriatric  medicine) 

Reed  P.  Rice,  MD 

Durham,  NC 
radiology 

Leon  S.  Robertson,  PhD 

Branford,  Conn 

injury  epidiomology  and  control;  public  policy 

Harrison  L.  Rogers,  Jr.,  MD 

Atlanta,  Ga 

President,  American  Medical  Association 

Robert  J.  Rubin,  MD 

Plainfield,  NJ 

colon  and  rectal  surgery 

Michael  Salcman,  MD,  PhD 

Baltimore,  Md 
neurological  surgery 

W.  Mitchell  Sams,  Jr.,  MD 

Birmingham,  Ala 
dermatology 

Sidney  H.  Schnoll,  MD,  PhD 

Chicago,  III 

psychiatry  (behavioral  medicine);  pharmacology 

Peter  Wolkonsky,  MD 

Chicago,  III 

occupational  medicine 

Benjamin  H.  Word,  MD 

Charlottesville,  Va 

obstetrics  and  gynecology;  flying  physicians  associatic 


; Evening  With  the  Kingston  Trio 


I Evening  With  the  Kingston  Trio”  will  recall 
ears  of  nonstop  fun  and  memorable  melo- 
I Friday,  May  9,  at  the  Fairmont  Hotel  when 
,.s  Medical  Association  and  Auxiliary  mem- 
j and  guests  get  together  in  Dallas  during 
: \nnual  Session.  Proceeds  from  the  eve- 
j will  benefit  the  Texas  Medical  Association 
j iary  Student  Loan  Fund. 


; se,  enthusiastic,  always  entertaining,  the 
; 3ton  Trio’s  three-part  harmony  and  clean, 

I sound  will  add  sparkle  to  a five-hour  eve- 
of  dinner,  dancing,  show  and  silent  auc- 
I The  contagious  optimism  of  the  Trio — Bob 
le,  George  Grove,  and  Bob  Haworth — will 
ight  the  1986  Annual  Session  social  event. 


The  Fairmont  International  Ballroom,  one  of  the 
country's  most  beautiful  ballrooms,  will  be  the 
perfect  setting  for  an  elegant  evening.  Come 
at  7 pm  for  cocktails  (cash  bar).  Dinner  will  be 
served  at  7:45  pm,  to  be  a memorable  occa- 
sion served  in  the  impeccable  Fairmont  style. 
The  Kingston  Trio  will  perform  later  in  the  eve- 
ning. The  Ron  Lawrence  Orchestra,  a versatile 
group,  will  provide  dance  music  after  the  show. 

As  an  added  attraction,  party-goers  will  have 
an  opportunity  to  buy  some  Texas-style  items, 
such  as  original  art,  hand-crafted  jewelry,  a 
crate  of  locally-produced  foodstuff,  or  some 
hand-made  needlework.  It's  all  a part  of  the 
Sesquicentennial  Silent  Auction  to  make  some 
money  for  the  TMA  Auxiliary  Student  Loan 
Fund.  Don't  be  quiet  about  this  auction.  Spread 
the  word,  and  bring  your  friends  to  bid  on  these 
beautiful  objects  which  will  be  donated  by 
medical  societies  and  auxiliaries  from  all  over 
the  State. 

An  American  institution,  the  Trio  has  been  a 
participant  in  the  myriad  of  changes  which 
have  taken  place  in  the  musical  world. 

From  their  first  million-seller,  “Tom  Dooley  " to 
the  present,  their  music  has  remained  consis- 
tent in  sound  and  outlook.  "Scotch  and  Soda, " 
"Tijuana  Jail, " "Worried  Man, '"  will  bring  back  a 
lot  of  good  memories  from  1957,  when  they  got 
started,  to  the  present.  Although  their  musical 
influences  include  country,  calypso,  pop,  blue- 
grass,  rock,  they  became  best  known  as  the 
nation's  top  folk  group,  inspiring  artists  such  as 
Bob  Dylan,  Joan  Baez,  and  Peter,  Paul  and 
Mary. 


Recipients  of  five  Gold  records  and  a Grammy 
Award,  the  Kingston  Trio  will  bring  the  TMA 
and  Auxiliary  members  some  of  the  old  and 
some  of  the  new  for  a lively,  enjoyable  evening. 

The  elegant,  exciting  big  band  sound  of  the 
Ron  Lawrence  Orchestra  will  get  underway  at 
10  pm  and  play  until  midnight  for  dancing.  Ron 
Lawrence  has  appeared  on  '"Dallas”  several 
times  and  has  performed  for  and  with  numer- 
ous stars  such  as  Tony  Bennett,  Ella  Fitz- 
gerald, Robert  Goulet,  and  Jerry  Lewis.  The 
power  and  excitement  of  this  band  makes 
dancing,  as  well  as  listening,  most  enjoyable. 

Tickets  are  $50  per  person,  and  should  be 
ordered  in  advance  of  the  Session  by  complet- 
ing the  form  here. 


meral  Membership 
incheons 

i special  luncheons  have  been  planned  for 
1986  Session,  and  will  be  of  interest  to  all 
iociation  and  Auxiliary  members. 

he  podium  on  Friday,  May  9,  will  be  Robert 
j'uPont,  MD,  President,  Center  for  Behav- 
I Medicine,  Rockville,  Maryland.  His  Gen- 
j Meeting  Luncheon  topic,  “Drug  Abuse, 
lors,  and  Fun:  Rediscovering  Aescula- 
|us’  Second  Daughter, " presents  in  unique 
lion  how  physicians  and  their  families  can 
3 lead  in  drug  abuse  prevention,  and  in  pro- 
ing  healthy  lifestyles.  As  Dr.  DuPont  ex- 
ns,  the  Greek  god  of  medicine,  Aescula- 
us,  had  two  daughters.  The  first.  Panacea, 

I the  goddess  of  medication,  which  formed 
basis  of  medicine.  Within  the  last  few 
rs,  science  has  been  focusing  medicine  on 
culapeous’  second  daughter,  Hygea,  the 
dess  of  healthy  living.  The  Surgeon  Gen- 
i in  a recent  report  has  indicated  that  seven 
ie  ten  leading  killers  are  strongly  influenced 
ifestyle.  His  address  will  be  thought- 
broking,  and  helpful  in  your  practice  and  in 
r own  life. 


Dr.  DuPont,  a psychiatrist  and  former  director 
of  the  National  Institute  of  Drug  Abuse,  is 
author  of  the  new  book,  “Getting  Tough  on 
Gateway  Drugs:  A Guide  for  the  Family. " A re- 
cent interview  with  Jane  Pauley  on  the  NBC- 


TV  Today  Show  discusses  people,  especially 
young  people,  getting  hooked  on  these  gate- 
way drugs — alcohol,  marijuana,  and  cocaine — 
because  they  are  perceived  as  easily  con- 
trolled and  harmless.  Dr.  DuPont's  challenge  to 
Dr.  Timothy  Leary  regarding  his  public  posi- 
tions on  the  use  of  drugs  in  the  1950s  and 
1960s  points  out  the  consequences  which, 
some  say,  are  with  us  today. 

In  addition  to  his  work  as  health  commentator 
on  ABC-TV’s  Good  Morning,  America,  Dr.  Du- 
Pont has  appeared  on  many  network  TV  shows 
over  the  years,  including  the  Phil  Donahue 
Show,  the  David  Susskind  Show,  and  the  Dick 
Cavett  Show. 

A luncheon  program  of  interest  to  entire 
membership  is  planned  for  Saturday,  May  10. 

Both  luncheons  are  scheduled  in  the  Interna- 
tional Ballroom,  Fairmont  Hotel,  12:15-2  pm. 
Purchase  tickets  in  advance  by  completing  the 
form  here. 


1986  Annual  Session  Advance  Registration  Form 


name 

address 

city 

state 

zip 

specialty 

Members,  please  check  all  applicable  spaces  below: 

Nonmember 

Fi 

□ Physician 

□ 50  Year  Club 

□ Speakers,  Exhibitors 

□ Intern/Resident/Fellow 

□ Hospital  Medical  Staff  Section  Representative 

□ TMA  and  County  Medical  Society 

\A 

□ Medical  Student 

□ TEXPAC 

Staff  and  Family 

□ TMA  Officer 

□ TEXPAC  300  Club 

□ Physicians 

$1 

□ TMA  Trustee 

□ MSS  Executive  Council 

□ Interns,  Residents,  Fellows 

$' 

□ TMA  Delegate 

□ MSS  Chapter  Officer 

□ Medical  Students 

$1 

□ TMA  Alternate  Delegate 

□ MSS  Chairman 

□ Allied  Health  Personnel 

$ 

□ TMA  Councilor 

□ RPS  Chairman 

□ Prospective  Exhibitors, 

$1 

□ TMA  Vice  Councilor 

□ RPS  Councilor 

Approved  Visitors 

□ TMA  Council/Committee 

□ RPS  Executive  Council 

f 

□ AMA  Member 

□ Speaker 

Nonmember’s  Family 

1 

□ AMA  Delegate 

□ Scientific  Exhibitor 

□ Family  of  Nonmembers 

$i 

□ AMA  Alternate  Delegate 

□ Children  (21  and  under) 

□ CMS  President 

□ Satisfying  state  level  meeting  requirement 

Please  mail  check  and  registration  card  to:  Texas  Medical  Association  Business  Office,  1801  North  Lamar 

1 

1 

Blvd.,  Austin,  Texas  78701 

1 

Advance  Ticket  Reservation  Form 


name 


address 


city 


state 


zip 


Final  Program  Order  Form 

t 

The  Program  and  Abstracts  of  the  1 1 9th  Texas  Medical  Associl 
Annual  Session  will  be  available  in  early  April.  If  you  wish  to  oru 
your  copy  in  advance,  please  return  this  coupon  with  a check  fi 
$5.00  to  Texas  Medical  Association,  Business  Office,  1801  Non 
Lamar  Blvd.,  Austin,  Texas  78701 . 

Please  send  a copy  of  the  Program  and  Abstracts  for  the  1 19tMl 
Annual  Session  to:  j 


Avoid  the  lines,  the  last  minute  rush,  and  the  possibility  of  missing  out  on  the 
TMA  functions  listed  below.  Complete  the  advance  ticket  reservation  order 
form,  return  it  to  TMA  with  your  check.  Pick  up  tickets  at  the  registration  area. 
Note  ticket  sales  location  and  hours. 


Number  of  Function  and  Price  Amount 

Tickets  inclusive  of  tax  and  gratuity 

An  Evening  With  the  Kingston  Trio  

Ron  Lawrence  Orchestra 
Dinner/Dancing/Show/Silent  Auction 

Friday,  May  9,  7 pm-Midnight 
$50  per  person 

General  Meeting  Luncheon  

Robert  L.  DuPont,  MD,  Speaker 

Friday,  May  9,  12:15  pm-2  pm 
$20  per  person 

General  Meeting  Luncheon  

Speaker  Pending 

Saturday,  May  10,  12:15  pm-2  pm 
$20  per  person 

TOTAL  $ 


address 


city  state  zip 

My  check  for  $5.00  is  enclosed. 


I 

I 

I 

{ 

( 


Advance  registration  cards  and  ticket  money  must  be  received  by  April  1.  No  ( 

refunds  after  April  23. 

Please  complete  and  return  before  April  1 to:  Texas  Medical  Association 
Business  Office,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701 


Participating  hotels  and  codes: 


>cas  Medical 
>ociation 

th  Annual  Session 
las  May  7- 11, 1986 

ke  Your 

servations  Now 

I rooms  will  be  assigned  on  a first-come, 

■ served  basis  by  the  Dallas  Convention  & 
rrs  Bureau. 

plete  in  full  the  Official  Housing  Re- 

Isf  Form  and  return  it  immediately  to: 

sing  Service — Texas  Medical 
sociation 

Irs  Convention  and  Visitors  Bureau 
’ Pacific  Avenue 
IS,  Texas  75201 

^>/x  hotels  in  order  of  preference. 

reservations  received  on  the  Official 
sing  Request  Form  will  be  accepted. 
iHs  will  not  accept  reservations  directly, 

! telephone  requests  cannot  be  accepted. 

jof  send  housing  form  to  Texas  Medical 
sciation.  This  will  only  delay  your  request. 

i^dline  for  reservations  is  April  23. 
lirmations 

■ room  confirmation  will  be  sent  to  you 
ictly  from  the  hotel  within  three  weeks  of 
|ipt  of  your  request  by  the  Housing  Bu- 
ll. Please  check  it  carefully  to  be  sure  all 
^ mation  is  correct. 

i|i  Deposits 

I 

room  will  be  held  until  6:00  pm  on  the 
I,  of  arrival  unless  you  send  one  night's 
!|n  deposit.  It  is  always  a good  idea  to 
! 1 a deposit  no  matter  what  time  you  plan 
rrive. 

i nake  a deposit  on  your  room,  after  you 
1 9 received  confirmation  from  the  hotei, 
|1  one  night's  room  deposit  directly  to  the 
)'l,  or  call  the  hotel  with  your  credit  card 
jiber.  (American  Express,  VISA,  Master- 
il,  Diners  Club  and  Carte  Blanche  are 
3pted.) 

ges  and  Cancellations 

I'U  must  change  your  hotel  reservation. 

Ip  or  call  the  hotel  indicating  the  change 
i;  red. 

I'U  must  cancel  your  reservation,  please 
ip  the  Housing  Bureau  in  Dallas  imme- 
iply  so  that  others  can  be  accommodated. 
i|r  notice  of  cancellation  must  be  received 
||  in  48  hours  of  your  scheduled  arrival  or 
' ' deposit  cannot  be  refunded.  Remember 
i Don’t  be  a no  show! 


Deadline  for  Reservations — April  23 

1.  Adolphus  Hotel  (ADL) 

1321  Commerce 
(Auxiliary  Headquarters,  General 
Housing) 

Singles  $90 
Doubles  $98 

2.  Crescent  Court  Hotel  (CRC) 

2215  Cedar  Springs  Street 
(General  Housing) 

Singles  $95 
Doubles  $95 

3.  Fairmont  Hotel  (FAI) 

1717  North  Akard  Street 
(Exhibits,  Scientific  Sessions,  Program 
Participants) 

Singles  $82 
Doubles  $94 

4.  Grenelefe  Hotel  (GRL) 

1011  South  Akard  Street 
(General  Housing) 

Singles  $65 
Doubles  $70 


5.  Holiday  Inn  Downtown  (HID) 

1015  Elm  Street 
(General  Housing) 

Singles  $60 
Doubles  $65 

6.  Hyatt  Regency  Dallas  (HYR) 

300  Reunion  Boulevard 
(General  Housing) 

Singles  $82 
Doubles  $94 

7.  Plaza  of  the  Americas  Hotel  (PTA) 

650  North  Pearl  Boulevard 
(Scientific  Sessions,  General  Housing) 

Singles  $80 
Doubles  $92 

8.  Sheraton  Dallas  Hotel  (SHD) 

400  North  Pearl  Boulevard 

(Business  Sessions,  Delegates'  Housing) 

Singles  $82 
Doubles  $94 


FOR  HOUSING  BUREAU  USE  ONLY 


Texas  Medical  Association 
119th  Annual  Session 
7-11,  1986 
Dallas 

OFFICIAL  HOUSING  REQUEST  FORM 

PLEASE  READ  CAREFULLY 

• PLEASE  PRINT  OR  TYPE  ALL  ITEMS  TO  ASSURE  ACCURACY. 

• COMPLETE  EACH  PART  BELOW  IN  DETAIL  FOR  CORRECT  AND  RAPID  COMPUTER  PROCESSING. 

• SHOULD  MORE  THAN  THREE  (3)  ROOMS  BE  NEEDED,  SUPPLEMENTAL  ROOM  LIST  MUST  BE  ATTACHED  USING  SAME  FORMAT  AS  IN  P/j 

• ALL  ACKNOWLEDGEMENTS  WILL  BE  SENT  TO  INDIVIDUAL  INDICATED  IN  PART  I.  ACTUAL  CONFIRMATION  WILL  FOLLOW  FROM  HOTE 

PARTI 

INSTRUCTIONS:  Complete  requested  data  using  abbreviations  as  necessary.  ^ 

(NAME  OF  PERSON  REQUESTING  ROOMS) 


MAIL  TO: 

Housing  Service — Tx.  Med. 
Dallas  Convention  & 
Visitors  Bureau 
1507  Pacific  Avenue 
Dallas,  TX  75201 


(LAST  NAME) 


(FIRST) 


(NAME  OF  CLINIC,  GROUP,  OR  COMPANY) 


(STREET  ADDRESS  OR  P O BOX  NUMBER) 


(CITY) 

(STATE 

(ZIP  — USA) 


(COUNTRY) 


(AREA  CODE)  (PHONE  NUMBER) 


PART  II 


INSTRUCTIONS:  Select  SIX  Hotel/Motels  of  your  choice.  No  request  will  be  processed  without  SIX  choices. 


FIRST  CHOICE  O O O 

SECOND  CHOICE  O O ED 

THIRD  CHOICE  D ^ 

(HOTEL  CODE) 

(HOTEL  CODE) 

(HOTEL 

FOURTH  CHOICE  D O D 

FIFTH  CHOICE  O D Ul 

SIXTH  CHOICE  n C 

(HOTEL  CODE) 

(HOTEL  CODE) 

(HOTEL 

PART  III 


INSTRUCTIONS:  1.  PRINT  OR  TYPE  NAMES  OF  ALL  PERSONS  OCCUPYING  EACH  ROOM. 

2.  SELECT  TYPE  ROOM  DESIRED  WITH  ARRIVAL  AND  DEPARTURE  DATES. 

3.  SUPPLEMENTAL  LIST  FOR  ADDITIONAL  ROOM  MUST  USE  SAME  FORMAT. 

4.  PRINT  OR  TYPE  LAST  NAME  FIRST 

GUEST  NAME/S  (PRINT  LAST  NAME  FIRST)  P + 1 — Parlor  & one  bedroom  P + 2 — Parlor  & two  bedroorr 

ROOM 

NO.  1 

1 

CHECK  ONE 
Single  .Triple 
Oouble  Quad 

Twin  P ♦ 1 

Dbl/Dbl  _P  ♦ 2 

APR  DATF  DFP  DATF 

2 

Ann  TIMF  n AM  n PM  rchet 

NOTE;  Reservation  will  be  held  only  until  6 p.m.j 
unless  special  arrangements  are  made  directly  . 
with  hotel.  The  hotel  may  request  a deposit.  . 

3, 

4 

ROOM 

NO.  2 

1 

CHECK  ONE 
Single  Triple 
Double  Quad 
. Twin  P » 1 

X)bl/Dbl  _P  ♦ 2 

ARR  DATF  nPP  RATF  j 

2 

APR  TIMF  n AM  n PM  (Chet 

NOTE:  Reservation  will  be  held  only  until  6 p.m. 
unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit. 

3 

4 

ROOM 

NO.  3 

1 

CHECK  ONE 
Single  ^Triple 
.Trouble  Quad 
_Twin  _P  + 1 

__Dbl/Dbl  J>  + 2 

ARR  DATF  DFP  DATF 

2 

ARR  TIMF  n AM  n PM  (Chet 

NOTE:  Reservation  will  be  held  only  until  6 p.m. 
unless  special  arrangements  are  made  directly  I 
with  hotel.  The  hotel  may  request  a deposit. 

3- 

4 

NOTE:  PLEASE  RECHECK  ALL  ITEMS  FOR  CORRECT  INFORMATION 


'Clinical  Ikbstracts 


i 


'inical  abstracts  are  selected  frorti  current  reviews  in  100 
temationally  recognized  journals  received  by  the  TMA  Me- 
\ orial  Library  each  month. 


rimary  and  revision  surgery  (selective  neurectomy)  for 
cial  hyperkinesia.  Robert  Alan  Dobie,  MD,  and  Ugo  Fisch, 
D.  American  Medical  Association,  Archives  of  Otolaryngol- 
yy,  vol  112,  February  1986,  pp  154-163. 

mptomatic  relief  for  hyperkinetic  movements  of  facial  mus- 
iilature  can  be  obtained  by  selective  neurectomy  of  the  pe- 
pheral  division  of  the  facial  nerve  with  preservation  of  the 
3ntal  branch.  Hemifacial  spasm  and  blepharospasm  represent 
I e most  common  forms  of  facial  hyperkinesia.  Satisfactory 
ii  suits  using  the  described  technique  on  191  patients  were 
t hieved  in  74%  of  the  patients  with  hemifacial  spasm  and 
epharospasm  in  the  follow-up  period  of  one  to  1 2 years.  In 
i^mifacial  spasm,  80%  were  relieved  after  a single  operation, 
id  95%  were  relieved  after  revision  surgery.  There  were  no 
ajor  postoperative  complications.  Minor  complications  in- 
uded  insuflScient  lid  closures  in  1.5%  of  the  patients  and 
jdayed  wound  healing  with  minor  salivary  fistulas  that  closed 
iontaneously  in  7%  of  the  patients.  Resection  of  all  fibers 
nervating  the  orbicularis  occuli  muscle  is  essential  in  pre- 
pnting  recurrence. 


plvic  inflammatory  disease:  a review  with  emphasis  on 
itimicrobial  therapy.  Thomas  G.  Burnakis  and  Nancy  B. 
ildebrandt.  Copyright  1986  The  University  of  Chicago  Press, 
\wiews  of  Infectious  Diseases,  vol  8,  no  1,  January-February 

)86,  pp  86- 1 16. 

';lvic  inflammatory  disease  accounts  for  5%  -20%  of  hospital 
jlmissions  for  gynecologic  problems  and  is  associated  with 
palth  care  costs  of  more  than  $ 1 billion  annually.  This  article 
views  the  epidemiology,  polymicrobial  etiology,  and  diag- 
3sis  of  this  disease  state.  Special  consideration  is  given  to  in 
Ivo  and  in  vitro  studies  of  antimicrobial  therapy,  including 
bth  established  regimens  and  expanded-spectrum  p iactam 
itibiotics.  The  adjunctive  modalities  reviewed  include  treat- 
icnt  of  sexual  contacts,  removal  of  intrauterine  devices,  use  of 
ternative  contraceptive  methods  associated  with  a reduced 
iik  of  disease,  and  surgery.  Although  understanding  of  pelvic 
flammatory  disease  has  increased  markedly,  investigation  of 
s various  aspects  is  both  necessary  and  ongoing.  In  particular, 
ell-designed,  controlled,  comparative  clinical  trials  of  new 
leatment  regimens  must  be  performed  to  verify  a true  advan- 
ge  of  these  therapies. 

1 

iUnical  and  pharmacokinetic  concerns  of  24-hour  dos- 
jtg  with  theophylline.  Miles  Weinberger,  MD.  American  Col- 
|ges  of  Allergists,  Anna/s  of  Allergy,  vol  56,  January  1986,  pp 
'1-8. 

Iplection  of  the  dosing  interval  for  oral  theophylline  must  con- 
sume 82  April  1986 


sider  the  product’s  absorption  rate,  the  patient’s  elimination 
rate,  and  the  tolerated  fluctuation  in  serum  concentration.  At- 
tempts to  produce  formulations  with  ultra-slow  absorption  for 
"once  daily”  marketing  have  thus  far  resulted  in  incomplete 
and  erratic  absorption. 


Candidal  suppurative  peripheral  thrombophlebitis:  rec- 
ognition, prevention,  and  management.  Thomas  J.  Walsh, 
MD;  Carlos  I.  Bustamente,  MD;  David  Vlahov,  RN,  MS;  and 
Harold  C.  Standiford,  MD.  SLACK  Incorporation,  Infection 
Control,  vol  7,  no  1,  1986,  pp  16-22. 

Candida  species  are  seldom  considered  as  a cause  of  suppura- 
tive peripheral  thrombophlebitis.  During  a 15-month  period  in 
a 291 -bed  acute-care  hospital,  candidal  suppurative  peripheral 
thrombophlebitis  developed  in  seven  patients.  All  patients  had 
fever,  a tender  palpable  cord,  and  Candida  species  isolated 
from  resected  veins  and/or  pus  expressed  at  the  catheter  en- 
trance site.  Four  patients  had  candidemia.  None  were  neu- 
tropenic or  recipients  of  corticosteroids.  All  had  concomitant 
or  preceding  bacterial  infections,  and  had  received  a median  of 
five  antibiotics  ( range  three  to  nine ) for  at  least  two  weeks. 

Five  of  seven  had  documented  preceding  candidal  colonization 
associated  with  broad  spectrum  antibiotic  therapy.  Catheter 
sites  had  not  been  routinely  rotated  and  local  catheter  site 
care  was  deficient.  Risk  factors  of  antibiotics  and  duration  of 
hospitalization  were  fewer  in  patients  with  bacterial  sup- 
purative thrombophlebitis.  Combined  segmental  venous  resec- 
tion and  intravenous  amphotericin  B appears  to  be  the  most 
rational  therapy  for  this  nosocomial  fungal  infection. 


Tuberous  sclerosis.  Robert  Williams  and  David  Taylor.  Sur- 
vey of  Ophthalmology,  Inc,  Survey  of  Ophthalmology,  vol  30, 
no  3,  November-December  1985,  pp  143—154,  1985. 


Tuberous  sclerosis  is  a multisystem  disorder  of  autosomal 
dominant  inheritance  that  has  important  eye  signs  which  con- 
tribute substantially  to  the  diagnosis.  The  disease  has  been 
recognized  for  over  100  years,  classically  by  the  occurrence 
of  the  triad  of  mental  retardation,  epilepsy,  and  adenoma  seba- 
ceum of  the  face.  Children  with  tuberous  sclerosis  often  pres- 
ent with  infantile  spasms.  Eye  manifestations  include  retinal 
phakomata  which  may  be  granular,  white  and  calcified,  or  flat, 
translucent  and  noncalcified.  Additional  findings  include  angio- 
fibromas of  the  lids,  poliosis,  retinal  and  iris  depigmentation, 
and  atypical  colobomata.  Various  systemic  and  ocular  signs  of 
tuberous  sclerosis  may  develop  over  the  years.  For  purposes  of 
both  patient  management  and  genetic  counseling,  diagnosis 
based  on  early  signs  is  important.  The  ophthalmologist  may 
play  an  important  role  in  this  regard,  as  the  characteristic 
phakomata  can  often  be  detected  within  the  first  two  years 
of  life. 
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Take  Advantage  of  Our 

DESIGN  IN  EXCELLENCE 
Quality  that  Lasts  & Lasts... 


...Using  time  tested  materials  & methods 
developed  in  over  100  Medical  Buildings, 
through  out  the  West,  our  unique  features 
give  you  a building  that  looks  new , inside 
and  out,  for  years  & years. 

Providing  you  with  enormous  savings  over 
the  Life  cycle  of  the  building 

Providing  you  with  a Guaranteed  Bonded 
Cost,  early  in  the  negotiations. 

We  have  helped  many  doctor  groups  in 
obtaining  their  financing  and  forming 
their  ownership  groups. 


FULL  DEVELOPMENT  RESPONSIBLITY 
ARCHITECTURE  • PROJECT  MANAGEMENT 
CONSTRUCTION  • LEASING  • HNANONG 


JUD  PERKINS  COMPANY 

4744  N.  Mesa  #211  Medical  BuiUing  Specialises 

El  Paso,  TX  79912  (915)532  -5331 


were  forced  to  raise  their  premiums  an 
average  of  17  percent.  At  that  rate,  high- 
risk  insurance  coverage  that  cost 
$63,000  in  1983  could  top  $300,000  in 
just  ten  years. 

These  costs  are  leading  to  an 
affordability  crisis  which  affects  every- 
one. Physicians  are  concerned  about  ris- 
ing premiums,  exorbitant  awards  and 
continued  insurance  availability. 

Patients  pay  the  price  in  increased  costs 
and  limited  access  to  care. 

Liability  problems  exact  a high  toll  on 
physicians  — in  time  and  money,  and 
even  on  their  health.  Some  have  been 


risk  procedures. 

There  is  help.  The  American  Medical 
Association's  Special  Task  Force  on  Pro- 
fessional Liability  and  Insurance  has 
developed  an  ambitious  plan  of  action  to 
respond  to  the  crisis.  This  includes 
reviewing  tort  reform,  working  with  the 
nation's  policymakers  to  address  the 
issue,  promoting  state  coalitions  to  deal 
with  the  problem,  distributing  patient 
information  materials  and  instructing 
physicians  on  how  to  avoid  lawsuits. 

If  you  want  something  done  about  the 
professional  liability  problem,  become 
part  of  the  solution:  join  the  AMA. 


312/645-4783),  or  return  this  coupon  to: 

The  American  IVIedical 
Association 

Division  of  Membership 
535  North  Dearborn,  Chicago,  Illinois  60610 
□ Please  send  me  AMA  membership  information. 
I am  a member  of  my  county  medical  society. 

Name 

Street 


City 


State 


Zip 


County 
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Physicians  who  prefer 
medicine  to  paperwork. 

We  are  looking  for  dedicated  physicians,  physicians  who  want  to  be,  not  salesmen, 
accountants,  and  lawyers,  but  physicians.  For  such  physicians,  we  offer  a practice 
that  is  practically  perfect.  In  almost  no  time  you  experience  a spectrum  of  cases  some 
physicians  do  not  encounter  in  a lifetime.  You  work  without  worrying  whether  the 
patient  can  pay  or  you  will  be  paid,  and  you  prescribe,  not  the  least  care,  nor  the  most 
defensive  care,  but  the  best  care. 

If  that  is  what  you  want,  join  the  physicians  who  have  joined  the  Army.  Army  Medi- 
cine is  the  perfect  setting  for  the  dedicated  physician.  Army  Medicine  provides  wide- 
ranging  opportunities  for  the  student,  the  resident,  and  the  practicing  physician. 

Army  Medicine  offers  fully  accredited  residencies  in  virtually  every  specialty.  Army 
residents  generally  receive  higher  compensation  and  greater  responsibility  than  do 
their  civilian  counterparts  and  score  higher  on  specialty  examinations.  If  you  are 
currently  in  a residency  program  such  as  Orthopedics,  Neurosurgery,  Urology,  Gen- 
eral Surgery,  or  Anesthesiology,  you  may  be  eligible  for  the  Army’s  Sponsorship 
Program. 

Army  Medicine  offers  an  attractive  alternative  to  civilian  practice.  As  an  Army  Of- 
ficer, you  receive  substantial  compensation,  extensive  annual  paid  vacation,  a re- 
markable retirement  plan,  and  the  freedom  to  practice  without  endless  insurance 
forms,  malpractice  premiums,  and  cash  flow  worries. 

Army  Medicine: 

The  practice  thaPs 
practically  all  medicine. 


AMEDD  Personnel  Counselor 
Federal  Office  Building 
Room  9C23 
1100  Commerce  Street 
Dallas,  TX  75242-0999 

(214)  767-0818 
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Your  host,  Dallas 


Dallas,  the  site  of  Texas  Medical  Associ- 
ation's 1 19th  Annual  Session,  May 
7—11,  1986,  is  a sophisticated  city  that 
is  a national  leader  in  the  arts,  fashion, 
and  business.  But,  it  took  some  dream- 
ing to  help  the  city  fidlfill  its  potential. 

Read  on  for  a glimpse  of  Dallas  his- 
tory and  its  current  glory.  Then,  join 
your  colleagues  in  this  fascinating  city 
during  annual  session. 

Welcome  to  the  Emerald  City.  Like  the 
mythical  township  located  over  the  rain- 
bow, Dallas — the  site  of  the  Texas  Medi- 
cal Association’s  1 19th  Annual  Session — 
has  found  that  wishes  come  true  if  the 
desire  is  strong  enough.  Logic  says  the 
city  should  not  have  grown  so  large.  It 
had  no  direct  access  to  water,  while 
sister-city'  Fort  Worth  prospered  from  her 
cattle  trails.  Fort  Worth  was  the  gateway 
to  the  West,  and  Dallas  was  merely  a 
little  town  30  miles  east. 

It  took  a wizard  to  help  the  city  realize 
its  full  potential,  a man  by  the  name  of 
R.  L.  “Bob ’’  Thornton.  Mayor  of  Dallas 
from  1953  to  1961,  Thornton  was  deter- 
mined the  city  would  become  one  of  na- 
tional prominence.  He  encouraged  major 
white-collar  industries  to  move  south 
and  settle  in  the  metroplex  area.  Many 
took  his  advice,  and  Dallas  quickly  be- 
came know  n as  the  insurance  capital  of 
the  world.  More  than  200  insurance 
companies  have  made  Dallas  their  home, 
including  Blue  Cross  and  Blue  Shield  of 
Texas,  Inc. 

Other  industries  followed.  As  a leading 
film  and  videotape  producer,  the  city  has 
developed  one  of  the  nation’s  top  com- 
mercial and  feature  film  studios,  Dallas 
Communications  Center. 

The  city  also  wooed  the  fashion  indus- 
try’ with  workspace  at  the  Apparel  Mart 
and  the  Men’s  Wear  Mart  in  Market  Cen- 
ter. With  the  inclusion  of  the  World 
Trade  Center,  Dallas  began  dealing  inter- 
nationally with  such  fashion  leaders  as 
France  and  Italy.  Market  Center  grew  not 
only  for  its  fashion  industry',  but  also  for 
its  Home  Furnishings  Mart,  the  Deco- 
rative Center,  and  the  newest  addition, 
the  Infomart,  which  houses  the  latest  in- 
formation on  computer  technology. 

Finally,  Dallas  is  recognized  nationally 


for  its  medical,  education,  and  research 
institutions.  Parkland  Memorial  Hospital’s 
Level  I trauma  center,  the  Children’s 
Medical  Center,  and  The  University  of 
Texas  Southwestern  Medical  School  have 
managed  major  medical  advances  in  the 
Dallas  area.  In  1984  Methodist  Hospital 
in  Oak  Cliff  w as  listed  by  Good  House- 
keeping magazine  as  one  of  the  1 4 best 
general  hospitals  in  the  nation. 

In  short,  Dallas  has  grow  n despite  the 
odds  it  faced.  The  people  were  deter- 
mined to  be  influential  nationally;  and 
the  construction  of  the  Dallas-Fort  Worth 
Regional  Airport  put  the  city'  on  a course 
toward  international  status. 

Now,  it’s  truly  an  emerald  city,  com- 
plete with  the  72-story'  Interfirst  Plaza 
outlined  in  green  argon  lights.  Dallas  is 
well  aware  of  its  potential,  and  if  the  past 
is  any  indication,  the  city  will  continue 
to  add  to  its  already  rich  atmosphere. 

Restoration  and  preserv  ation  have 
claimed  primary  attention  from  city'  plan- 


Irt  the  foreground,  the  restored  Union  Terminal 
contrasts  the  50-stor}’  modernistic  Reunion  Tower. 
The  1904  vintage  Union  Terminal  features  shops, 
restaurants,  and  the  city’s  visitor  information 
center  The  tower  offers  an  observation  deck,  a 
revolving  restaurant,  and  a revolving  cocktail 
lounge. 
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ners  in  recent  years.  It  began  with  the 
preservation  of  the  “Old  Red”  Court- 
house, erected  in  1890,  and  Union  Sta- 
tion, a $5  million  renovation  of  the 
historical  train  depot  built  in  1914. 

Dallas  has  attempted  to  guard  its  cultut^ 
heritage  while  furthering  cultural  grow' 
in  the  inner  city. 

The  new  Arts  District  is  being  devel- 
oped to  showcase  the  arts  in  the  Dallas 
area.  The  Dallas  Museum  of  Art  (DMA) 
which  opened  in  January  1984,  is  a pri- 
mary draw  for  residents  and  visitors 
alike.  The  museum  contains  study  gal- 
leries for  prints,  drawings,  photography 
and  textiles,  a sculpture  garden,  an  edu 
cation  wing,  and  museum  shops. 

The  Decorative  Arts  Wing,  atop  DMA 
has  been  modeled  after  the  Mediterra- 
nean Villa  La  Pausa,  home  of  Wendy  ant 
Emery  Reves.  Accomplished  collectors, 
the  Reves’  gathered  magnificent  pieces 
Chinese  porcelain,  antique  furniture, 
ironworks,  antique  glass,  and  impressio 
ist  paintings.  The  Reves’  recently  gave 
their  private  collection  to  DMA,  and  it  i 
preserved  in  the  elegant  tradition  of  Vil 
La  Pausa. 

The  Arts  District  also  is  the  home  of 
Dallas  Theater  Center’s  second  stage,  th 
Arts  District  Theater.  A neon  artist’s 
palette  marks  the  west  side  of  the  ware! 
house  location  at  the  corner  of  Flora  an 
Leonard  streets.  The  Majestic  Theatre,  t 
vaudeville  and  movie  theater  built  in 
1921,  is  the  new  performance  center  fc 
the  Dallas  Metropolitan  Ballet  and  the 
spring  performance  of  the  Dallas  Opera  j 

Another  area  undergoing  extensive 
renovation  is  the  old  westend  warehou 
district,  designated  the  Westend  Histori 
cal  District  in  1975.  A bond  program 
helped  establish  the  Market  Place,  a ret 
and  restaurant  mall,  as  well  as  several  f£ 
tory  outlets.  Entrance  to  the  Westend  is 
marked  by  brick  arches  on  Market  and 
Elm  streets.  Inside  the  district,  streets  a 
partially  paved  in  brick  and  feature  a va 
ety  of  restaurant  clubs.  La  Touraine  is  a A 
country  French  cafe  and  even  serves 
gourmet-to-go.  Razz  Ma  Tazz  serves 
American  fare  to  the  tune  of  local  jazz 
musicians;  Lombardi’s  offers  specialty 
pizzas,  pastas,  and  seafood;  and  the  Pa- 
cific Pearl  wakes  up  the  wok  with  exoti 
Chinese  dishes. 

A more  intimate,  old  world  atmo- 
sphere, is  a trolley  ride  away,  across  the  » 
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oodall  Rodgers  freeway  to  The  Cres- 
nt,  a magnificent  hotel  interlaced  with 
ops,  galleries,  restaurants,  and  offices, 
joy  the  Old  English  custom  of  “high 
a”  in  the  Great  Hall  every'  afternoon 
')m  3-5;30  p.m.  Piano  music  from  the 
by  grand  filters  throughout  the  lobby' 
lile  guests  relax  on  the  sofas  and 
3 tea. 

' And  finally,  the  LTV  Center  developed 
' the  Trammell  Crow  Company'  sits 
itty'-cornered  to  the  art  museum.  The 
wer  lobby  contains  a variety'  of  shops, 
eluding  Ex  Libris,  books  and  gifts,  and 
le  Arts  District  Flower  Shop.  To  tempt 
le  tastebuds.  Cafe  des  Artistes  serves 
tstries  and  pastas  from  a potpourri  of 
lod  bars.  La  Patisserie,  San  Frediano,  and 
he  Cookie  Palette  are  just  a few  of  the 
loices — a great  stop  for  a quick  lunch. 
Come  enjoy  the  city  built  on  wishes 
uring  the  association’s  annual  session, 
lay  7—11.  And,  schedule  some  time  to 
ijoy  the  sights — you’ll  be  glad  you  did! 

iwNE  EBY 

[jitorial  Intern,  Texas  Medicine 


■ The  program 

exas  Medical  Association's  1 19th  An- 
ual  Session  promises  an  outstanding 
rogram  for  registrants  who  gather  in 
Dallas,  May  7—11,  1986.  The  agenda  in- 
ludes  a host  of  scientific  programs  with 
utstanding  speakers  from  Texas  and 
oroughout  the  nation.  The  session  also 
matures  meetings  of  association  boards, 
ouncils,  and  committees,  and  the 
^ouse  of  Delegates. 
i On  the  lighter  side,  registrants  may 
Participate  in  sports  tournaments  and  a 
' umber  of  social  functions.  This  article 
Hghlights  the  annual  session  program. 

! 

iome  500  physicians,  researchers,  and  al- 
jied  health  professionals  will  participate 
it  scientific  programs  during  Texas  Medi- 
al Association’s  annual  session.  Subject 
natter  ranges  from  “Access  to  Health 
lare”  to  “Women’s  Issues:  What  You 
)on’t  Know  Can  Hurt  You.”  In  honor  of 
he  Texas  Sesquicentennial,  some  pro- 
;rams  will  include  historical  presenta- 
ions.  Most  continuing  education 


THe  PROGHJIM 


More  than  100  e.xhibits  will  be  on  display  at  the 
Fairmont  Hotel  during  annual  session. 


programs  qualify  for  credit  under  Cate- 
gory' 1 of  the  AMA  Physician’s  Recogni- 
tion Award  and  elective  credit  for  the 
American  Academy  of  Family  Physicians. 
The  scientific  programs  and  more  than 
100  exhibits  are  scheduled  at  the  Fair- 
mont Hotel,  with  overflow  scientific 
meetings  at  the  Plaza  of  the  Americas. 

A general  meeting  luncheon  Friday, 
May  9,  features  Robert  L.  DuPont,  MD, 
president.  Center  for  Behavioral  Medi- 
cine, Rockville,  Md.  Dr  DuPont  is  the  au- 
thor of  the  book  “Getting  Tough  on 
Gateway  Drugs:  A Guide  for  the  Family.” 
He  has  appeared  on  several  network  tele- 
vision programs,  including  the  Today 
Show,  Good  Morning  America,  the  Phil 
Donahue  Show,  the  David  Susskind  Show, 
and  the  Dick  Cavett  Show.  His  topic  for 
the  TMA  luncheon  is  ‘Drug  Abuse,  Doc- 
tors, and  Fun:  Rediscovering  Aesculapius’ 
Second  Daughter.”  A second  general 
meeting  luncheon  is  scheduled  for  Satur- 
day, May  10.  Both  luncheons  take  place 
in  the  International  Ballroom,  Fairmont 
Hotel. 

An  evening  with  the  Kingston  Trio 
highlights  festivities  Friday,  May  9 The 
Fairmont’s  International  Ballroom  is  the 
setting  for  the  award-winning  group’s 
show,  which  will  be  followed  by  dinner 
and  dancing  to  music  from  the  Ron  Law- 
rence Orchestra.  Party-goers  will  have  an 
opportunity  to  purchase  a variety  of 
items  during  the  Sesquicentennial  Silent 
Auction.  Proceeds  from  Friday’s  fes- 
tivities and  the  silent  auction  benefit  the 
Texas  Medical  Association  Auxiliary  Stu- 
dent Loan  Fund. 

Also  on  the  lighter  side,  golf  and  tennis 
tournaments  and  a two-mile  fun  run  are 
scheduled  during  the  session.  Medical 
alumni  organizations  from  Arkansas,  Bay- 
lor, UT  Medical  Branch  at  Galveston,  UT 
Medical  School  at  Houston,  UT  South- 
western Medical  School,  Scott  and  White 


Clinic,  Texas  Tech,  and  Tulane  will  host 
get-togethers.  The  TMA  Fifty’  Year  Club, 
w hich  recognizes  Texas  physicians  who 
graduated  from  medical  school  50  or 
more  y'ears  ago,  will  sponsor  a coffee  re- 
ception and  luncheon. 

TMA’s  Auxiliary'  begins  its  business  ses- 
sions Thursday,  May  8.  at  the  Adolphus 
Hotel.  The  auxiliary  ’s  schedule  also  in- 
cludes presentations  from  Mary'  Kay  Ash 
of  Mary'  Kay  Cosmetics  and  Prudence 
Mackintosh,  author  and  popular  contrib- 
utor to  Texas  Monthly  magazine,  and 
tours  of  the  city  ’s  attractions. 

TMA  Today,  a 60-minute  morning  tele- 
vision program,  will  bring  valuable  infor- 
mation on  meeting  activities  to  head- 
quarters hotels  during  the  session.  It  airs 
at  6 am,  7 am,  and  8 am,  Thursday,  May  8, 
through  Saturday,  May  10.  The  closed- 
circuit  program  can  be  seen  at  the  Adol- 
phus, Fairmont,  Plaza  of  the  Americas, 
and  Sheraton-Dallas  hotels. 

For  further  information  on  the  annual 
session,  consult  the  advance  program,  or 
contact  Mrs  Dale  Willimack,  1801  N 
Lamar  Blvd,  Austin,  TX  ^8701,  phone 
(512)  477-6704. 

DONNA  JONES 

News  Editor,  Texas  Medicine 
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Xnfonnatio} i for  liuthors 


Texas  Medicine  has  two  purposes:  As  a continuing  education  vehicle 
for  physicians,  it  publishes  clinically  u.seful  scientific  articles  and  other 
technical  information.  As  the  official  publication  of  the  Texas  Medical 
A.s.sociation,  it  informs  members — througli  editorials,  news  pages,  and 
regular  departments — about  medical  events,  legislative  and  govern- 
mental news,  meetings,  continuing  education  courses,  and  programs 
and  policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Managing  Editor, 

1801  North  Lamar  Blvd,  Austin  "'S'^Ol.  It  must  be  offered  solely  to  this 
journal.  Each  article  is  reviewed  by  a consultant  specialist  and  an  edi- 
torial board,  and  is  accepted  or  rejected  on  the  basis  of  its  individual 
merit  and  the  availability  of  other  material.  Reviews  usually  take  six  to 
eight  weeks. 

Copyright  assignment 

In  view  of  The  Copyright  Revision  Act  of  19?6,  effective  Jan  1,  19'’8, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage: "In  consideration  of  the  Texas  Medical  Association  taking  action 
in  reviewing  and  editing  my  submission,  the  author(s)  undersigned 
hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright  ownership 
to  the  Texas  Medical  Association  in  the  event  that  such  work  is  pub- 
lished by  the  TMA  ’ 

We  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  necessitate  return  of 
the  manuscript 

Scientific  articles 

Manuscripts  should  be  typed  double-spaced  with  ample  margins.  Three 
copies,  including  illustrations,  should  be  submitted  and  the  author 
should  keep  a copy. 

Please  indicate  six  key  words  for  indexing. 

Titles  .should  include  the  words  most  suitable  for  indexing  the  ar- 
ticle in  "Index  Medicus, " should  stress  the  main  point,  and  should  be 
brief  Subtitles  should  not  be  connected  grammatically  with  the  main 
title 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory'  summary  of  100—150  words  is  required. 
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June  27-28,  1986 
Four  Seasons  Hotel 
San  Antonio,  Texas 

An  Educational  Seminar 
presented  by 
The  Urology  Center  of  Excellence 
at  Humana  Hospital-San  Antonio 

This  program  is  designed  for  urologists, 
nephrologists,  family  praaitloners  and  internists 
to  provide  an  update  in  the  management  of 
patients  with  stone  disease. 

Arthur  S.  Centeno,  M.D.,  and  Howard  Radwin, 
M.D.,  will  lead  a nationally  known  faculty 
including  Ralph  dayman,  M.D.,  Gerhard  Fuchs, 
M.D.,  James  Glenn,  M.D.,  Ed  Lyons,  M.D., 
Charles  Pak,  M.D.,  Martin  Resnick,  M.D.,  and 

Michael  Warren,  M.D. 

Emphasis  will  be  placed  on  metabolic,  non- 
operative management  of  recurrent  stone 
formers  as  well  as  the  operative  approaches 
including  percutaneous  nephrolithotomy, 
traditional  open  surgery,  and  particularly, 
extracorporeal  shockwave  lithotripsy. 

Continuing  medical  education  credit  will 

be  available. 


For  registration  information, 
piease  contact 

The  Urology  Center  of  Excellence 

+lumana  Hospital  - San  Antonio 

8026  Floyd  Curl  Drive 
San  Antonio,  Texas  78229 
(512)  692-3537 
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Hospital  ethics  committees 

Increasingly  complex  scientific,  legal,  and  social  questions 
complicate  the  decisions  physicians  and  hospitals  must  make 
regarding  treatment  of  severely  ill  or  dying  patietits  and  the 
use  of  scarce  and! or  costly  health  care  resources.  Resolving 
the  question,  “What  can  he  done?”  frequently  is  less  impera- 
tive than  determining  “What  should  he  done?”  Hospital  ethics 
committees  may  help  resolve  these  dilemmas.  This  article  ex- 
plores the  emergence  of  hospital  ethics  committees,  possible 
organizational  structures  for  such  committees,  the  range 
of  their  functions,  benefits  to  be  expected,  and  possible 
problems. 

Background 

Hospital  committees  that  might  be  termed  ethics  committees 
were  established  by  statute  in  some  states  during  the  1960s  to 
review  abortion  decisions  ( 1 ).  Others  were  created  to  help 
decide  which  patients  among  many  candidates  would  receive 
lifesaving  dialysis  treatment  ( 1 ).  Some  hospitals  formed  com- 
mittees to  review  proposals  for  research  using  human  subjects 
or  involving  experimental  treatment  ( 1 ).  However,  the  pri 
mary'  impetus  for  the  formation  of  hospital  ethics  committees 
came  in  1976  from  the  New  Jersey  Supreme  Court  in  the  case 
of  Karen  Ann  Quinlan.  The  court  quoted  from  a law  review 
article,  which  suggested,  somewhat  prematurely,  that  “ . . . 
many  hospitals  have  established  an  Ethics  Committee  com- 
posed of  physicians,  social  workers,  attorneys,  and  theologians, 

. . . which  serves  to  review  individual  circumstances  of  ethical 
dilemmas  and  which  has  provided  much  in  the  way  of  assistance 
and  safeguards  for  patients  and  their  medical  caretakers”  (2). 

Additionally,  a 1983  report  by  the  President’s  Commission 
for  the  Study  of  Ethical  Problems  in  Medicine  and  Biomedical 
and  Behavioral  Research  stated, 

Health  care  institutions  . . . have  a responsibility  to  ensure 
that  there  are  appropriate  procedures  to  enhance  patients’ 
competence,  to  provide  for  the  designation  of  surrogates,  to 
guarantee  that  patients  are  adequately  informed,  to  over- 
come the  influence  of  dominant  institutional  biases,  to  pro- 
vide review  of  decision  making,  and  to  refer  cases  to  the 
courts  appropriately  ( 3 )• 

The  commission  concluded  that  in  order  to  protect  the  inter- 
ests of  patients  who  lack  decision-making  capacity  and  to  en- 
sure their  well-being  and  self-determination,  “ . . . the  medical 
staff,  along  with  the  trustees  and  administrators  of  health  care 
institutions,  should  explore  and  evaluate  various  formal  and 
informal  administrative  arrangements  for  review  and  consulta- 
tion, such  as  ‘ethics  committees,’  particularly  for  decisions  that 
have  life-or-death  consequences  . . . . ” (3,  p 5). 

Lower  federal  courts  have  blocked  implementation  of  the 
federal  government’s  “Baby  Doe”  regulations,  which  contained 
model  guidelines  for  establishing  Infant  Care  Review  commit- 
tees (4).  Those  committees  involved  treatment  decisions  only 
for  seriously  ill  newborns,  and  were  not  mandatory. 


Despite  more  rapid  implementation  of  the  concept  in  cer-  (j 
tain  areas  of  the  country  and  among  certain  hospitals  ( 5 ),  rel  | 
tively  few  hospitals  nationwide  actually  have  formed  ethics  ' 
committees.  One  survey  conducted  for  the  President’s  Com-  ^ 
mission  found  that  as  of  1982,  only  17  out  of  400  hospitals  I 
with  more  than  200  beds  had  ethics  committees.  None  of  20 
hospitals  with  fewer  than  200  beds  reported  formation  of  etf 
ics  committees  (5).  In  summary',  the  report  estimated  that  api 
proximately  1%  of  all  US  hospitals  had  ethics  committees.  O 
report  attributes  the  failure  of  most  hospitals  to  adopt  ethics 
committees  after  the  Quinlan  decision  to  “a  reluctance  to  di: 
turb  the  status  quo,  together  with  a sense  of  confusion  over 
what  an  ethics  committee  could  accomplish  . . . . ” (6). 

Current  status 

Another  survey  conducted  by  the  American  Hospital  Associa 
tion’s  National  Society  for  Patient  Representatives  indicated 
that  in  1985,  60%  of  the  150  hospitals  responding  had  ethics 
committees  (7).  Two  thirds  of  those  committees  were  in 
teaching  hospitals;  81%  of  the  hospitals  responding  to  the  su 
vey  were  not-for  profit  ( 7 ).  Only  1 0%  of  the  respondents  we  j 
for-profit  institutions,  and  about  6%  of  government  hospitals  I 
had  ethics  committees  (7).  Thirty-one  percent  of  the  hospita 
without  ethics  committees  said  they  will  establish  one  in  the 
near  future  ( 7 ). 

No  federal  regulations  impose  a duty  upon  a hospital  to 
create  a biomedical  ethics  committee,  and  no  judicial  decisici 
mandates  such  action  under  an  overall  legal  duty  (8).  How- 
ever, many  organizations  have  endorsed  the  concept  of  local 
ethical  review  committees.  Those  groups  include  the  Ameri-i 
can  College  of  Hospital  Administrators,  the  American  Hospital 
Association,  the  American  Medical  Association,  the  Americani 
Academy  of  Pediatrics,  the  American  College  of  Physicians,  tli 
American  Society  of  Law  and  Medicine,  and  the  National  Asso 
elation  of  Children’s  Hospitals  and  Related  Institutions  (9). 

However,  successful  implementation  of  an  ethics  committe 
in  a particular  hospital  probably  depends  upon  achieving  an 
initial  consensus  concerning  the  committee’s  functions.  Addii 
tionally,  defining  the  range  of  issues  and  circumstances  that 
ethics  committees  will  not  consider  may  be  crucial  to  their 
eventual  acceptance  in  hospitals. 

Functions 

Guidelines  adopted  by  the  AMA  House  of  Delegates  for  ethic: 
committees  in  health  care  institutions  indicate  that  the  func-  ! 
tion  of  an  ethics  committee  is  “ ...  to  consider  and  assist  in 
resolving  unusual,  complicated  ethical  problems  involving 
issues  that  affect  the  care  and  treatment  of  patients  within  th( 
health  care  institution  and  are  of  concern  to  those  persons  ! 
who  are  responsible  for  their  care  and  treatment”  (10).  Spe-  ' 
cific  objectives  often  listed  for  ethics  committees  include  ( 1 ) 
providing  a forum  for  discussion  of  particular  issues  and  case 
(2)  education,  and  (3)  prospective  aniysis  and  development ' 
policies  and  guidelines.  A few  ethics  committees  have  assume 
the  responsibility  for  making  final  decisions  in  some  situation 
However,  most  proponents  of  hospital  ethics  committees  re- 
ject this  role,  preferring  to  emphasize  the  primacy  of  attendir 
physicians  and  patients’  surrogates  in  decision-making  for  inc  i 


Texas  Medic 


; icitated  patients  (9,  pp  13-14). 

The  AMA’s  guidelines  support  that  view.  According  to  the 
VIA,  ethics  committees  “ . . . should  be  voluntary',  educational 
>d  advisory  in  purpose  so  as  not  to  interfere  with  the  primary’ 
sponsibility  and  relationship  between  physicians  and  their 
jitients”  (10,  p 177).  The  ethics  committees  should  consider 
jestions  “ . . . which  a majority  of  its  members  may  choose  to 
jiscuss  on  its  own  initiative,  matters  referred  to  it  by  the 
^ecutive  committee  of  the  organized  medical  staff  or  by  the 
werning  board  of  the  institution,  or  appropriate  requests 
om  patients,  families  of  patients,  or  physicians.  The  ethics 
jmmittee  may  also  choose  to  consider  requests  from  other 
ealth  professionals  who  are  employed  by  the  institution  and 
ho  pursue  the  matter  through  designated  appropriate  admin- 
I trative  channels”  ( 1 0,  p 178). 

h However,  “The  recommendations  of  the  ethics  committee 
I lould  be  offered  precisely  as  advice  imposing  no  obligation 
|ir  acceptance  on  the  part  of  the  institution,  its  governing 
pard,  medical  staff,  attending  physician  or  other  persons” 

>0,p  178). 

< Retrospective  review  of  cases  also  raises  potential  problems. 

, new  watchdog  committee  that  may  have  duties  and  pre- 
pgatives  that  duplicate  or  supersede  those  of  existing  hospital 
per  review  committees  may  be  distinctly  unwelcome  by  the 
ledical  staff.  Moreover,  such  “over  the  shoulder”  review  may 
aply  the  assumption  of  a duty  by  the  hospital  and/or  its  medi- 
al staff  (7,  p 7). 

orm  and  structure 

ccording  to  AMA  guidelines,  “In  hospitals,  the  medical  staff 
ylaws  should  delineate  the  functions  of  the  ethics  committee, 
pneral  qualifications  for  membership,  manner  of  selection  and 
lie  parameters  of  the  committee’s  activities”  ( 10,  p 178).  If  an 
jihics  committee  aims  for  a broad  focus,  the  provision  of  an 
ipen  forum  for  independent  discussion,  and  some  participa- 
on  by  members  of  the  community  who  are  not  health  care 
roviders,  then  organization  as  a medical  staff  committee  must 
e balanced  carefully.  State  law  regarding  confidentiality  of 
ospital  committee  proceedings  and  records  would  not  seem 
i)  prohibit  participation  by  persons  who  are  not  members  of 
le  medical  staff  (11).  However,  in  many  cases,  it  may  be 
ecessary  to  obtain  patient  consent  for  committee  access  to 
ledical  record  information,  unless  the  patient’s  identity  is 
pmoved. 

An  ethics  committee  should  establish  written  procedures 
iter  first  determining  the  functions  it  will  undertake.  Some 
rocedural  issues  include  ( 1 ) composition  of  the  committee, 
oth  within  the  hospital  and  the  community,  (2 ) an  appropri- 
|te  meeting  schedule  and  response  time  for  items  brought 
efore  the  committee,  (3)  those  who  have  standing  to  bring  a 
ise  or  issue  before  the  committee  and  at  what  times,  and 
j4)  meeting  format  and  proper  methods  for  handling  informa- 
|On  brought  to  and  released  by  the  committee  ( 8,  p 9 ). 
i AMA  guidelines  amplify  some  of  the  same  concerns.  Com- 
littee  size  “ . . . should  be  consistent  with  the  needs  of  the 
istitution  but  not  so  large  ...  as  to  be  unwieldy.  Members  . . . 
jiould  be  selected  on  the  basis  of  their  concern  for  the  wel- 
ire  of  the  sick  and  infirm,  their  interest  in  ethical  matters  and 
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their  reputation  in  the  community  and  among  their  peers  for 
integrity  and  mature  judgment  ....  It  is  important  that  per- 
sons selected  as  committee  members  should  not  have  other 
responsibilities  that  are  likely  to  prove  incompatible  with  their 
duties  as  members  of  the  ethics  committee”  ( 10,  p 178 ). 

Finally,  it  may  be  equally  important  for  committees  to  make 
clear  those  questions  that  are  beyond  their  jurisdiction.  Ex- 
amples include  problems  of  impaired  physicians  or  technology’ 
assessment.  It  may  be  inappropriate  for  a broadly  based  com- 
mittee with  community,  nonphysician  participation  routinely 
to  confirm  the  prognosis  in  cases  potentially  involving  with- 
drawing or  withholding  of  care.  An  ethics  committee  certainly 
should  coordinate  its  activities  with  other  committees  in  the 
hospital  structure,  such  as  those  concerned  with  quality’  as- 
surance, risk  management,  nursing  practices,  or  patient  care 
(8,  p 4). 

Problems  and  benefits 

Hospital  ethics  committees  hold  the  potential  for  creating  new 
problems  as  well  as  offering  assistance  in  solving  emerging 
dilemmas.  First,  the  term  “ethics  committee”  itself  may  be 
misleading  and  may  engender  distrust;  ie,  the  committee  pur- 
posely may  not  confine  itself  strictly  to  ethical  issues.  On  the 
other  hand,  a presumed  focus  on  morals  and  the  perception 
that  a committee  might  attempt  to  impose  its  v alues  on  those 
whom  it  was  established  to  serve  could  impair  its  effectiveness 
(9,  p 14). 

Other  possible  disadvantages  that  could  arise  from  creation 
of  an  ethics  committee  include  ( 1 ) pressure  on  health  care 
decision-makers,  (2)  inappropriate  or  uninvited  intrusion  into 
the  role  of  the  family  in  making  decisions  with  ethical  implica- 
tions, ( 3 ) interference  with  the  rights  and  duties  of  health  care 
providers,  ( 4 ) violation  of  the  physician-patient  relationship, 

( 5 ) recommendations  for  actions  inconsistent  with  patients' 
interests,  and  (6)  domination  by  members  of  one  profession, 
ideology',  or  religious  belief  which  could  cause  litigation  based 
on  the  committee’s  actions  or  inaction  (11). 

Ethics  committees  also  can  provide  valuable  services  to 
their  hospitals  and  communities.  One  commentator  has  listed 
three  principle  advantages  that  may  be  realized  by  forming  an 
ethics  committee.  A committee  can  ( 1 ) satisfy’  the  need  for  a 
more  systematic  and  principled  approach  to  the  contemporary’ 
dilemmas  of  medical/ethical  decision-making  in  our  hospitals 
and  long-term  care  institutions,  (2 ) serve  as  a link  between 
societal  values  and  actual  developments  in  health  care  illustrat- 
ing those  dilemmas  (such  as  the  cost  of  certain  treatment  alter- 
natives in  public  institutions,  or  deciding  which  patients  shall 
receive  certain  scarce  resources),  and  (3)  help  distinguish  be- 
tween those  ethical  questions  in  which  a consensus  seems  to 
exist  and  those  in  which  no  consensus  exists  (8,  pp  10-11 ). 

Conclusion 

The  report  of  the  President’s  Commission  on  Biomedical  Eth- 
ics stated,  “Matters  once  the  province  of  fate  have  now  be- 
come matters  of  human  choice  . . . . ” ( 3,  p 1 ).  The  difficulties 
of  those  choices  has  created  a need  that  institutional  ethics 
committees  may  help  fill.  Another  commentator  has  observed, 
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If  concerned  individuals  in  our  health  care  institutions — 
be  they  pediatric,  acute  care,  geriatric — work  to  establish  an 
effective  means  to  protect  the  rights  of  patients  and  insure 
that  reasonable  and  fair  decisions  are  being  made  for  those 
unable  to  decide  for  themselves,  the  prospects  of  govern- 
mental regulation  will  be  diminished,  and  the  possibility  of 
improving  patient  care  will  grow  stronger  (9,  p 18). 

Creation  of  institutional  ethics  committees  in  hospitals,  nurs- 
ing homes,  and  other  facilities  will  allow  the  members  of  those 
committees  to  increase  systematically  their  own  awareness  of 
these  emerging  treatment  issues.  This  heightened  awareness  is 
a first  step  toward  better  understanding  by  other  physicians 
and  the  public.  Other  informed  points  of  view,  coupled  with 
solid  scientific  and  legal  information,  should  make  some  tragic 
dilemmas  easier  to  resolve,  or  at  least  easier  to  accept.  Ethics 
committees  are  a valuable  source  of  counsel,  which  can  be 
available  upon  request  to  physicians,  patients,  and  their  fami- 
lies in  health  care  facilities  of  all  sizes  and  in  all  parts  of  the 
state. 

Michael  G.  Young,  JD 

TMA  Attorney 
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propranolol  is  administered  to  a nursing  mother 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

Hydrochlorothiazides  GENERAL:  Periodic  determination  of  serum  electrolytes 
possible  electrolyte  imbalance  should  be  performed  at  appropriate  intef-vals. 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or  e 
imbalance,  namely:  Hyponatremia,  hypochloremic  alkalosis,  and  hypokalemia  Serum  ; 
electrolyte  determinations  are  particularly  important  when  the  patient  is  vomiting  exce; 
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the  patient  should  stop  nursing. 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established. 


ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Most  adverse  effects  have  beer 
transient  and  have  rarely  required  the  withdrawal  of  therapy 

Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block;  hypl 
paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the'j 
type 

Central  Nervous  System  Lightheadedness:  mental  depression  manifested  by 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catator! 
disturbances;  hallucinations;  an  acute  reversible  syndrome  characterized  by  disorienl 
time  and  place,  short  term  memory  loss,  emotional  lability;  slightly  clouded  sensoj* 
decreased  performance  on  neuropsychometrics. 

Gastrointestinal  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhf  J 
pation;  mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic  Pharyngitis  and  agranulocytosis;  erythematous  rash,  fever  combined  with  a 
sore  throat;  laryngospasm  and  respiratory  distress 

Respiratory.  Bronchospasm. 

Hematologic  Agranulocytosis;  nonthrombocytopenic  purpura,  thrombocytopenic  pi  i 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  r 

Miscellaneous  Alopecia,  LE-like  reactions,  psoriasiform  rashes;  dry  eyes;  male  impol 
Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involvmi 
serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have 
associated  with  propranolol 
Hydrochlorothiazide: 

Gastrointestinal  Anorexia;  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  coi 
jaundice  (intrahepatic  cholestatic  jaundice);  pancreatitis,  sialadenitis. 

Central  Nervous  System  Dizziness,  vertigo,  paresthesias;  headache;  xanthopsia. 

Hematologic  Leukopenia;  agranulocytosis,  thrombocytopenia;  aplastic  anemia. 

Cardiovascular:  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbit  > 
narcotics). 

Hypersensitivity.  Purpura,  photosensitivity,  rash;  urticaria;  necrotizing  angiitis  ■ 
cutaneous  vasculitis);  fever;  respiratory  distress,  including  pneumonitis;  anaphylactic  k i 

Other.  Hyperglycemia;  glycosuria;  hyperuricemia,  muscle  spasm;  weakness;  res  ' 
transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  r '■ 
therapy  withdrawn 

*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 
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responsive  to  the  needs  of  Texas 
physicians. 

The  Texas  Medical  Liability 
Trust  . . . quality  insurance  ser- 
vices to  match  quality  medical 
practices. 

CALL  TOLL  FREE 

1-800-252-9179 

mu 

I THE  HIGHEST  QUALITY  LIABILITY  INSURANCE  EOR  TEXAS  PHYSICIANS 

1 P.O.  Box  14746,  Austin,  Texas  78761 


] 


27  million  Americans 
can’t  read  a bedtime 
story  to  a child. 


It's  because  27  million 
adults  in  this  country  simply 
can't  read. 

Functional  illiteracy  has 
reached  one  out  of  five 
Americans.  It  robs  them  of 
even  the  simplest  of  human 
pleasures,  like  reading  a fairy 
tale  to  a child. 

You  can  change  all  this  by 
joining  the  fight  against  illiteracy. 

Call  the  Coalition  for  Literacy 
at  toll  free  1-800-228-8813 
and  volunteer. 

Volunteer 
Against  Illiteracy. 
The  only  degree  you  need 
is  a degree  of  caring. 
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Ueaths 


R.H.  Brooks 

Robert  Haney  Brooks,  MD,  a retired  colonel  of  the  US  Air 
Force,  died  Dec  2,  1985.  He  was  71. 

Born  in  Greenville,  Tex,  Dr  Brooks  attended  Wesley  College 
and  received  a bachelor  of  arts  degree  from  East  Texas  State 
University.  After  graduating  from  Baylor  College  of  Medicine  in 
1939,  he  joined  the  US  Air  Force.  After  30  years  of  military 
service,  Dr  Brooks  retired  and  continued  the  practice  of  medi- 
cine in  San  Antonio. 

He  is  survived  by  his  wife,  Martha  Helen  Brooks,  San 
Antonio. 

J.  Fox-Baker 

Jack  Fox-Baker,  MD,  45,  died  Dec  28,  1985.  Dr  Fox-Baker  had 
practiced  psychiatry  in  San  Antonio  for  the  past  nine  years. 

He  was  born  in  Monterrey,  Mexico,  and  received  his  medical 
degree  from  the  University  of  Nuevo  Leon  there  in  1966.  He 
held  residencies  at  the  Menninger  School  of  Psychiatry  in  Top- 
eka, Kan,  and  at  the  Medical  University  of  South  Carolina.  Dur- 
ing 1968-1970,  Dr  Fox-Baker  served  in  the  US  Navy.  He 
practiced  in  Charleston,  SC,  for  five  years  before  moving  to  San 
Antonio  in  1976. 

Surviving  family  members  include  his  wife.  Ana  Maria  (Feli) 
Fox-Baker;  sons,  Adrian  Fox-Baker,  Mario  Fox-Baker,  and  Danny 
Fox-Baker;  and  parents,  Mr  and  Mrs  Isaac  Fox,  all  of  San  An- 
tonio; and  sisters,  Yenty  Echanove,  Monterrey,  and  Janet  Fox, 
San  Antonio. 

LA.  Koontz 

Lee  A.  Koontz,  MD,  72,  a San  Antonio  family  physician,  died 
Dec  11,  1985. 

Dr  Koontz,  a native  of  LaCoste,  Tex,  was  a 1940  graduate  of 
The  University  of  Texas  Medical  Branch  at  Galveston.  After  an 
internship  and  residency  at  Roper  Hospital  in  Charleston,  SC, 
Dr  Koontz  served  in  the  US  Navy.  He  moved  to  San  Antonio  in 
1945  for  postgraduate  training  at  Baptist  Memorial  Hospital. 

He  is  survived  by  his  wife,  Lela  Mae  Koontz,  San  Antonio; 
son,  Lee  Allen  Koontz,  daughter-in-law.  Lark  Ann  Koontz,  and 
granddaughter,  Tamara  Dawn  Koontz,  all  of  Fort  Worth; 
brother.  Arch  C.  Koontz,  MD,  Woodsboro,  Tex. 

G.V.  LUlie 

Gordon  V.  Lillie,  MD,  of  Highland  Acres,  died  Dec  19,  1985.  Dr 
Lillie,  68,  had  practiced  dermatology  in  Sherman  for  many 
years.  At  the  time  of  his  death,  he  maintaned  an  office  in  Potts- 
boro  and  in  Dallas  at  the  Garland  Family  Medical  Clinic. 

He  was  born  in  Beaumont  and  was  a graduate  of  The  Univer- 
sity of  Texas  at  Austin.  In  1944  he  received  his  medical  degree 
from  Southwestern  Medical  School.  He  was  a US  Navy  veteran 
of  World  War  II  and  the  Korean  War.  Dr  Lillie  practiced  general 
medicine  in  Odessa  before  pursuing  postgraduate  training  in 
the  Baylor  Postgraduate  Residency  Program  in  Houston  in 
1957.  He  moved  to  Sherman  in  I960. 

Survivors  include  Dr  Lillie’s  wife,  Durelle  Noe  Lillie,  High- 
land Acres;  son.  Hank  Lillie,  Pottsboro;  stepson,  William  Bowen, 
Hot  Springs,  Ark;  daughters,  Cynthia  Whiting  and  Kimberly 
Lillie,  both  of  Pottsboro,  and  Patricia  Hagood,  Denison,  Tex;  1 1 
grandchildren;  and  two  great-grandchildren. 


F.D.  Mauk 

Ferald  D.  Mauk,  MD,  a Dallas  physician,  died  Dec  27,  1985,  atj 
age  60.  ! 

Dr  Mauk  was  born  in  Missouri  Valley,  Iowa,  and  was  a 1949< 
graduate  of  the  University  of  Nebraska  College  of  Medicine.  FI 
completed  an  internship  at  the  Queen  of  Angels  Hospital  in  I 
Los  Angeles.  Dr  Mauk  was  assistant  medical  director  for  Re-  i 
public  Life  Insurance  Company  from  1956  until  1963.  At  thati 
time  he  entered  the  psychiatric  residency  program  at  the  Uni 
versity  of  Oklahoma  School  of  Medicine,  and  the  Veterans  Adi 
ministration  Hospital  in  Oklahoma  City.  He  completed  his  | 
residency  and  in  1967  was  appointed  to  the  staff  of  Pres- 
byterian Medical  Center  in  Dallas,  where  he  practiced  until  h 
death.  He  also  was  a clinical  professor  for  Southwestern  Medi 
cal  School. 

Surviving  family  members  include  his  wife,  Millie  Mauk, 
Dallas;  father,  Daniel  Mauk,  Norfolk,  Neb;  daughters,  Mary  Lo 
Halley,  Flint,  Mich;  Nancy  Perna,  Dallas;  and  Dr  Joyce  Mauk, 
Denver;  son,  Stephen  Mauk,  Dallas;  brothers.  Gene  Mauk  and 
Bill  Mauk,  and  sister,  Alece  Scheer,  all  of  Norfolk,  Neb;  sister, 
Shirley  Schnable,  Denver;  and  three  grandchildren. 

! 

M.L.  Thornton  j 

Melvin  L.  Thornton,  MD,  a San  Antonio  pediatrician,  died  Dei 
24,  1985.  A resident  of  San  Antonio  for  more  than  30  years,  1 
Thornton  was  the  first  chief  of  pediatrics  at  Santa  Rosa  Chil- 
dren’s Hospital.  For  five  years,  he  served  as  team  physician  fo 
all  sports  at  Trinity  University. 

He  was  born  in  Brownfield,  Tex,  and  was  a 1946  graduate 
The  University  of  Texas  Medical  Branch  at  Galveston.  After  a 
internship  at  Denver  General  Hospital,  Dr  Thornton  served  i 
the  US  Army  Air  Force.  He  held  residencies  in  San  Antonio  ai 
in  Houston  before  beginning  his  practice  of  pediatrics  in  San 
Antonio  in  1951. 

Dr  Thornton  was  a past  chairman  of  the  committee  on  pe< 
atric  aspects  of  physical  fitness  recreation  and  sports  of  the 
American  Academy  of  Pediatrics,  past  chairman  of  the  AMA 
committee  on  the  medical  aspects  of  sports,  and  a member  ( 
the  President’s  CouncO  on  Physical  Fitness  and  Sports. 

He  is  survived  by  his  wife,  Gerry  Thornton,  and  son,  Mark' 
Thornton,  MD,  both  of  San  Antonio;  daughters,  Cyndy  Peace 
San  Antonio;  Margo  Harrod,  Tampa,  Fla;  Melanie  Frazier,  Hot' 
ton;  Felice  Crocker,  Dallas;  and  Amy  Thornton,  San  Antonio; 
brother,  L.L.  Thornton,  Penitas,  Tex;  sisters.  Fern  Timian,  Tes 
City,  Tex;  Linnie  Alguire,  Dallas;  and  Louise  Wilson,  Lubbock 
and  nine  grandchildren. 

C.F.  Webber 

C.  Frank  Webber,  MD,  dean  of  The  University  of  Texas  Medic 
School  at  Houston  and  vice  president  for  health  affairs  at  tht 
UT  Health  Science  Center,  died  Dec  12,  1985. 

Dr  Webber,  51,  a lifelong  resident  of  Houston,  earned  a 
bachelor  of  science  degree  from  Texas  A&M  University  in 
1957  and  a medical  degree  at  the  UT  Medical  Branch  at  Gal 
veston  in  I960.  After  an  internship  and  residency  at  the  Uni 
versity  of  Mississippi  Medical  Center  in  Jackson,  he  served  L 
the  US  Army  as  a flight  surgeon.  During  1964-1977  Dr  Webl 
was  engaged  in  private  practice  in  Houston. 


Texas  Medi 


He  was  chairman  of  the  department  of  family  practice  and 
)mmunity  medicine  at  the  medical  school  in  Houston  from 
>75  until  1984  and  served  as  assistant  dean  for  community 
fairs  during  1982-1984.  He  was  on  the  medical  staff  at  Her- 
lann  Hospital,  held  a clinical  appointment  in  community 
edicine  at  Baylor  College  of  Medicine,  and  was  a consultant 
family  practice  at  M.D.  Anderson  Hospital  and  Tumor 


stitute. 


, Dr  Webber  was  Harris  County  Medical  Society  president  in 
>80,  and  served  as  vice  president  of  the  Texas  Medical  Asso- 
ation,  president  of  the  Harris  County  Academy  of  Family  Phy 
cians,  and  in  numerous  other  positions  with  professional 
rganizations. 

I He  is  survived  by  his  wife,  Judy  Blair  Webber;  daughter, 
dia  Louise  Webber;  sons,  Charles  Frank  Webber  and  George 
,eeman  Webber,  all  of  Houston;  mother,  Mabel  Webber,  Gal- 
l.-ston,  Tex;  and  sisters,  Louise  Henderson,  Galveston,  and 
iisan  Walker,  Dallas. 


I 


I 


I 


I 
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IN  MEMORI AM 

RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATIOI 


R.  H.  BROOKS 

San  Antonio,  1914-1985 

j.  FOX-BAKER 

San  Antonio,  1940-1985 

L.  A.  KOONTZ 

San  Antonio,  1913-1985 

G.  V.  LILLIE 
Pottsboro,  1917-1985 


F.  D.  MAUK 
Dallas,  1925-1985 

M.  L.  THORNTON 
San  Antonio,  1922-1985 

C.  F.  WEBBER 
Houston,  1934-1985 


The  Memorial  Library  of  the  Texas  Medical 
Association  stands  as  a permanent  memorial 
to  physicians  who  have  served  their  patients, 
their  profession,  and  the  people  of  Texas. 

The  Friends  of  the  TMA  Memorial  Library 
is  an  organization  dedicated  to  enhancing  the 
Library  collection  through  support  by  individ- 
uals. Funds  for  this  organization  are  raised 
through  membership  recruitment  and  memo- 


rial donations  and  are  added  to  the  Texas  Me- 
morial Medical  Library  Fund. 

Contributions  to  the  Texas  Memorial  Medi- 
cal Library  Fund  provide  a valuable  support 
function  to  the  Memorial  Library  which  offers 
a full  range  of  medical  reference  and  audio- 
visual services  to  TMA  members  through- 
out the  state. 


THE  FRIENDS  OF  THE  TMA  MEMORIAL  LIBRARY  FUND 
1801  N.  Lamar  Blvd.,  Austin,  Texas  73701 


ANNUAL  MEMBERSHIP  ENROLLMENT  HONOR  AND  MEMORIAL  GIFTS 

I wish  to  become  enrolled  as  a Friend. 

□ Student  $ 5.00  □ Patron  $ 1 00.00 

□ Sustaining  $15.00  □ Life  $1,000.00 

□ Subscribing  $25.00 

NAME PLEASE  NOTIFY: 

ADDRESS 

CITY/STATE/ZIP 


□ In  memory  of  □ In  honor  of 

NAME 

OCCASION 
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Medicine  in  literature 


1 

ledicine  in  Literature  this  month  presents  a list  of  some  of 
be  newest  audiovisual  programs  in  the  TMA  Memorial  Li- 
rary.  The  holdings  include  audiotape  cassettes,  16  mm  films 
)r  showing  to  groups,  35  mm  slide  sets  for  study  and  teach- 
ng  and  many  new  half  -inch  VMS  videocassettes  for  continu- 
ng  medical  education  and  patient  instruction.  The  library 
idds  about  100  titles  to  the  AW  collection  each  year.  If  you  do 
ot  find  what  you  need  here  or  in  the  Audiovisuals  Catalog 
•lease  contact  the  Audiovisual  Coordinator  at 
512)477-6704,  ext  195. 

lotion  picture  films 

Change  of  Heart  (about  lifestyle  risks  to  heart  disease).  15 
jiin.  Pyramid  Films  & Video,  1985. 

i 

driving  Under  the  Influence  ( ...  of  alcohol).  22  min.  Alfred 
liggens  Productions,  1984. 

4rugs:  Don’t  Be  Fooled  (for  young  teens;  facts  about  drugs  and 
_!Ole  models  for  responding  to  peer  pressure).  American 
ducational  Films,  1984. 

pilepsy:  First  Aid  For  Seizures.  16  min.  Comprehensive  Epi- 
spsy  Program,  1981. 

ye  Emergency  (first  aid  treatment  for  eye  injuries).  23  min. 
•yramid  Films  and  Video,  1978. 

I 

\lealth  and  Lifestyle:  Positive  Approaches  to  Well-Being.  28 
(lin.  Spectrum  Films,  Inc.  1980. 

haring  the  Experience . . . with  Gavin  (support  and  guidance 
ar  the  family  of  a child  with  Down’s  syndrome).  27  min.  Stan- 
eld  House  Films/Media,  1980. 

_ mokeless  Tobacco:  It  Can  Snuff  You  Out  1 3 min.  Alfred  Hig 
;ins  Productions,  Inc,  1986. 

ilide  sets 

iasic  Physics  ofNMR.  38  slides  and  1 cassette  (37  min), 
'tobert  C.  Lange,  Society  of  Nuclear  Medicine,  1984. 

hophageal  Motor  Disorders,  parts  1 & II.  125  slides  and  2 
:assettes  (67  min).  Medcom  Famous  Teachings  in  Modern 
dedicine,  1984. 

factors  Affecting  the  NMR  Image.  67  slides  and  1 cassette  (44 
nin).  John  C.  Gore;  Society  of  Nuclear  Medicine,  1984. 

lenital  Herpes  Simplex  Infection:  Current  Understanding  Di- 
ignosis  & Treatment  69  slides  and  2 cassettes,  Medcom  Fa- 
nous  Teachings  in  Modern  Medicine,  1985. 

Occupational  Dermatosis.  114  slides  and  1 cassette  ( 38  min ). 
idward  Shmunes,  National  Institute  for  Occupational  Safety 
,,  md  Health,  1981. 
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VHS  videocassettes 

Acquired  Immune  Deficiency  Syndrome — NCME  Tape  #458. 
47  min.  Network  for  Continuing  Medical  Education,  1985. 

Beta  and  Calcium  Channel  Blockers:  A New  Era  in  Cardio 
vascular  Therapy — NCME  Tape  #463-  40  min.  Network  for 
Continuing  Medical  Education,  1985. 

Death  in  the  West  ( health  education  program  for  the  general 
public  about  the  risks  of  cigarette  smoking).  32  min.  Originally 
produced  by  Thames  Television,  Great  Britain  in  1976;  Pyra 
mid  Films  & Video,  1983. 

Developing  a Marketing  Plan  for  Your  Medical  Practice.  30 
min.  American  Medical  Association,  Department  of  Practice 
Management,  1983. 

Diabetes Mellitus  (AMA  Video  Clinic).  2 hours.  American  Med- 
ical Association,  1984. 

Drug  Abuse  in  Adolescents — NCME  Tape  #457.  36  min.  Net- 
work for  Continuing  Medical  Education,  1985. 

Eating  Disorders:  Food  for  Thought — NCME  Tape  #450 
(about  anorexia  nervosa  and  bulimia).  48  min.  Network  for 
Continuing  Medical  Education,  1985. 

The  Epidemiology  of  Acquired  Immune  Deficiency  Syndrome. 
40  min.  Shotwell  Image  Group  Production.  Audio-Video  Digest 
Foundation,  1984. 

Flexible  Sigmoidoscopy — Why,  How,  and  When.  5 cassettes, 
4-1/2  hours.  John  P.  Christie.  Medical  Education  Eoundation  of 
Miami,  1984. 

Hospital  Emergency  Department  Response  to  Radiation  Acci 
dents.  25  min.  Radiation  Emergency  Assistance  Center.  Oak 
Ridge  Associated  Universities,  1984. 

The  Immunology  of  Acquired  Immune  Deficiency  Syndrome. 
45  min.  Shotwell  Group  Image  Productions.  Audio-Video  Di- 
gest Eoundation,  1984. 

Insights  (six  short  programs  for  the  general  public  on  the 
major  causes  of  preventable  blindness).  30  min.  Stanford  Medi- 
cal Center’s  Division  of  Ophthalmology,  Rosenthal/Kightley; 
Pyramid  Film  & Video,  1984. 

Kaposi’s  Sarcoma  in  Acquired  Immune  Deficiency  Syndrome. 
40  min.  Shotwell  Image  Group  Productions.  Audio-Video  Di- 
gest Foundation,  1984. 

Low  Back  Pain:  Solving  the  Clinical  Challenge — NCME  Tape 
#467.  50  min.  Network  for  Continuing  Medical  Education, 
1985. 

Medical  Malpractice:  Changing  the  Odds — NCME  Tape  #459. 
50  min.  Network  for  Continuing  Medical  Education,  1985. 
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ALLERGY 


CLINICS 

■ ■ i* 


CORPUS  CHRISTI  ALLERGY  CLINIC 


Saul  Grossman,  MD,  FACA,  FAACIA,  Allergy-Dermatology 
Wallace  A.  Crozier,  MD,  FACA,  Certified  American  Boards  Pediatrics 
and  Allergy,  Diplomate  American  Board  of  Allergy  and  Immunology 

2530  Morgan,  Corpus  Christi,  Texas;  882-3487 


CHARLES  A.  RUSH,  JR,  MD 


Two  complete  neurological  and  beFiavioral  medicine  facilities  dedicated 
to  DIAGNOSIS  AND  COMPREHENSIVE  CARE  OF  PATIENTS  WITH 
CHRONIC  RECURRENT  HEADACFIES  witFi  emphasis  on  prophylactic 


treatment. 

HOUSTON  HEADACHE 
CLINIC 

Park  Plaza  Prof.  Bldg. 

1213  Hermann  Dr.  #855 
Houston,  Texas  77004 
713  528-1916 


DALLAS  HEADACHE  ' 

CLINIC 

Douglas  Plaza 

8226  Douglas  Ave.  #325  ' 
Dallas,  Texas  75225  j 

214  692-7011 


Diplomate/American  Board  of  Allergy  & Immunology 
Fellow,  AAA,  ACA,  AACIA 

Northeast  Medical  Clinic  Association 
7601  Glenyiew  Drive 
Fort  Worth,  Texas  76118 


CAT  scan;  EEC;  EMC;  Evoked  Potentials;  Thermography;  Personality, 
Behavioral  and  Psychological  Evaluations.  Multimodality  approach  to 
management  of  headache  including  prophylactic  medications,  hio- 
feedhack  and  behavioral  therapy. 

NINAN  T.  MATHEW,  MD,  FRCP  (C) 

Neurologist-Director 


JAMES  A.  AYERS,  MD,  FAACIA,  FAAA,  FACA 

Adult  and  Pediatric  Allergy 


3130  S.  Alameda,  Corpus  Christi,  Texas  78404 
512  884-2841;  exchange  512  884-0661 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


John  P.  McGovern,  MD 
DIRECTOR-CONSULTANT 


Theodore  J.  Haywood,  MD 
Orville  C.  Thomas,  MD 
Joseph  1.  Queng,  MD 
Lawrence  C.  Thorne,  MD 
Venugopal  K.  Menon,  MD 
Robert  E,  Smith,  MD 
Gerald  T.  Machinski,  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 
Lyna  Kit  Lee,  MD 
Harlan  W.  Sindell,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinbere.  MD,  PhD 
Chinavudh  Wanissorn,  PhD 
Clenna  M.  Kyle,  PhD 


CONSULTANTS 
Evan  M.  Hersh,  MD 
IMMUNOLOGY 

lames  A.  Knight,  MD 
PSYCHIATRY 

R.  John  Prevost,  MS 
AIR  POLLUTION 

Reuben  D.  Wende,  PhD 
ANTIGEN  AND  CLINICAL 
LABORATORIES 

John  A.  Thomas,  PhD 
BIOMETRICS 

Warren  E.  Schaller,  HSD 
Charles  F.  Kegley,  PhD 
ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland,  HSD 
HEALTH  EDUCATION 

George  R.  Kerr,  MD 
NUTRITION 


Certified  American  Board  of  Allergy  and  Immunology 
Diplomates  American  Boards  of  Pediatrics  and  Allergy 
6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  303,  Dallas,  Texas  75230 


214  661-7770 

CARDIOLOGY 
J.  Edward  Rosenthal,  MD 
David  A.  Schwartz,  MD 

GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 
Charles  S.  White,  III,  MD 

ADMINISTRATOR 
Carl  E.  Ikard 


ALLERGY  AND  IMMUNOLOGY 

William  R.  Lumry,  MD 

RHEUMATOLOGY 

Carlos  M.  Kier,  MD 

INTERNAL  MEDICINE 

Joan  P.  Donley,  MD 

Larry  Dossey,  MD 

Tom  L.  Hampton,  MD 

Dayid  A.  Haymes,  MD 

C.  Thomas  Long,  III,  MD 

Jack  F.  Melton,  MD 

joe  H.  Sample,  Jr.,  MD 

Peter  S.  Stack,  MD 

Rick  T.  Waldo,  MD 


Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


PROVIDENCE  HOSPITAL  LASER  CENTER 

Approved  for: 

Pulmonary  & Thoracic 
Philip  Croyle,  MD— 817  752-9276 
Philip  Sanger,  MD— 817  753-8827 

Urology 

Robert  Corwin,  MD — 817  756-5448 
Marc  Barrett,  MD— 817  752-1611 

Gastroenterology 

Ed  Carpenter,  MD— 817  753-1020 

Providence  Hospital,  1700  Providence  Drive,  Waco,  Texas  76703; 
817  753-4551 


ANESTHESIOLOGY 

84  

— EDWARD  A.  TALMAGE,  MD,  PA  TMA  Physician  Health  and  Rehabilitation 

Pain  Management — Epidural  Steroid  Therapy 
Diagnostic  & Therapeutic  Nerve  Blocks 

Surgical  & Obstetrical  Anesthesiology  ,,  .i.  yi-r-r  r-i--rr- 

Hotline — 512  477-5575 

Diplomate  American  Board  of  Anesthesiology 

7777  Southwest  Freeway,  Suite  1052,  Houston  77074;  713  988-7558 


TMA  Physician  Placement  Service  . . . Another  service  of  your  associatio 

. . . Another  service  of  your  association 


Texas  Medic 


:OLON  & RECTAL  SURGERY  DIAGNOSTIC  RADIOLOGY 


r.  WORTH  PROCTOLOGIC  CLINIC,  PA 

olon  and  Rectal  Surgery  and  Colonoscopy 
jmmai  Sehapayak,  MD,  FACS,  FICS 

tiplomate  American  Board  of  Colon  and  Rectal  Surgery 

|)50  West  Rosedale,  Fort  Worth,  Texas  76104; 

•7  338-4501  (24  hours) 


COMPUTED  TOMOGRAPHY 

Temple  Independent  Scanner 

Stephen  |.  Vancura,  MD 

High  Resolution  In/Out  Patient  CT  (Head  or  Body) 
Including  Tumor  Biopsy,  Interventional  Radiology 
2027  S.  61st  St.,  Suite  116,  Temple,  Texas  76501 
017  774-9994 

Note:  24  hr.  Emergency  Services  Available 


■'AVID  S.  PITA,  MD 
olon  and  Rectal  Surgery 
olonoscopy 

ijrnett  Tower,  Baylor  Medical  Plaza,  3600  Gaston  Avenue,  Suite  411,  Dallas, 
■xas  75246;  214  821-4300 

!2  W.  Colorado,  Dallas,  Texas  75208;  214  942-8734 


)ERMATOLOGY 


)AVID  R.  WEAKLEY,  MD,  FACP 

'ermatology — Dermatological  Surgery 
icluding  Dermabrasion,  Chemical  Peeling 
'nd  Collagen  Injections 

'ledical  City  Dallas,  Suite  214,  7777  Forest  Lane 
alias,  Texas  75230;  Phone  214  661-7460 


ENDOCRINOLOGY 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld,  MD,  FACP 
Richard  Sachson,  MD,  FACP 
Steven  Dorfman,  MD,  FACP 
Stephen  Aronoff,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

5480  LaSierra  Drive,  Dallas,  Texas  75231;  214  363-5535 


ERIC  A.  ORZECK,  MD,  FACP 

Endocrinology  & Diabetes 


8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


.VILLIS  I.  COTTEL,  MD 

ractice  Limited  to  Skin  Cancer 

’lohs'  Chemosurgery 

aylor  Medical  Plaza,  3600  Gaston  Ayenue 
jite  1154,  Dallas,  Texas  75246;  214  827-5960 


GASTROENTEROLOGY 


CECIL  O.  PATTERSON,  MD,  FACP 

Gastroenterology,  Gastroscopy,  Esophagoscopy 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

imes  Lewis  Pipkin,  MD  Mary  Jo  Montgomery,  MD 

•iseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

38  Tendick,  San  Antonio,  Texas  78209;  512  222-8651,  222-2001 

iast  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 blocks  to 

[endick  on  left.  Office  in  middle  of  block.  Note  signs  and  arrows.) 

[DERMATOLOGY  ASSOCIATES  OF  DALLAS 

)avid  S.  Alkek,  MD 

lair  Transplantation,  Scalp  Reduction, 
termabrasion.  Chemical  Peel  and  Collagen 

(edical  City  Dallas,  7777  Forest  Lane,  Building  B, 
uite  309,  Dallas,  Texas  75230;  telephone  214  788-0088 

AOHS SURGERY 

or  Primary  and  Recurrent 
'ancer  of  the  Skin 
orrest  C.  Brown,  MD 
tedical  City  Hospital 

777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


9000  Harry  Hines  Boulevard,  Dallas,  Texas  75235 
214  358-2545 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 

3434  5wiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  MD 

F.  Clark  Douglas,  MD 

George  T.  DeVaney,  MD 


GENERAL  SURGERY 


DRS.  VANDERPOOL,  LANE,  WINTER  & BONE 

David  Vanderpool,  MD,  FACS  John  W.  Winter,  MD,  FACS 

B.  Ward  Lane,  MD,  FACS  G.  Edward  Bone,  MD,  FACS 

Diplomates  American  Board  of  Surgery 

General  & Peripheral  Vascular  Surgery 

1008  N.  Washington,  Dallas,  Texas  75204;  214  823-2650 
7777  Forest  Lane,  Suite  204,  Dallas,  Texas  75230;  214  661-7860 


HAVEA 
BIG  TIME 
IN  TEXAS: 


TMA  1986  Calendar  of  Events 


Annual  Session,  Dallas,  May  7-11 


Eall  Conference,  Austin,  September  13 


Interim  Meeting  House  of  Delegates,  Austin,  November  21-22 


'olutne82  April  1986 


HAND  SURGERY 


L.  LEE  LANKEORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

DAVID  J.  ZEHR,  MD — Microsurgery 
ARNOLD  V.  DiBELLA,  MD 

Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 

ROBERT  E.  BUNATA,  MD,  PA 
B.  J.  WROTEN,  MD,  PA 

Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane,  Suite  606,  Dallas,  Texas  75231;  214  368-3776 


KENNETH  D.  CLASS,  MD,  EACS 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 

ADRIAN  E.  ELATT,  MD,  ERCS 

Chief,  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue, 

Dallas,  Texas  75246;  Office  214  823-9440 


__| 

DOCTORS  SMITH,  WHEELER  AND  PARKER,  PA  ; 

Ronald  Smith,  MD,  Retired 

)oe  Ellis  Wheeler,  MD  j 

Leighton  B.  Parker,  MD 

David  Allen  Cech,  MD  I 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 

DALLAS  NEUROSURGICAL  ASSOCIATION  i 

Neurological  Surgery  and  Microneurosurgery  I 

Charles  W.  Simpson,  MD  Richard  H,  Jackson,  MD  ^ 

Morris  Sanders,  MD  Mark  J.  Cwikla,  MD 

W.  Robert  Hudgins,  MD  Casey  E.  Patterson,  MD  (Retired) 

5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg.,  Suite  620, 

Dallas,  Texas  75235;  214  637-0420 

8210  Walnut  Hill  Lane,  Presbyterian  Professional  Bldg.,  Suite  905; 

Dallas,  Texas  75231;  214  369-7596 

1302  Lane  St.,  Copper  Tree  Medical  Center,  Suite  300, 

Irving,  Texas  75062;  214  259-4768 


JACK  E.  McCALLUM,  MD,  PA 
PHILIP  C.  BECHTEL,  MD,  PA 
WARREN  D.  WILSON,  MD,  PA 

Diplomates  of  the  American  Board  of  Neurological  Surgery 
1522  Cooper,  Fort  Worth,  Texas  76104;  817  336-1300 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Computerized  Tomography 

John  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  MD,  Neurology  and  Electroencephalography 


ROBERTA.  ERSEK,  MD 

Diplomate  of  American  Board  of  Plastic  Surgery 

Surgery  of  the  Hand 

30th  & Red  Riyer,  Austin,  Texas  78704 
24  HR#  512  474-HAND 


WILLIAM  J.  VAN  WYK,  MD,  PA 

Surgery  of  the  Hand 

803  West  Terrell,  Fort  Worth,  Texas  76104 
Telephone  817  877-3113 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OE  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3800  Gaston  Ave.,  Suite  303,  Dallas,  Texas  75246; 
214  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116,  Dallas,  Texas 
75230;  214  661-7010 


NEUROLOGICAL  SURGERY 


DRS.  LONG,  SCOTT  & COON 
NEUROSURGERY  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 
R.  Gordon  Long,  MD,  FACS 
Bennie  B.  Scott,  MD,  FACS 
John  V.  Coon,  MD,  FACS 

Dinlomates  American  Board  of  Neurological  Surgery 

Baylor  Medical  Plaza,  605  Barnett  Tower,  3600  Gaston  Avenue, 

Dallas.  Texas  75246;  Telephone  214  826-7060 


Murchison  Medical  Bldg.,  Suite  307 
1810  Murchison  Drive,  El  Paso,  Texas  79902 
Telephone  915  532-8901 


NUCLEAR  MEDICINE 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology.  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen,  Jr.,  MD,  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


HERBERT  C.  ALLEN,  MD,  FACNM 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


TMA  Action  monthly  newsletter 

. . . Another  service  of  your  associatioi 


Texas  Medic 


IDNCOLOGY 


^EMATOLOGY-ONCOLOCY  ASSOCIATES  OF 
10UST0N,  PA 

nary  B.  Fleishman,  MD 

Sel  W.  Abramowitz,  MD,  PhD 

iplomates  of  the  American  Boards  of  Internal  Medicine  & Medical  Oncology 
‘iplomate  of  the  American  Board  of  Hematology  ()WA) 

09  Frostwood,  Suite  120,  Houston,  TX  77024;  713  467-1630 
i65  DeMoss,  Suite  211,  Houston,  TX  77074;  713  270-1188 


OPHTHALMOLOGY 


EXAS  RETINA  ASSOCIATES 

Ibert  Vaiser,  MD  Dwain  G.  Fuller,  MD 

i/illiam  B.  Snyder,  MD  Cary  Edd  Fish,  MD 

Villiam  L.  Hutton,  MD  Rand  Spencer,  MD 

)iseases  and  Surgery  of  the  Retina  and  Vitreous 

421  LaSierra,  Dallas,  Texas  75231;  214  692-6941 
600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 


IRUCE  C.  TAYLOR,  MD 
IICHARD  L.  WINSLOW,  MD 

liseases  & Surgery  of  the  Vitreous  and  Retina 

,811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
'14  521-1153;  1-800-442-5376 

I 

YE  ASSOCIATES 

|)iseases  and  Surgery  of  the  Eye 

lharles  A.  Sargent,  MD 
Ian  C.  Baum,  MD 
Edwin  Pitts,  MD 
i/illiam  Decker,  MD 

,777  Southwest  Freeway,  St.  916,  Houston,  Texas  77074;  713  777-7145 


SOUTHWEST  RETINA  CONSULTANTS,  PA 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Roy  A.  Levit,  MD 

Clifford  M.  Ratner,  MD 

Sierra  Towers,  Suite  3800,  1700  Curie, 

El  Paso,  Texas  79902;  915  532-3912 


BRIAN  B.  BERGER,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Park  St.  David  Professional  Building,  Suite  106, 

800  East  30th  Street,  Austin  78705;  512  479-8101  day  or  night 


JUDSON  P.  SMITH,  MD 

Diplomate/American  Board  of  Ophthalmology 

General  Ophthalmology  and  Ophthalmic  Surgery 
of  the  Anterior  Segment 

1350  South  Main,  Suite  3100,  Fort  Worth,  Texas  76104;  817  338-4081 


OPHTHALMOLOGY  ASSOCIATES 

JOE  L.  BUSSEY,  MD — Cataract  and  Lens  Implant  Surgery 
RUFUS  A.  ROBERTS,  MD — Diseases  and  Surgery  of  the  Retina 
Cataract  and  Lens  Implant  Surgery 

THOMAS  H.  SMITH,  MD — Ophthalmic  Plastic  and  Reconstructive  Surgery 
DAN  E.  BRUHL,  MD — Cataract  and  Lens  Implant  Surgery 
JOHN  W.  ZERDECKI,  MD — Cataract  and  Lens  Implant  Surgery 
Refractive  Surgery 

DORIS  E.  JENSEN,  MD — Medical  Ophthalmology 

DAVID  HENDRICKS,  MD — Medical  and  Surgical  Ophthalmology 

JAMES  A.  SAVAGE,  MD — Glaucoma  Consultation  and  Surgery 

308  S.  Henderson,  Fort  Worth,  Texas  76104 
1-800-6-SICHT,  817  355-5435,  appointments  817  335-6070 
se  habla  espanol 


I'TUART  A.  TERRY,  MD 
ub-Specialty  Glaucoma 

t&S  Tower,  Sutie  401,  730  N.  Main, 
an  Antonio,  Texas  78205;  512  226-5191 


JOHN  E.  BISHOP,  MD 

Sub-Specialty  Pediatric  Ophthalmology 
and  Adult  Strabismus 

3301  South  Alameda,  Suite  505 

Corpus  Christi,  Texas  78411;  512  857-6600 


I.OUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

•iplomate  American  Board  of  Ophthalmology 

)iseases  and  Surgery  of  the  Eye 

201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 

'DWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 

RETINA-VITREOUS  ASSOCIATES 

V.  Rex  Hawkins,  MD 
'an  W.  Teeters,  MD 
’lonan  E.  O’Malley,  MD 

imited  to  Retina  and  Vitreous 

200  Binz,  Suite  400,  Houston,  Texas  77004; 

-800-833-5921  or  713  524-1111 


HOUSTON  EYE  ASSOCIATES 

Charles  E.  Russo,  MD,  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins,  MD,  FACS 
Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 
Paul  C.  Salmonsen,  MD,  FACS 
Richard  L.  Kimbrough,  MD,  FACS 
Jeffrey  B.  Arnoult,  MD 
Louise  Cooley  Kaldis,  MD 
William  H.  Quayle,  MD 
Sylvan  Brandon,  MD,  FACS,  FICS 

Richard  S.  Ruiz,  MD,  FACS 
Charles  A.  Garcia,  MD,  FACS 
Jack  T.  Holladav,  MD,  FACS 
Rosa  A.  Tang,  MD 

Houston  Eye  Associates  Building,  2855  Gramercy,  Houston,  Texas 
77025;  713  668-6828 

South  Pennzoil  Tower,  711  Louisiana,  Houston,  Texas  77002; 

713  224-4433 

Fountain  View  Medical  Plaza,  1622  Fountain  View,  Houston,  Texas 
77057;  713  782-4406 

Hermann  Eye  Center,  1203  Ross  Sterling,  Houston,  Texas  77030; 
713  797-1777 


cSV 


HAROLD  GRANEK,  MD 

diseases  and  Surgery  of  the  Retina  and  Vitreous 


TMA  Physicians  Benevolent  Fund 


021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


. . . Another  service  of  your  association 


( 'olume  82  April  1986 


ORTHOPEDIC  SURGERY 


L.  Ray  Lawson,  MD  R.  Stephen  Curtis,  MD 

Robert  D.  Vandermeer,  MD  William  A.  Bruck,  MD 

Wynne  M.  Snoots,  MD  W.  Z.  Burkhead,  Jr.,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204;  214  521-2191 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817  335-4316 

Louis  ).  Levy,  MD,  PA 
Henry  C.  McDonald,  jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Caines,  MD 
Steyen  J.  Mackey,  MD,  PA 


ORTHOPAEDIC  SURGERY  ASSOCIATES  OF 
SAN  ANTONIO,  PA 

Jesse  C.  DeLee,  MD  John  A.  Evans,  MD 

Diplomates  ABOS  Fellows  AAOS 

Athletic  Medicine,  Reconstructive  and  Traumatic 
Surgery  of  the  Foot,  Knee  and  Hip 

414  Navarro,  Suite  1128,  San  Antonio,  Texas  78205:  512  225-6045 
7711  Louis  Pasteur,  Suite  209,  San  Antonio,  Texas  78229;  512  697-9888 


OTOLARYNGOLOGY 


Drs.  Morton,  Blumenfeld  & Charbonneau,  PA 

ENT,  ENT  Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton,  Jr,  MD,  FACS 
Ronald  J.  Blumenfeld,  MD,  FACS 
Paul  A.  Charbonneau,  MD,  FACS 

Diplomates,  American  Board  of  Otolaryngology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 

10470  Vista  del  sol.  Suite  110,  El  Paso,  Texas  79925;  915  592-8666 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 
Mervyn  B.  Fouse,  MD 
John  H.  Judd,  Jr,  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

Diplomates  American  Board  of  Orthopedic  Surgery 
1701  Pine  Street,  Abilene,  Texas  79601 


HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz,  MD 
Thomas  S.  Padgett,  MD 
John  J.  DeBender,  MD 

Twelve  Oaks  Tower,  4126  Southwest  Freeway,  Suite  200, 
Houston,  Texas  77027;  713  622-5100  and 
Parkway  Towers  Professional  Building,  Suite  202, 

150  West  Parker  Road,  Houston,  Texas  77076;  713  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DDS,  MD,  PA 
John  Paul  Theo,  MD,  PA 
Robert  A,  Peinert,  Jr,  MD 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  C.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


PATHOLOGY 


FORT  WORTH  MEDICAL  LABORATORIES 

Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


j.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES, 
INC. 

J.  S.  Wilkenfeld,  MD 

Diplomate  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008,  Houston,  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


AUSTIN  PATHOLOGY  ASSOCIATES 
MEDICAL  PARKWAY  CLINICAL  LABORATORY 

Anatomic  and  Clinical  Pathology,  Electron  Microscopy, 
Cytology  and  Dermatopathology 

Computerized  Results  Reporting  With  Telecommunications  Available 

A.  Q.  Da  Silva,  MD  Paul  A.  LeBourgeois,  MD 

Donald  A.  Parsons,  MD  Phillip  C.  Collins,  MD 

William  J.  Reitmeyer,  MD  David  R.  Ralph,  MD 

RENAL  PATHOLOGY:  Gerald  A.  Beathard,  MD 
Main  Lab:  711  W.  38th  Street — Suite  C-11,  Austin,  Texas  78705 
Mailin"  Address;  P.O.  Box  9806,  Austin,  Texas  78766-0806 
Telephone:  512  452-2529 

Specimens:  Mail  to  Main  Lab 
Office  Pickup  Service  in  Austin  Area 


ORTHOPEDIC  FOOT  SURGERY  ASSOGIATES 

Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin,  MD 

6161  Harry  Hines,  Suite  220,  Dallas  75235;  214  630-8646 


Representing  TMA's  legislative  views 


G.  S.  GILL,  MD,  PA 

Orthopedic  Surgery — Surgery  of  the  Hand  a ■ t 

^ ° ° ' ...  Another  service  of  your  association 

3601  22nd  Place,  Lubbock,  Texas  79410 

Telephone  806  797-9119 


TMA  HealthWise  Series 

. . . Another  service  of  your  association 


Texas  Medic 


HYSICAL  MEDICINE  & REHABILITATION 


/ARM  SPRINGS  REHABILITATION  HOSPITAL 
ONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

0.  Box  58,  Gonzales,  Texas  78629 
icilities  for  Physical  Restoration 

ysical  Therapy,  Occupation  Therapy,  Speech  Therapy, 
creational  Therapy,  School  from  first  grade  through  twelfth  grade 

tyid  E.  Gumper,  Administrator 

rry  E.  Browne,  MD,  Medical  Director 


OBERTO  C.  ROLFINI,  MD 

plomate  American  Board  of  Physical  Medicine  & Rehabilitation 

‘habilitation  Medicine  and  Electromyography 

2 Rosa  Verde  Tower,  343  W.  Houston  Street 
1 Antonio,  Texas  78205;  Telephone  512  226-2424 


LASTIC  SURGERY 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler,  Texas  75705;  214  593-8296 


JAMES  L.  MOORE,  MD,  FACS,  PA 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1200  Binz,  Suite  730 

Houston,  Texas  77004;  713  526-6161 


omas  D.  Cronin,  MD,  FACS  Laurence  E.  Wolf,  MD,  FACS 

ymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen,  MD,  FACS 

omas  M,  Biggs,  MD,  FACS  Ernest  D.  Cronin,  MD,  FACS 

plomates  American  Board  of  Plastic  Surgery 

.ASTIC  SURGERY 

loo  Fannin  St.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 


OUSTON  PLASTIC  SURGERY  ASSOCIATES 

non  Fredricks,  MD,  FACS 
lathan  J.  Dora,  MD,  FACS 
vid  ),  Katrana,  DDS,  MD,  FACS 
nes  B.  Stafford,  IV,  MD 
vid  A.  Lee,  MD 

jsthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

so  Fannin,  Suite  750,  Houston,  Texas  77030;  713  795-5575 


DRT  WORTH  PLASTIC  SURGERY  CLINIC 

ivid  A.  Grant,  MD,  FACS 

plomate  American  Board  of  Surgery 
blomate  American  Board  of  Plastic  Surgery 

isthetic  and  Reconstructive  Plastic  Surgery 
ymond  A.  Faires,  MD 

plomate  American  Board  of  Surgery 

astic  and  Reconstructive  Surgery 
ind  and  Micro  Surgery 

5 Medical  Plaza  Building 
3 Eighth  Avenue,  Fort  Worth,  Texas  76104 
? 335-4752  817  332-9441 


PLASTIC  SURGERY  CLINIC  OF  AUSTIN 

Robert  A.  Ersek,  MD 

Diplomate  of  American  Board  of  Plastic  Surgery 

Aesthetics,  Plastic,  Reconstructive, 

Suction  Lipectomy,  and  Hand  Surgery 

30th  & Red  River,  Austin,  Texas  78705 
24  HR#  512  479-6805  & 512  474-HAND 


The  Burn  Care  Associates  has  been  organized  to  provide  care  for  burned 
patients.  Care  for  every  phase  of  burn  trauma  will  be  provided  from 
resuscitation  to  late  rehabilitation. 

)ohn  E.  Carter,  MD  David  Mclnnis,  MD 

Lebaron  W.  Dennis,  MD  Donald  Novick,  MD 

Michael  M.  Duffy,  MD  Millie  Smith,  Coordinator 

)oe  Ford,  MD 

BURN  CARE  ASSOCIATES 

302  Oak  Hills  Building.  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 


ROBERT  M.  WRIGHT,  JR,  MD 
VALERIE  WRIGHT,  MD 

Plastic,  Reconstructive,  Hand 

and  Microvascular  Surgery 

1700  Providence  Drive,  Waco,  Texas  76707 
Telephone  817  756-0111 


ROGER  D.  HARMAN,  MD 

Aesthetic,  Plastic  and  Reconstructive  Surgery 
Hand  and  Microsurgery 

747  Eighth  Avenue,  Fort  Worth,  Texas  76104 
817  335-4044 


\LENTIN  GRACIA,  MD,  FACS,  FICS 

lalomate  American  Board  of  Plastic  Surgery 

listhetic  Surgery — Burns 

5)1  W.  Rosedale,  P.O.  Box  2476,  Fort  Worth,  Texas  76113;  817  336-0446 

1LLIAM  E.  BARNES,  MD 

'olomate  American  Board  of  Plastic  Surgery 


NEAL  R.  REISMAN,  MD,  PA,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 
Diplomate  American  Board  of  Surgery 

Greenpark  I,  7515  S.  Main,  Suite  500,  Houston,  Texas  77030;  713  795-5353 
West  Houston  Doctors'  Center,  12121  Richmond,  Suite  211,  Houston, 

Texas  77082;  713  558-5353 

Member  American  Society  of  Plastic  Surgeons 
Member  American  Society  Surgery  of  the  Hand 
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psmetic  Surgery 

hstic  & Reconstructive  Surgery 

11  West  38th  Street,  Suite  608,  Austin,  Texas;  512  454-7659 

* 

|)HN  E.  CARTER,  MD,  PA 

Iplomate  American  Board  of  Surgery 
iplomate  American  Board  of  Plastic  Surgery 

astic  Surgery 

11  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229 
ilephone:  Office  512  696-2390;  Medical  Exchange  512  227-6331 

\lume  82  April  1986 


TMA  Postgraduate  Courses 


. . . Another  service  of  your  association 


PSYCHIATRY 


DALLAS  PSYCHIATRIC  ASSOCIATES, 
A PARTNERSHIP 


ROBERT  E.  HAZLEWOOD,  MD 

Psychiatry,  Somatic  Therapies,  Alcoholism  and 
Drug  Abuse,  Individual  & Croup  Psychotherapy, 

(Adult  & Adolescent — Hospitalization  & Outpatient) 

Medical  Science  Psychiatric  Center 

711  W.  38th,  Suite  C-4,  Austin,  Texas  78705;  512  458-9286 


GONZALO  A.  AILLON,  MD 

Psychiatry-Bilingual 


Inpatient  and  Outpatient  Services  for 
Adolescent  Psychiatry,  Adult  Psychiatry, 

Treatment  of  Alcoholism 

Larrie  W.  Arnold,  MD 
Cary  L.  Etter,  MD 
Bradford  M.  Coff,  MD 
Fred  L.  Criffin,  MD 
R.  Sanford  Kiser,  MD 
Crover  Lawlis,  fvID 

Brookhaven  Professional  Plaza,  LB)  at  Webbs  Chapel 

10  Medical  Parkway,  Suite  304,  Dallas,  Texas  75234 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  2411,  Dallas,  Texas  75230 

Telephone  214  247-1150 


Claude  R.  Nichols,  MD 
William  M.  Pederson,  MD 
Leslie  H.  Secrest,  MD 
Angela  M.  Wood,  MD 
)ohn  M.  Zimburean,  MD 


3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75211;  214  296-6241 


PULMONARY  DISEASES 


RICHARD  C.  JAECKLE,  MD 

Psychiatry 

Diplomate,  American  Board  Psychiatry  & Neurology,  Child  Psychiatry 
Diplomate,  American  Board  Psychiatry  & Neurology,  Psychiatry 

Presbyterian  Professional  Building  II,  Suite  404, 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  696-0964 

C.  MARSHALL  BRADSHAW,  MD,  PA 

Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


John  R.  Burk,  MD,  FACP  David  R.  Stoop,  MD,  FACP,  FCCP 

Mitchell  C.  Kuppinger,  MD,  FCCP  W.  Steven  Trombold,  MD,  FCCP 
David  M.  Webb,  MD,  FCCP  David  H.  Plump,  MD,  FCCP 

R.  L.  "Lin"  Cash,  Jr,  MD 

Diplomates  of  American  Board  of  Internal  Medicine 

PULMONARY  CONSULTANTS  OF  TEXAS,  PA 

Physiology,  Diagnosis  Therapy,  Bronchoscopy, 

Pulmonary  Function,  Intensive  Care,  Pulmonary 
Angiography,  Pulmonary  Rehabilitation, 

Sleep  Apnea 
Reactive  Airway  Disease 

1413  Eighth  Avenue,  Suite  A,  Fort  Worth,  Texas  76104;  817  926-0242 

911-C  Medical  Centre  Dr.,  Arlington,  Texas  76012; 

817  461-0201  (Metro) 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Child, 

Adolescent  and  Adult  Psychiatry 

Jerry  M.  Lewis,  MD 
Doyle  I.  Carson,  MD 
Keith  H.  Johansen,  MD 
James  K.  Peden,  MD 
Charles  C.  Markward,  MD 
Byron  L.  Howard,  MD 
Roy  H.  Fanoni,  MD 
Mark  P.  Unterberg,  MD 
John  C.  Looney,  MD 
Kathleen  B.  Erdman,  MD 
Don  C.  Payne,  MD 
Mark  J.  Blotcky,  MD 
L.  Dwight  Holden,  MD 

4600  Samuell  Blvd.,  Dallas,  Texas  75228 
214  381-7181 


RADIOLOGY 


THERAPEUTIC  RADIOLOGY  AT 
MEMORIAL  HOSPITAL 

Radiotherapy  Department 
7600  Beechnut 
Houston,  Texas  77074 

713  776-5622  Day  Phone 

713  776-5170  Night  and  Weekends 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 
External  or  Internal  Irradiation 
Inpatient  and  Outpatient  Services 


RHEUMATOLOGY 


Paul  M.  Hamilton,  MD 
Jerry  M.  Lewis,  III,  MD 
Tom  C.  Campbell,  MD 
Jeffrey  Class,  MD 
Crover  M.  Lawlis,  MD 
Conway  McDanald,  MD 
Cary  L.  Malone,  MD 
Edgar  P.  Nace,  MD 
Ernest  N.  Brownlee,  MD 
Michael  Madigan,  MD 
Perry  Talkington,  MD 
Joseph  D.  Caspari,  MD 


TITUS  HARRIS  CLINIC 

Inpatient  & Outpatient  Services 
(Open  and  Closed  Units) 

Practice  limited  to  Psychiatry 

E.  C.  McDanald,  Jr,  MD — Individual  and  Croup  Psychotherapy 
Crace  K.  Jameson,  MD — Child,  Adolescent  and  Family  Psychiatry 
E.  Ahmed  Zein-Eldin,  MD — Ceneral  Psychiatry,  Somatic  Therapies 
William  W.  Bondurant,  III,  MD — Ceneral  Psychiatry,  Somatic  Therapies 
A.  O.  Singleton,  III,  MD — Ceneral  and  Adolescent  Psychiatry 
J.  B.  Rust,  MD — Substance  Abuse  Program,  Child  Psychiatry 
Constance  Stout,  ACSW — Individual  and  Family  Psychotherapy 
Pam  Peirsol,  ACSW — Individual  and  Family  Psychotherapy 
Ann  Brestrup,  ACSW — Individual  and  Family  Psychotherapy 
Mark  Middlebrooks,  MSW — Individual  and  Family  Psychotherapy 

200  University  Boulevard,  Suite  620,  Calveston,  Texas  77550 
Telephone  409  765-6321 


TMA  Memorial  Library 

. . . Another  service  of  your  association 


DON  E.  CHEATUM,  MD,  FACP,  FCCP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


Representing  the  Profession 


. . . Another  service  of  your  associatior 


Texas  Medic 


HORACIC  SURGERY 


LLAN  L.  GRAHAM,  MD,  FACS* 

ARAMAT  U.  CHOUDHRY,  MD,  FACS 
OBERT  W.  MILEY,  MD,  FACS 
CHARD  L SHEPHERD,  MD,  FACS 

plomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 
Iso  certificate  of  special  qualification  in  general  vascular  surgery, 
lerican  Board  of  Surgery 

rdiac.  Thoracic  and  Vascular  Surgery  Associates 
j South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 

CHARD  E.  WOOD,  MD 
DBERT  E.  RAWITSCHER,  MD 
HOMAS  P.  MEYERS,  MD 

rdiac.  Thoracic  and  Vascular  Surgery 
dor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
te  404,  Dallas,  Texas  75246;  214  827-3890 
urs  By  Appointment 


IRNARD  R.  JACK,  MD,  PA,  FACS 

)lomate  American  Board  of  Surgery  and 
lerican  Board  of  Thoracic  Surgery 

rdiac.  Vascular  & Thoracic  Surgery 

I)  Eighth  Ayenue,  Suite  432,  Fort  Worth,  Texas  76104 
■ 336-1700 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $32.00  per  column  inch  per  month  and  listings  must 
run  for  a minimum  of  six  months.  A discount  of  5%  is  allowed 
for  six  months'  advance  payment.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
Deadline  is  the  5th  of  the  month  preceding  publication  month. 


ROLOGY 


I GIN  W.  WARE,  JR,  MD 
lEORGE  E.  HURT,  JR,  MD 
MICHAEL  GOLDSTEIN,  MD 
, EVE  M.  FROST,  MD 

ology 

10  Gaston  Avenue,  Dallas,  Texas  75246 


TEXAS 

1836-1986 


HE  UROLOGY  CLINIC 


Iphus  E.  Compere,  MD  Ira  N.  Hollander,  MD 

•mt  F.  Begley,  MD  J.  Daniel  Johnson,  MD 

gh  Lamensdorf,  MD  A.  E.  Thurman,  MD 

Momates  of  American  Board  of  Urology 

li  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
I 336-5711 

I 

JGENE  R.  TODD,  MD,  PA 

jilomate  of  the  American  Board  of  Urology 
ow  of  the  American  College  of  Surgeons 
ow  of  the  Society  for  Pediatric  Urology 

i ology — Adult  and  Pediatric 
0 Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
diev  Tower,  Suite  755,  Dallas,  Texas  75246 
826-3500 


ALLAS  UROLOGY  ASSOCIATES 

rid  D.  Reisman,  MD,  PA 
nald  J.  Logan,  MD,  PA 
Inald  L.  McKay,  MD,  PA 
istopher  D.  Fetner,  MD,  PA 

hlomates  of  American  Board  of  Urology 

idical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
ephone:  214  233-7765  Answered  24  Hours 


RBY  B.  TARRY,  MD,  FACS 

I ilomate,  American  Board  of  Urology 

ult  and  Pediatric  Urology 

•jotence  with  Prosthesis-Vasovasostomy 

^5  West  Illinois,  Midland,  Texas  79701 
687-4553 

»- 

hUTHWEST  UROLOGY  ASSOCIATES 

I ult  and  Pediatric  Urology 

II  Boone,  MD  Wm.  A.  Freeborn,  MD 

rren  M.  Greene,  MD  H.  Pat  Hezmall,  MD 

les  T.  Coggins,  MD  Kenneth  I.  Licker,  MD 

iLlomates  of  American  Board  of  Urology 
j W.  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 
j o W.  Wheatland  Road,  #60,  Dallas,  Texas  75211 

♦i' 
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Classified  Advertising 


OPPORTUNITIES  AVAILABLE 


Academic/Government 

Looking  for  a creative  challenge  in  clinical  psy- 
chiatry? Tired  of  urban  crush?  DRG  blues?  Why 
not  a correctional  career?  Texas  Department  of 
Corrections  needs  full-time,  dynamic,  board 
eligible/board  certified  psychiatrists  for  our  renovat- 
ing delivery  system.  Starting  annual  salary  is 
$56,856  with  excellent  benefit  package,  including 
$6,000  annual  housing  allowance  if  not  living  in 
state  housing;  an  additional  $5,000  per  annum  may 
be  added  to  salary  at  the  discretion  of  the  Deputy 
Director  of  Health  Services.  For  information  con- 
tact Health  Services  Division  Personnel,  Texas  De- 
partment of  Corrections,  P.O.  Box  99,  Huntsville, 
Texas  77340;  409  294-2755.  We  know  you'll  like 
the  difference!  Equal  opportunity  employer. 

The  Department  of  Family  Practice  at  The  University 
of  Texas  Medical  School,  Houston,  has  immediate 
openings  for  faculty  positions.  We  encourage  appli- 
cations from  residency  trained,  board  certified  or 
board  eligible  family  physicians  and  pediatricians 
who  desire  to  engage  in  duties  including  teaching, 
research,  and  direct  patient  care  in  an  established 
family  practice  department  with  graduate  and  under- 
graduate programs.  Interested  applicants  should 
submit  credentials  and  curriculum  vitae  to  Harold 
T.  Pruessner,  MD,  7600  Beechnut,  Houston,  Texas 
77074.  An  equal  opportunity  employer.  Women  and 
minorities  are  encouraged  to  apply. 

Position  open:  family  or  general  practitioner  for 

federally  funded  health  center  in  Uvalde,  Texas. 
Health  center  has  8 am-5  pm  hours,  Monday 
through  Friday.  Previous  experience  in  primary 
health  care  preferred.  The  physician  will  be  a 
full-time  contractor  of  the  health  center,  and  will 
be  subject  to  all  the  federal  rules  and  regulations 
of  such  appointment.  The  clinic  does  all  the  in- 
surance and  collections.  Physicians  would  also  be 
responsible  for  the  after  hours  and  inpatient  care 
of  health  center  patients.  Salary  is  $50,000-$60,000 
per  year  negotiable.  Please  apply  in  writing  with 
CV  or  resume  to  Uvalde  Council  Clinic,  Inc.,  Board 
Chairman,  1009  Carner  Field  Road,  Uvalde,  Texas 
78001;  512  278-6604.  Include  two  references. 

Wanted;  physician.  $56,000.  State  retirement,  health 
coverage,  state  holidays,  vacation  and  sick  leave. 
Small  town  environment.  Texas  licensed  MD  or  DO. 
Contact  Medical  Director,  Mexia  State  School,  P.O. 
Box  1132,  Mexia,  Texas  76667.  Telephone  817  562- 
2821,  ext.  404. 

Occupational  health  physicians  certified  or  with 
occupational  health  experience  wanted  for  part-time 
clinic  services  in  Occupational  Health  Clinics  in 
Houston,  Fort  Worth,  Austin,  San  Antonio,  El  Paso. 
Reply  to  U.S.  Department  of  Health  and  Human 
Services,  PHS  Occupational  Health  Division,  1200 
Main  Tower  Building,  Dallas,  Texas  75202. 


Emergency  Medicine 

Needed:  Emergency  physicians.  North  Central  Texas 
area,  full  and  part-time.  For  an  application  call 
817  336-8600  or  write  Emergency  Medicine  Con- 
sultants, PA,  1533  Merrimac  Circle,  Suite  202,  Fort 
Worth,  Texas  76107. 

Texas  Emergency  Medicine — Full  and  part-time  posi- 
tions available  in  the  Central  and  South  Texas 
areas.  Excellent  pay.  Primary  considerations  given 
to  applicants  with  two  years'  experience  in  emer- 
gency medicine  or  board  certified  or  board  eligible 
in  emergency  medicine,  family  practice,  internal 
medicine  or  surgery.  Contact  Arthur  Allison,  MD, 
or  Susan  Dill,  Emergency  Physicians  Associates, 
2702  McCullough  #3,  San  Antonio,  Texas  78212; 
512  222-0746. 

Emergency  Physician — Local  Houston  ER  group 
needs  experienced  ER  physician.  Fee-for-service 
with  guarantee.  Contact  Greater  Houston  Emergency 
Physicians  Associates,  P.O.  Box  7445,  Houston, 
Texas  77248;  713  861-7942. 

Texas;  Dallas-Fort  Worth  & East  Texas.  Full-time 
positions  available  at  several  hospitals  in  the  Dallas- 
Fort  Worth  and  East  Texas  areas,  with  extremely 
attractive  fee-for-service  compensation  and  hourly 
guarantees.  Compensation  ranges  from  $65,000  to 
$105,000  annually.  Very  desirable  geographic  loca- 
tions include  Tyler,  Longview,  Greenville  and 
Marshall,  Texas.  Association  with  a strong  physician- 
oriented  group  provides  attractive  professional  op- 
portunities for  emergency  physicians.  Positions  are 
also  available  for  primary  care  physicians  In  clinic 


settings.  Contact  Brenda  Lancaster,  Vice  President, 
Professional  Services,  EmCare,  Inc.,  3310  Live  Oak, 
Suite  400,  Dallas,  Texas  75204,  or  call  toll  free 
1-800-527-2145. 

Texas — Full-time  ED  position  available.  Recreational 
area  north  of  Dallas.  Excellent  compensation  includ- 
ing malpractice  insurance.  Contact  Emergency  Con- 
sultants, Inc.,  2240  South  Airport  Road,  Room  29, 
Traverse  City,  Michigan  49684;  1-800-253-1795  or 
in  Michigan  1-800-632-3496. 

Need  a full-time  physician  to  work  in  a minor 
emergency  clinic.  Hours  are  9 am-5  pm,  five  days 
a week.  Salary  and  fringe  benefits.  Send  CV  to 
Cerry  Jubang,  Northeast  Minor  Emergency  Center, 
3603  NE  24th,  Amarillo,  Texas  79107. 

Northeast  Texas — ED  Director  and  Staff  Opportuni- 
ties— Medical  directorship  and  full-time  staff  posi- 
tions are  available  at  client  hospital  located  in 
Northeast  Texas,  1 ’A  hour  drive  from  Dallas.  Enjoy 
working  in  this  moderate  volume  ER  which  has  just 
been  completely  renovated.  Guaranteed  competitive 
income,  occurrence  malpractice  coverage,  plus  ad- 
ditional benefits  for  director  which  include  paid 
life,  health,  disability,  and  dental  insurance  for  you 
and  your  dependents.  American  trained  candidates 
preferred.  For  more  details  contact  Mark  Murtha, 
Spectrum  Emergency  Care,  Inc.,  P.O.  Box  27352,  St. 
Louis,  Missouri  63141;  1-800-325-3982;  314  878- 
2280. 


Family/General  Practice 

Wanted:  General  Practitioner/Industrial  Medicine. 

Position  available  with  12-doctor  multispecialty 
group.  All  benefits  paid  by  the  group,  afternoon 
off,  rotating  call  schedule.  Send  curriculum  vitae  to 
Charles  E.  Allbritton,  Administrator,  Suite  240, 
7777  Forest  Lane,  Dallas,  Texas  75230;  phone  214 
661-7700. 

Wanted;  Family/general  practitioner  to  locate  in 
northeast  Texas  area.  Group  setting.  Contact  Paul  R. 
Bennett,  300  West  Upshur,  Cladewater,  Texas 
75647;  phone  214  845-2281. 

Family  physician  wanted  to  associate  with  family 
physician  in  clinic  in  beautiful,  small  town  in  the 
scenic  Hill  Country  north  of  San  Antonio.  Primarily 
ambulatory/emergency  care  with  hospital  25  miles 
away.  No  OB.  Partnership  possible.  Reply  to 
Ad-570,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 

Southeast  Texas — Take  over  existing  ACC  practice  at 
no  cost  to  you.  Opportunity  to  earn  over  $100,000 
the  first  year.  Must  have  excellent  rapport  with 
patients  and  ability  to  get  along  with  staff.  Require 
American  trained  and  board  certified/FP.  Call  or 
write  Robert  Morris,  2497  Liberty,  Beaumont,  Texas 
77702;  409  838-2636. 

Family/General  Practice — Legitimate  need  tor  board 
certified  FP  in  Northeast  Texas  community  of  ap- 
proximately 30,000.  Excellent  hospital.  No  OB. 
Coverage  available  from  young,  board  certified  FP. 
Competitive  incentive  package  for  suitable  can- 
didate. For  information,  without  cost  or  obligation, 
contact:  Physician  Resource  Network,  P.O.  Box 
37102,  Fort  Worth,  Texas  76117;  817  595-1128.  Con- 
fidentiality maintained. 

Family/General  Practice — Urgently  need  ambitious 
FP  in  Central  West  Texas  community  of  approxi- 
mately 5,000.  OB  preferred.  Coverage  available. 
Well-equipped  hospital.  Would  be  suitable  for  two 
to  practice  in  association.  Modern  office  space  and 
competitive  incentive  package  offered  to  suitable 
candidate.  Contact:  Physician  Resource  Network, 
P.O.  Box  37102,  Fort  Worth,  Texas  76117;  817  595- 
1128. 

Family  Practitioner,  Collingsworth  County,  Texas — 

BC/BE  family  practitioner  for  solo  practice.  Hospital 
adjacent  to  clinic.  Community  offers  comfortable 
rural  lifestyle  with  cultural  amenities  such  as 
symphony  and  theater  in  Amarillo  and  water  recrea- 
tion easily  accessed.  Ideal  area  for  horse  breeding 
and  training.  Guaranteed  income  first  year  and 
other  benefits  offered  by  the  county  hospital  dis- 
trict. Send  CV  to  Dr.  j.  M.  Orr,  1014  15th  Street, 
Wellington,  Texas  79095. 

Family  Practice,  BC  or  BE — Major  hospital  in  West 
Texas  commercial  center.  Serves  trade  area  of 
125,000  population.  Provides  management  services 
and  acts  as  secondary  receiving  center  for  surround- 
ing rural  hospitals.  First  year  guarantee,  relocation 
packaoe.  Contact  and  send  CV  to  Wayne  E.  Ulrich, 
FACHE,  Vice  President,  Professional  Services,  St. 
John's  Hospital,  P.O.  Box  5741,  San  Angelo,  Texas 
76902. 

Family  Practice — Enjoy  freedom,  excellent  income, 
paid  malpractice,  travel,  and  housing.  Join  the  PRN 


staff  as  an  independent  contractor  providing  terr 
rary  practice  coverage  for  our  colleagues.  Ass 
ments  from  one  week  to  several  months.  Cor 
PRN  (Physician's  Relief  Network),  1000  North  \ 
nut.  Suite  A,  New  Braunfels,  Texas  78130; 
629-5858. 


Internal  Medicine 


Internist,  board  certified  or  eligible  for  associa 
with  successful  solo  practice  in  affluent  North 
Dallas  suburb.  Terms  to  be  negotiated.  Only  Arr 
can  trained  need  apply.  Family  person  prefer 
Please  reply  to  Ad-608,  TEXAS  MEDICINE,  ' 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

General  Internist  Wanted:  An  excellent  opportu 
for  a young  internist  to  associate  with  an  es 
lished  board  certified,  38  year  old  internist.  Sala 
position,  or  will  help  start-up  in  own  new  o' 
with  me.  Reply  with  CV:  7210  Louis  Pasteur  D 
San  Antonio,  Texas  78229. 


Obstetrics/ Gynecology 

Aggressive  OBG  to  practice  medicine  with 
MDs  in  clinic  located  in  community  of  appi 
mately  4500  about  45  miles  northwest  of 
Worth.  Office  space  is  ayailable.  Salary:  first  \ 
$45,000-$50,000  guaranteed;  second  year,  a 
centage  of  what  you  make.  Clinic  is  serviced 
doctor-owned,  44-bed  hospital  which  is  equip 
with  CRNA  on  staff,  physical  therapy,  radiol 
laboratory,  blood  bank,  and  fully  equipped  up 
date  surgery.  Please  reply  to  Ad-523,  TEXAS  M 
CINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78 

Needed:  Board  certified  or  board  eligible  C 

Coverage  available  and  terms  negotiable.  Cei 
Texas.  Call  collect  817  526-9576. 

Outstanding  medical  facility  with  surgicare  cei 
complete  lab,  x-ray.  Cat-scan,  and  24  hour  ei 
gency  clinic  has  need  for  an  OBG  specialist.  T 
are  seven  (7)  GPs  to  support  referrals.  Other 
cialties  are  encouraged  to  apply.  Current  collect 
to  revenue  is  averaging  over  90%.  Send  currici 
vitae  to:  P.O.  Box  96385,  Houston,  Texas  7701 


Pediatrics 

Pediatrician  or  Pediatric  Subspecialist — Exce 
opportunity  to  join  well  established  active  prac 
Spacious  new  office,  laboratory,  x-ray.  Popular 
cation  area,  warm  climate,  lakes,  ocean  beat 
university,  good  recreational  facilities.  Populj 
250,000.  Salary  progressing  to  ownership.  Coi( 
Adele  Bromiley,  MD,  Brownsville  Pediatric  Assc 
tion,  2335  Central  Blvd.,  Brownsville,  Texas  78 
512  546-3126  (office),  542-0856  (home). 

Pediatrician  Wanted — JCAH  accredited  hospital 
the  northeast  Texas  area.  Contact  Paul  R.  Ben' 
300  West  Upshur  Avenue,  Cladewater,  Texas  75 
phone  214  845-2281. 

Established  BC  pediatrician  needs  BC/BE  pt 
trician  to  join  young  ambulatory  pediatric  prac 
Salary  and  fringe  benefits  with  eventual  associa 
Please  reply  to  Ad-603,  TEXAS  MEDICINE, 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


Other  Opportunities 

Immediate  Opening:  Excellent  opportunity  fi 
specialist  in  EP,  OBG,  IM,  general  surgery  oi 
dustrial  medicine  to  join  well  established 
rapidly  expanding  family  practice  group  in 
Antonio.  Our  facility  is  fully  equipped  as  a 
health  care  center  with  laboratory,  x-ray,  s 
testing,  bolter  monitoring,  and  pulmonary  fum 
testing  already  established.  Plans  are  underwa 
move  to  larger  facility  and  offer  increased  serv 
We  offer  competifive  guaranteed  salary,  corpi 
benefits  with  paid  professional  liability,  admin 
five  and  support  staff,  affiliation  with  large  < 
munity  hospitals,  and  call  sharing  opportun 
Requires  well-rounded  abilities  in  both  an 
patient  and  hospital  practice.  Board  cerlific 
or  eligibility  required.  Dedicaton  to  high  qu 
excellent  patient  empathy  and  communicative 
mandatory.  Leadership  skills  and  entrepren 
interest  in  practice  desirable.  Tremendous  gr 
potential.  Immediate  opening  due  to  buildinf 
pansion  and  broadening  patient  base.  Send 
references  to  William  Gonzaba,  MD,  PA, 
Doctor's  Office,  2101  Lockhill-Selma,  Suite  | 
San  Antonio,  Texas  78213.  ' 

Texas  Medi 


ysicians  Wanted — ProRressive  hospital  in  East 
xas.  Contact  Paul  Bennett,  Administrator,  Clade- 
(iter  Municipal  Hospital,  300  West  Upshur,  Clade- 
ter,  Texas  75647;  telephone  214  845-2281, 

inted:  Orthopedic  Surgeon.  Position  available 
th  12-doctor  multispecialty  group  located  in  the 
;dical  City  Dallas  complex  in  North  Dallas.  All 
mefits  paid  for  by  the  group,  afternoon  off, 
rating  call  schedule.  Send  curriculum  vitae  to 
arles  E.  Allbritton,  Administrator,  7777  Forest 
jie.  Suite  240,  Dallas,  Texas  75230;  phone  214 
n -7700. 

'rsicians — We  have  positions  available  in  family 
■ rctice,  emergency  medicine,  pediatrics,  OBC,  in- 
.jnal  medicine,  gastroenterology  and  orthopedic 

f'gery.  Call  Marilyn  Blaker,  713  789-1550,  MEDEX, 
11  Fountain  View,  Suite  510,  Houston,  Texas 
157.  From  outside  Texas  call  1-800-231-7578. 

f?  you  looking  for  a paved  highway  toward 
■[incial  success — where  you  will  receive  referrals 
^m  other  doctors  because  they  are  too  busy  or 
Vring — where  there  is  no  animosity  towards  new 
Jrsicians?  Immediate  openings  for  family  physi- 
4ns,  OBC,  internists,  pedis,  orthopods,  and 
igeons  in  smaller  towns  in  Texas.  Contact  Texas 
Ictors  Croup,  702  Colorado,  Suite  102,  Austin, 
j.as  78701;  512  476-7129.  Toll  free  in  Texas 
F 00-331 -8472. 
i 

I zona-based  physician  recruitment  firm  has  posi- 
ts in  Dallas/Ft.  Worth  area,  as  well  as  Central 
I West  Texas.  Professionals  working  with  profes- 
nals.  Over  13  years  experience.  Call  602  795- 
j 4,  or  send  CV  to  Mitchell  & Associates,  Inc., 

I ‘1  N.  Country  Club  Road,  Suite  202,  Tucson,  AZ 

he. 


I Is  full-time  or  part-time  in  beautiful  East  Texas 
I ey  Woods  for  new  ambulatory  care  center, 
lellent  salary.  Please  contact  Barbara  at  409  637- 
liO  or  send  CV  to  Lufkin  Immediate  Care  Center, 
r.  Box  2325,  Lufkin,  Texas  75901. 

las.  North  of  Dallas — Immediate  full-time  and 
It-time  positions  in  hospital  affiliated  family  prac- 
r clinic.  Offering  attractive  incentive  for  purchase 
l>clinic  as  practice.  Beautiful  resort  area  has  stable 
Pient  population  with  great  growth  potential.  Con- 
I Emergency  Consultants,  Inc.,  2240  South  Airport 
lid.  Room  29,  Traverse  City,  Michigan  49684;  or 
I 1-800-253-1795  or  in  Michigan  1-800-632-3496. 

[ad  Move.  We  are  tsow  placing  permanent  and 
It-time  physicians  for  minor  emergency  clinics  in 
rellent  locations  all  over  Texas.  Please  send  your 
[iplete  resume  or  CV  to  Good  Move,  P.O.  Box 
12,  Bryan,  Texas  77802.  All  replies  will  remain 
Ifidential. 

^ions  available  immediately.  Seeking  BC/BE, 
p,  HEM/ON,  PS,  general  surgery,  endocrinologist 
ioin  an  established  but  expanding  multispecialty 
n prepaid)  clinic  in  South  Central  Texas.  Contact 
ay  W.  Kitch,  Administrator,  Skinner  Clinic,  124 
ias  St.,  San  Antonio,  Texas  78205. 


y radiologist — board  certified/board  eligible 
jded  in  busy  166-bed  Dallas  area  hospital.  Must 
Jiqroficient  in  special  procedures,  CT,  and  nuclear 
■ficine.  Send  confidential  resume  to  Ad-599, 
lAS  MEDICINE,  1801  North  Lamar  Blvd,,  Austin, 
lyis  78701. 

tus  Christ! — Primary  Care  Physician — Immediate 
ime  position  in  established  and  expanding 
jiatory  care  clinic  specializing  in  minor  emer- 
ies and  industrial  medicine.  Excellent  pay  and 
cial  incentives.  Prefer  board  certified  or  eligible 
■nergency  medicine  or  family  practice.  Contact 
y Hollums,  3817  S.  Padre  Island  Drive,  Corpus 
ti,  Texas  78415;  512  857-0178. 

iV  owns  or  manages  5S  hospitals  in  Texas.  Op- 
Slunities  for  all  non-hospital  based  specialties  in 
PI  metropolitan  and  rural  areas.  Send  curriculum 
to:  Dan  Olphie,  HCA,  P.O.  Box  1575,  Nash- 
Tennessee  37202  or  call  1-800-251-1537. 


r laryngology,  BC  or  BE — Major  hospital  in  West 
N as  commercial  center.  Serves  trade  area  of 
000  population.  Provides  management  services 
[ acts  as  secondary  receiving  center  for  sur- 
'nding  rural  hospitals.  First  year  guarantee,  relo- 
[on  package.  Contact  and  send  CV  to  Wayne  E. 
...ch,  FACHE,  Vice  President,  Professional  Sor- 
ts, St.  John's  Hospital,  P.O.  Box  5741,  San 
^elo,  Texas  76902. 

[-:ded  Immediately — Part-time/full-time  physician 
|work  in  a suburban  North  Houston  medical 
tjic.  Please  contact  Dr.  S.  D.  Khan,  714  FM  1960 
fjit.  Suite  306,  Houston,  Texas  77090;  713  444- 


J'ily  practitioners/internists  (board  certified  or 
|rd  eligible)  wanted  for  full  or  part-time  posi- 
Is  in  a primary  care  group.  Flexible  schedule, 
^practice,  competitive  compensation.  Write  or 
7 San  Antonio  Family  Care  Centers,  6100  Ban- 
|ii  Road,  Suite  300,  San  Antonio,  Texas  78238; 
>)  680-8985. 

isicians  Needed — All  specialties,  especially  gen- 
/family  practice  and  radiology.  We  have  placed 
many  of  our  locum  tenens  doctors  into  per- 
>ent  positions  and  urgently  need  physicians  to 
Jk  locum  tenens  assignments  in  Texas.  For  more 

itme82  April  1986 


information,  call  Michael  Kurth  at  IPR  Medical, 
1-800-545-4141,  ext.  257. 

Full  and  part-time  experienced  physicians  for 

established  and  expanding  family  care  clinic  in 
Northwest  Houston.  Excellent  remuneration  and 
working  conditions;  flexible  scheduling.  Contact 
director.  Medical  Center,  7925  FM  1960  West 
Houston,  Texas  77070;  713  469-4560. 

Full-tinie  physician  needed  immediately  for  ambula- 
tory minor  care  center  in  Northeast  Texas  city,  pop- 
ulation 75,000,  three  to  four  days  per  week.  Salary 
$60,000  per  year  and  up.  Opportunity  for  partner- 
ship. Immediate  Care  Center,  1905  Northwest  Loop 
281,  Longview,  Texas  75604;  214  297-7311. 

Your  choice  of  lifestyles  makes  up  the  winning 
combination  with  Medical  Networks.  Practice  oppor- 
tunities in  Emergency  Medicine  and  Medstop  Con- 
yenience  Clinics  with  good  clinical  income  and 
paid  malpractice.  Also,  hospital  sponsored  private 
family  practices.  Contact  Director,  Physician  Man- 
agement Services,  Medical  Networks,  P.O.  Box  4448, 
Houston,  Texas  77210  or  call  collect  to  713  999- 


Locum  tenens,  then  purchase  practice  if  desired. 

Nets  $115K-$150K  per  year.  No  nights,  weekends, 
or  holidays  to  work.  Primary  care  and  industrial 
medicine.  Phone  214  357-1132,  1-3  pm  weekdays. 

Ophthalmologist  and  obstetrician/gynecologist 

needed  to  join  18  physician  multispecialty  group. 
High  first  year  guarantees  and  no  first  year  ex- 
penses. Excellenf  benefits  with  paid  relocation 
expenses.  Send  CV  to  Tammy  Stripling,  Malone  and 
Hogan  Clinic,  1501  West  11th  Place,  Big  Spring 
Texas  79720.  • s n, 


OPPORTUNITIES  SOUGHT 


We  have  physicians  who  are  looking  to  join  solo, 
partnerships,  or  multispecialty  groups  in  the  Texas 
area.  For  more  information  call  Medical  Advisory 
Croup,  Inc.,  214  758-9939. 

Family  practice  internist.  American  graduate,  seek- 
ing busy  primary  care  practice.  Extensive  experience 
No  OB  or  surgery.  Available  May  1986.  Please  reply 
to  Ad-590,  TEXAS  MEDICINE,  1801  North  Lamar 
Blyd.,  Austin,  Texas  78701. 

Family  Physician  Coverage  Service — Two  days  to 
two  weeks.  Licensed  MD  with  14  years  experience 
in  family  practice.  Urban  or  rural.  English  and 
Spanish.  Texas,  UTMB  graduate,  Galveston.  Always 
in  good  medical  standing.  No  malpractice  ever. 
Written  or  phone  references,  recommendations. 
512  473-6996,  leave  message. 

Anesthesiologist — 35  year  old  native  Texan,  BE  in 

anesthesia  and  pediatrics.  Texas  license.  Proficient 
in  pedi  and  open  heart.  Croup  practice  desired 
but  all  offers  considered.  Please  reply  to  Ad-602, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

Wanted — radiology  locum  tenens  possibly  leading 
to  permanent  position.  Texas  born  and  raised 
diagnostic  radiology  resident.  US,  CT,  MRI,  neuro, 
angio  training.  Finish  June  1987.  Call  507  284-2311 
or  write  to  J.  Martin  Stewart,  MD,  c/o  Mayo  Clinic 
(East  2),  Rochester,  Minnesota  55905. 

Locum  tenens  physicians  available,  in  most  special- 
ties, for  both  short  and  long  term  assignments. 
Permanent  positions  filled.  Quality  coverage  at 
reasonable  rates.  For  more  information  or  coverage, 
call  Michael  Kurth  at  IPR  Medical,  1-800-545-4141 
ext.  257,  or  write  to  him  at  IPR,  7207  West  Green- 
field Avenue,  Milwaukee,  Wisconsin  53214. 

Native  Texan,  pediatric  ophthalmologist,  board  cer- 
tified, fellowship  trained,  AAPOS,  FAAP,  seeks  op- 
portunity in  private  practice,  administration, 
corporate  medicine,  or  HMO.  Please  reply  to  Ad- 
605,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701 . 

Pathologist  available — ABP  AP/CP.  Subspecialty  in- 
terest in  hematopathology  seeks  practice  in  either 
AP  and/or  hematopathology;  teaching/medical 
school  affiliation  desired.  Ayailable  July  1986. 
Please  reply  to  Ad-604,  TEXAS  MEDICINE,  1801 
North  Lamar  Blyd.,  Austin,  Texas  78701. 


FOR  SALE  OR  LEASE 


Medical  Equipment 

50%  off  previously  owned  medical  laboratory, 

office,  x-ray,  ultra-sound  equipment  in  excellent 
condition.  We  buy,  sell,  broker  and  repair.  Ap- 
praisals by  Certified  Surgical  Consultants,  Medical 
Equipment  Resale,  Inc.,  24026  Haggerty  Road, 
Farmington,  Michigan  48018;  313  569-4407  anytime. 

For  Sale — Cemstar  Profile  System  for  SMA-12,  and 
individual  tests.  18  months  old,  $12,000  new.  Pick 
up  lease  of  $196/month  for  a total  of  $6,000.  Call 
817  924-2121. 


Assume  lease  payments  to  a Diasonic  Dupplex  ultra- 
sound scanner,  (ds-10  with  upgrade  and  two 
probes).  With  little  use.  Ideal  for  vascular  labora- 
tory or  office  practice.  Address  inquiries  to  Carlos 
M.  Chavez,  MD,  144  E.  Price  Rd.,  Brownsville,  Texas 
78521  or  call  512  544-2701. 

X-ray  machine,  200  MA  Picker,  heavy  duty  with 
motorized  table.  Good  condition,  bought  for  new 
office  but  will  not  fit  in  room.  Packed,  can  be 
shipped  by  x-ray  company  that  has  serviced  it 
yearly.  $3500.  214  327-3293. 


Office  Space/Property 

Austin — New  medical  center  on  Capitol  of  Texas 
Highway  (Loop  360)  in  Austin's  rapidly  growing 
northwest  area.  Space  available  for  family  prac- 
titioner and/or  specialist.  Beautiful  new  facility 
offers  unique  features  for  an  enjoyable  practice. 
Located  at  the  hub  of  Austin's  northwest  economic 
growth  corridor,  two  miles  from  Lake  Austin,  and 
just  minutes  from  Westlake  Hills,  Northwest  Hills, 
multiple  new  neighborhoods,  and  Lake  Travis. 
512  454-2596,  8010  Shoal  Creek,  Austin,  Texas 
78758. 

San  Antonio — General  internist  desires  to  sublease 
ready-to-eo  office  space  with  five  exam  rooms. 
Rapidly  growing  North  Central  location.  Ideal  for 
allergist,  dermatologist,  or  other  primary  care 
physician.  For  information  call  512  377-3224. 

Needed  Primary  Care  Physicians— Office  space 
available  in  prime  location.  Building  connected  by 
tunnel  to  regional  medical  center  hospital.  All 
specialties  located  in  close  proximity,  with  radiol- 
ogy, pathology  and  pharmacy  in  building.  Complete 
modern  diagnostic  and  therapeutic  facilities  avail- 
able within  one  block  distance.  Town  of  over 
100,000  people  in  a region  of  good  hunting  and 
fishing  and  with  fine  arts  museum,  several  theatrical 
groups,  symphony,  and  three  universities  in  the 
city.  Good  temperate  climate  in  Central  West  Texas 
locality  in  area  of  stable  economy.  This  yery  rea- 
sonably priced  space  is  available  now  or  can  be 
remodeled  to  suit  tenant  for  occupancy  in  the 
summer.  Contact  Professional  Building  of  Abilene, 
P.O.  Box  395,  Abilene,  Texas  79604. 

Austin,  Texas — General  internist  desires  to  share 
2200  square  feet  in  Medical  Arts  complex  near  St. 
David's  Hospital.  Six  examination  rooms,  chest  x-ray 
facilities,  large  waiting  room,  free  parking.  Prefer 
non-internist  or  medical  subspecialist.  Full  or  part- 
time  occupancy.  Terms  negotiable.  Call  512  476- 
9145. 

Ambulatory  care  center  for  sale  or  lease  in  Arling- 
ton, Texas.  Ideal  location  for  a physician  seeking 
to  expand  our  existing  practice.  Minimal  cash  re- 
quirements. Send  inquiries  to  K Med  Centers,  Inc., 
609  S.  Main  Street,  Duncanville,  Texas  75116. 


Practices 

Practice  For  Sale — Central  rural  Texas  near  Austin. 
Years  established,  7;  number  of  charts,  2500; 
average  gross,  $205,000;  average  net,  $93,800 
Terms  negotiable.  Please  reply  to  Ad-581,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

Established  family  practice  in  affluent  North  Central 
Texas  community.  Excellent  coverage  available.  Easy 
access  to  Dallas/Fort  Worth  area.  Congenial,  well- 
trained  physicians  will  welcome  board  certified 
physician.  OB  preferred.  Excellent  income  in  prime 
FP  market.  Financing  available.  Contact:  Physician 
Resource  Network,  P.O.  Box  37102,  Fort  Worth, 
Texas  76117;  817  595-1128.  Confidentiality  main- 
tained. 

For  Sale — Established  family  practice,  excellent  San 
Antonio  location;  many  amenities  included.  Re- 
spond to  Ad-606,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701, 

Practice  For  Sale — Central  rural  Texas  near  San  An- 
tonio. Established  for  34  years.  Professional  office 
complex  of  3535  sq.  ft.  also  available.  Transition 
period  provided  by  physicians  for  3-6  months  if  de- 
sired. Doctor  retiring.  Address  inquiries  to  Carolyn 
Landis,  LREA,  222  South  Main,  Boerne,  Texas  78006. 

For  Sale — Family  and  minor  emergency  practice  in 

rapidly  growing  North  Arlington.  Fully  equipped 
and  furnished.  Must  sell  due  to  expansion  of 
primary  practice.  817  237-5851. 

Extremely  successful  solo  family  practice  for  sale  in 
affluent  area  of  Houston.  Net  $100,000  plus  easily 
in  the  first  year.  Very  agreeable  and  undemanding 
patient  population.  Send  serious  inquiries  to  Ad- 
607,  TEXAS  MEDICINE,  1801  North  Lamar  Blyd., 
Austin,  Texas  78701 . 


BUSINESS  AND  FINANCIAL 
SERVICES 


Physician's  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt, 


courteous  service.  Competitive  fixed  rate,  with  no 
points,  fees  or  charges  of  any  kind.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free 
1-800-241-6905.  Serving  MDs  for  over  ten  years. 


CONTINUING  EDUCATION 


1986  CME  Cruise/Conferences  on  selected  medical 
topics — Caribbean,  Mexican,  Hawaiian,  Alaskan, 
Mediterranean.  7-12  days  year-round.  Approyed  for 
20-24  CME  Cat.  I credits  (AMA/PRA)  and  AAFP 
prescribed  credits.  Distinguished  professors.  Fly 
roundtrip  free  on  Caribbean,  Mexican,  Mediterran- 
ean, Alaskan  cruises.  Excellent  group  fares  on  finest 
ships.  Registration  limited.  Pre-scheduled  in  com- 
pliance with  present  IRS  requirements.  Information: 
International  Conferences,  189  Lodge  Ave.,  Hunt- 
ington Station,  New  York  11746;  516  549-0869. 

Ninth  Annual  San  Antonio  Breast  Cancer  Sym- 
posium. October  31-November  1,  1986.  Abstracts  of 
proffered  papers  on  the  experimental  biology, 
etiology,  diagnosis  and  therapy  of  breast  cancer  are 
invited.  Abstract  deadline  is  June  6,  1986.  Informa- 
tion: Terri  Coltman,  RN,  Cancer  Therapy  anrJ  Re- 
search Center,  4450  Medical  Drive,  San  Antonio, 
Texas  78229;  512  690-0655. 


MISCELLANEOUS 


Abortion  Alternatives!  Licensed  maternity  service 
offers  residential  and  non-residential  program  with 
counseling  and  medical  plan  for  the  expectant 
mother  who  is  planning  adoption  for  her  baby. 
Costs  adjusted  to  ability  to  pay.  MARYWOOD,  510 
West  26th  Street,  Austin,  Texas  78705;  phone  512 
472-9251.  (formerly  Home  of  the  Holy  Infancy) 

Doctor,  you  can't  beat  the  quality  or  the  price! 
Holter  Monitor  Scanning  Service.  Physician  owned, 
trained  ,and  supervised.  Now  using  UP  Service  for 
faster  turnaround  time.  No  contracts  to  sign.  We 
can  arrange  for  lease/purchase  of  Holter  equip- 
ment. New  Holter  recorders  $1,550.  DCG  Interpre- 
tation, 313  879-8860. 

OBG,  help  your  patient  about  to  undergo  hyster- 
ectomy or  related  surgery.  Booklet  can  help 
answer  some  non-technical  questions  she  may  be 
too  embarrassed  or  confused  to  ask  you.  for 
sample  copy,  price  list,  write  to  C.  D.  Coleman, 
P.O.  Box  492,  Walters,  Oklahoma  73572. 


Classified  Ad  Rates  & Data:  Classified  ad- 
vertising sells  for  $30  (US  currency)  per 
issue  for  50  words  or  less,  payable  in 
advance.  Ad  numbers  can  be  substituted 
for  formal  addresses  upon  request  at  no 
extra  cost.  Name  and  address  of  ad  num- 
ber listings  cannot  be  given  out  unless 
specific  permission  to  do  so  has  been 
given.  The  advertising  office  will  not  con- 
tact ad  number  holders  except  by  mail. 
Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age 
unless  bona  fide  occupational  qualifica- 
tions. Copy  deadline  is  the  5th  of  the 
month  preceding  publication.  Send  copy 
to  Advertising  Manager,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 
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PHYSICIANS 
AND/OR 
NURSE 

PRACTITIONERS 

We  are  one  of  America's  largest  health  care  cor- 
porations. Currently  we  are  seeking  either  a Physi- 
cian and/or  Plurse  Practitioner  to  join  the  profes- 
sional team  at  our  Plasma  Donor  Center  in 
Wichita  Falls  and  other  locations  throughout 
Texas. 

Responsibilities  will  include  performing  physicals 
in  conjunction  with  donor  screening  and  evaluations. 
We  will  consider  Physicians  who  wish  to  work  on  a 
consulting  basis.  Candidates  must  be  Texas- 
licensed  or  eligible. 

We  offer  an  excellent  work  environment,  a highly 
competitive  salary  and  liability  protection.  For  im- 
mediate consideration  please  send  curriculum 
vitae/resume  to  Art  Barron,  Alpha  Therapeutic 
Corp..  5555  Valley  Blvd.,  Los  Angeles,  CA 
90032.  Equal  Opportunity  Employer  M/F. 


THERAPEUTIC  CORPORATION 


DRINKING  & DRIVING 
CAN  KILL  A FRIENDSHIP 


Texas  Medu 


Family  Practitioners 

Affiliated  Hospital  Systems  (AHS),  a net- 
work of  community-owned  hospitals,  would 
like  to  identify  family  practitioners  wishing  to 
establish  a practice  in  a comfortable,  rural- 
community  setting.  Opportunities  are  available 
in  over  30  hospitals,  ranging  in  size  from  24-150 
beds,  and  in  locations  from  the  Gulf  Coast  to 
the  Texas  Panhandle. 

AHS  is  an  operating  unit  of  the  Hermann 
Hospital  Estate.  AHS  and  Hermann  Hospital  are 
located  in  the  Texas  Medical  Center.  Hermann 
Hospital  serves  as  the  primary  teaching  hospital 
for  the  University  of  Texas  Medical  School  at 
Houston.  These  institutions  are  valuable  techni- 
cal and  clinical  resources  for  all  AHS  member 
hospitals. 

Move  your  career  to  the  location  of  your 
choice  in  a progressive  medical  network.  Direct 
inquiries  to  the  Medical  Staff  Coordinator, 
Affiliated  Hospital  Systems,  1203  Ross  Sterling 
Avenue,  Houston,  Texas  77030.  Or  call  (713) 
797-2010  collect. 


m 


hospital 


AFFILIATED  HOSPITAL 
SYSTEMS 

1203  Ross  Sterling  Avenue 
Houston,  Texas  77030 


We  are  an  equal  opportunity  employer,  m/f/h. 


mSIGUNS 


We  are  announcing  opportunities  for 
you  to  serve  your  country  as  an  Air  Force 
Reserve  physician/officer.  You  can  make 
new  professionai  associations,  obtain 
CME  credit  and  heip  support  the  Air 
Force  mission.  For  those  who  quaiify, 
retirement  credit  can  be  obtained  as 
weii  as  iow  cost  iife  insurance.  One 
weekend  a month  plus  two  weeks  a 
' year  or  iess  can  bring  you  pride  and 
* satisfaction  in  serving  your 

country. 


Call:  (512)  479-?245  or  (512)  385-1816  (Collect) 
Or  Fill  Out  Coupon  and  Mall  Todayl 
To:  Health  Profeaalont  Recruiting 
HQ  10  AF/RSH 

Bergatrom  AFB,  TX  78743-6002 


Namp 

Address 

City 

7lp 

Phone 

Prior  Service?  Yes  No 

Medical  Specialty . 


-Date  of  Birth . 


AIR  FORCE  RESERVE 


10-601-1174 


A GREAT  WAY  TO  SERVE 
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Continuing  Education  directory 


COURSES 


MAY 

TMA  ANNUAL  SESSION  SCIENTIFIC  PROGRAMMING 

The  following  continuing  medical  education  courses  will  be  offered 
during  TMVs  1 19th  Annual  Session,  May  7-11,  1986,  in  Dallas.  Most 
courses  are  scheduled  in  the  Fairmont  Hotel;  others  will  be  held  in 
adjacent  hotels.  For  further  information,  contact  Dale  Willimack,  CAE, 
Director,  Department  of  Annual  Session  and  Scientific  Programming, 
TMA,  1801  N Lamar  Blvd,  Austin,  TX  78701  (512)477-6704. 

As  an  organization  accredited  for  continuing  medical  education,  the 
Texas  Medical  Association  designates  these  continuing  medical  activi- 
ties as  meeting  the  criteria  for  hour-for-hour  credit  in  Category  1 
of  the  Physician’s  Recognition  Award  of  the  American  Medical 
Association. 

Adolescent  Medicine 

Friday,  May  9,  1986 

SYMPOSIUM  ON  SCHOOL  HEALTH.  Parisian  Room,  Fairmont  Hotel. 
Fee  none.  Category  1 , AMA  Physician’s  Recognition  Award;  5 hours 

Allergy 

Saturday,  May  10,  1986 

SECTION  ON  ALLERGY.  Royal  Room,  Eairmont  Hotel.  Fee  none.  Cate- 
gory 1 , AMA  Physician’s  Recognition  Award;  4 hours 

Anesthesiology 

Saturday,  May  10,  1986 
Sunday,  May  11,  1986 

TEXAS  SOCIETY  OF  ANESTHESIOLOGISTS.  Eairmont  Hotel.  Fee  none. 
Category  1,  AMA  Physician’s  Recognition  Award;  10  hours 

Blood  Banking 

Friday,  May  9,  1986 

S'VTVIPOSIUM  ON  BLOOD  BANKING  AND  BLOOD  TRANSFUSION. 
Seminar  Theater,  Sheraton  Dallas  Hotel.  Fee  none.  Category  1 , AMA 
Physician’s  Recognition  Award;  3 hours 

Cardiovascular  Disease 

Thursday,  May  8,  1 986 

S'mPOSIUM  ON  CARDIOVASCULAR  DISEASES.  Oak  Room,  Fairmont 
Hotel.  Fee  none.  Category  1,  AMA  Physician’s  Recognition  Award;  7 
hours 

Chest  Disease 

Friday,  May  9,  1986 

SECTION  ON  DISEASES  OE  THE  CHEST.  Patio  Room,  Fairmont  Hotel. 
Fee  none.  Category  1,  AMA  Physician’s  Recognition  Award;  6 hours 

Colon  and  Rectal  Surgery 

Saturday,  May  10,  1986 

SECTION  ON  COLON  AND  RECTAL  SURGERY.  Ascot  Room,  Plaza  of 


the  Americas  Hotel.  Fee  none.  Category  1 , AMA  Physician’s  Recogni-  j 
tion  Award;  4 hours  I 

Dermatology 

Friday,  May  9,  1986 
Saturday,  May  10,  1986 
Sunday,  May  11,  1986 

TEXAS  DERMATOLOGICAL  SOCIETY.  Fairmont  Hotel.  Fee  none.  Cati 
gory  1 , AMA  Physician’s  Recognition  Award;  1 3 hours 

Dialogue 

Thursday,  May  8,  1986 
Friday,  May  9,  1986 

DIALOGUE.  Exhibit  Hail  (Regency  Ballroom),  Fairmont  Hotel.  Fee 
none.  Category  1,  AMA  Physician’s  Recognition  Award;  hour-for-houi 

Digestive  Diseases 

Friday,  May  9,  1986 

SECTION  ON  DIGESTIVE  DISEASES.  Ascot  Room,  Plaza  of  the  Amer- 
icas Hotel.  Pee  none.  Category  1 , AMA  Physician’s  Recognition  Awar( 
5 hours 

Family  Medicine 
Thursday,  May  8,  1986 

SYMPOSIUM  ON  THE  HEALTH  OF  THE  FAMILY.  Far  East  Room,  Fair 
mont  Hotel.  Fee  none.  Category  1 , AMA  Physician’s  Recognition 
Award;  3 hours 

Thursday,  May  8,  1986 

TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS.  Parisian  Room,  Fairmont 
Hotel,  Fee  S60  TAFP/AAFP  members,  $70  physician  nonmembers,  $3 
resident  nonmembers,  $20  resident  TAFP/AAFP  members,  $30  RN/PJ 
Category  1 , AMA  Physician’s  Recognition  Award;  6 hours.  AAFP 
prescribed 

Friday,  May  9,  1986  ^ 

SECTION  ON  FAMILY  PRACTICE.  Fountain  Room,  Fairmont  Hotel.  F 
none.  Category  1,  AMA  Physician’s  Recognition  Award;  5 hours.  AAF  l' 
prescribed  1 

Geriatrics  ; 

i 

Saturday,  May  10,  1986  j 

SYMPOSIUM  ON  GERIATRICS.  Continental  Room,  Fairmont  Hotel.  F , 

none.  Category  1,  AMA  Physician’s  Recognition  Award;  6 hours  '■ 

Health  Care  Delivery  I 

! 

Thursday,  May  8,  1986  ! 

SYMPOSIUM  ON  ACCESS  TO  HEALTH  CARE.  Plaza  Ballroom  C,  Plaz  ' 
of  the  Americas  Hotel.  Fee  none.  Category  1,  AMA  Physician’s  Recog  ' 

tion  Award;  3 hours  I 

I 

Hematology  | 

I 

Friday,  May  9,  1986  ! 

SECTION  ON  ENDOCRINOLOGY.  Far  E^t  Room,  Fairmont  Hotel.  Ft  | 
none.  Category  1,  AMA  Physician’s  Recognition  Award;  5 hours  ! 


Texas  MedU. 


Internal  Medicine 

Tiday,  May  9,  1986 

iECTlON  ON  INTERNAL  MEDICINE.  Royal  Room,  Eairmont  Motel  Eee 
tone.  Category'  1,  AMA  Physician's  Recognition  Award;  5 hours 

datemal  and  Child  Health 

Tiday,  May  9,  1986 

SYMPOSIUM  ON  MATERNAL  AND  CHILD  HEALTH  Grosvenor  Room, 
’laza  of  the  Americas  Hotel.  Eee  none.  Category  1,  AMA  Physician's 
lecognition  Award;  3 hours 

'leurosurgery 

■riday.  May  9,  1986 
aturday.  May  10,  1986 

■ECTION  ON  NEUROLOGICAL  SURGERY.  Executive  Room,  Fairmont 
lotel.  Fee  none.  Category'  1,  AMA  Physician’s  Recognition  Award;  7 
tours 

tluclear  Medicine 

aturday.  May  10,  1986 

iECTlON  ON  NUCLEAR  MEDICINE.  State  Room,  Fairmont  Hotel.  Fee 
tone.  Category  1,  AMA  Physician’s  Recognition  Award;  5 hours 

Jbstetrics  and  G'ynecology 

Irhursday,  May  8,  1986 

jiECTION  ON  OBSTETRICS  AND  GYNECOLOGY.  Continental  Room, 
•airmont  Hotel.  Fee  none.  Category  1 , AMA  Physician’s  Recognition 
Award;  6 hours 

1 

Occupational  Medicine 

(Tiday,  May  9,  1986 
aturday.  May  10,  1986 

IIECTION  ON  OCCUPATIONAL  MEDICINE.  Panorama  Room,  Fairmont 
lotel.  Fee  none.  Category  1,  AMA  Physician’s  Recognition  Award;  6 
tours 

Oncology 

aturday,  May  10,  1986 

■lECTION  ON  ONCOLOGY.  Patio  Room,  Fairmont  Room.  Fee  none. 
■Category  1,  AMA  Physician’s  Recognition  Award;  7 hours 

Ophthalmology 

Tiday,  May  9,  1986 
aturday,  May  10,  1986 

iECTION  ON  OPHTHALMOLOGY.  Pavilion  Room,  Fairmont  Hotel.  Fee 
tone.  Category  1,  AMA  Physician’s  Recognition  Award;  10  hours 

Original  Research 

Tiursday,  May  8,  1986 
Tiday,  May  9,  1986 

•ORUM  OF  ORIGINAL  RESEARCH.  Fairmont  Hotel.  Fee  none.  Cate- 
i;ory  2,  AMA  Physician’s  Recognition  Award;  hour-for-hour 
i 

Orthopedic  Surgery 
aturday,  May  10,  1986 

TEXAS  ORTHOPAEDIC  ASSOCIATION.  Parisian  Room  Fairmont  Hotel, 
■ee  none.  Category  1,  AMA  Physician’s  Recognition  Award;  10  hours 
I 

(Otolaryngology 

■riday,  May  9,  1986 
laturday,  May  10,  1986 

j.ECTION  ON  OTOLARYNGOLOGY.  Windsor  A,  Plaza  of  the  Americas 
I lotel.  Fee  none.  Category  1,  AMA  Physician’s  Recognition  Award;  8 
jtours 
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Patliology 

Saturday,  May  10,  1986 

SEtTLION  ON  PAFlIOLOtiY.  Grosvenor  Roont,  Plaza  of  the  Americas 
Hotel  Fee  none.  Category  1,  AMA  Physician’s  Recognition  Award;  3 
hours 

Pediatrics 

Saturday,  May  10,  I98(i 

SECn  iON  ON  PEDIA'FRK^S.  tiarden  and  Terrace  Rooms,  Fairmont 
Hotel.  Fee  none.  Category'  1,  AMA  Physician’s  Recognition  Award;  7 
hours 

Physical  Medicine  and  Rehabilitation 

Saturday,  May  10,  198C) 

SECTION  ON  PHYSICAL  MEDICINE  AND  RITIABILITATION.  Windsor 
B,  Plaza  of  the  Americas  Hotel.  Fee  none.  Category  1 , AMA  Physician’s 
Recognition  Award;  3 hours 

Plastic  Surgery 

Friday,  May  9,  1986 
Saturday,  May  10,  1986 

SECTION  ON  PIASTIC,  RECONSTRUCTIVE,  AND  MAXILLOFACIAL 
SURGERY.  Oak  Room,  Fairmont  Hotel.  Fee  none.  Category  1,  AMA 
Physician’s  Recognition  Award;  1 1 hours 

Professional  Liability 

Saturday,  May  10,  1986 

SYMPOSIUM  ON  MEDICAL  PROFESSIONAL  LIABILITY  AND  CIVIL  JUS 
TICE  REFORM.  Plaza  Ballroom  C,  Plaza  of  the  Americas  Hotel.  Fee 
none.  Category  1 , AMA  Physician’s  Recognition  Award;  3 hours 

Psychiatry 

Friday,  May  9,  1986 

SECTION  ON  PSYCHIATRY.  Terrace  Room,  Fairmont  Hotel.  Fee  none. 
Category  1,  AMA  Physician’s  Recognition  Award;  6 hours 

Public  Health  and  Preventive  Medicine 

Friday,  May  9,  1986 

SECTION  ON  PUBLIC  HEALTH.  Plaza  Ballroom  C,  Plaza  of  the  Amer- 
icas Hotel.  Fee  none.  Category  1,  AMA  Physician’s  Recognition  Award; 
3 hours 

Radiology 

Friday,  May  9,  1 986 

SECTION  ON  RADIOLOGY.  Windsor  B,  Plaza  of  the  Americas  Hotel. 
Fee  none.  Category  1,  AMA  Physician’s  Recognition  Award;  6 hours 

Sports  Medicine 

Friday,  May  9,  1986 

SYMPOSIUM  ON  SPORTS  MEDICINE.  Plaza  Ballroom  B,  Plaza  of  the 
Americas  Hotel.  Fee  none.  Category'  I , AMA  Physician’s  Recognition 
Award;  6 hours 

Substance  Abuse 

Thursday,  May  8,  1 986 

CURRICULUM  DEVELOPMENT  SEMINAR  ON  SUBSTANCE  ABUSE. 
Fountain  Room,  Fairmont  Hotel.  Fee  none.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  6 hours 

Surgery 

Thursday,  May  8,  1986 

INTERNATIONAL  COLLEGE  OF  SURGEONS,  TEXAS  DIVISION.  Far 
East  Room,  Fairmont  Hotel.  Fee  none.  Category  1,  AMA  Physician’s 
Recognition  Award;  3 hours 

Friday,  May  9,  1986 

SECTION  ON  SLIRGERY.  State  Room,  Fairmont  Hotel.  Fee  none.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  4 hours 


Urology 

Friday,  May  9,  1986 

SECTION  ON  UROLOGY.  Panorama  Room,  Fairmont  Hotel.  Fee  none. 
Category  1,  AMA  Physician’s  Recognition  Award;  3 hours 


COURSES 


MAY 

Anesthesiology 

May  2-4,  1986 

BA'VT.OR  ANESTHESIA  REVIEW  1986-1  Houston  Marriott  Medical  Cen- 
ter, Houston.  Fee  S275  physicians;  SISO  physicians  in  training.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  26  hours.  Contact  Lila 
Lerner  or  Carol  Soroka.  Office  of  Continuing  Education,  Baylor  College 
of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  ("'13)799-6020 

Family  Medicine 

May  12-16,  1986 

lOTH  ANNUAL  REVIEW  COURSE  IN  FAMILY  PRACTICE.  Marriott 
Hotel  at  the  Astrodome,  Houston.  Fee  S475  physicians,  S300  non- 
Baylor  residents,  fellows,  and  physician  assistants.  Categoiy  1 , AMA 
Physician’s  Recognition  Award;  51  hours.  AAFP  prescribed.  Contact 
Lynne  Tiras  or  Lila  Lerner,  Office  of  Continuing  Education,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 

May  31,  1986 

FAMILY  PRACTICE;  CLINICAL  APPROACHES  TO  COMMON  PROB- 
LEMS. Room  D 1.600,  The  University  of  Texas  Health  Science  Center, 
Dallas.  Fee  SI 00.  residents  no  fee,  mu.st  register.  Category  1,  AMA 
Physician’s  Recognition  Award;  8 hours.  Contact  Linda  Spino,  PhD, 
Department  of  Family  Practice  and  Community  Medicine,  UTHSC, 

5323  Harry’  Hines  Blvd,  Dallas,  TX  7S235  (214)688-2134 

General  Medicine 

May  1-2,  1986 

POST-POLIOMYELITIS.  CLINICAL  MANIFESTATIONS  AND  MANAGE- 
MENT. Intercontinental  Hotel,  Houston.  Fee  8200  physicians  before 
April  18,  after  April  $225;  SI 50  nonphysicians  before  April  18,  after 
April  $175.  Credit  TBA.  Contact  Marjorie  Gordon,  Division  of  Educa- 
tion, The  Institute  for  Rehabilitation  and  Research,  1 333  Moursund 
Ave,  Houston,  TX  77030  (713)799-5000 

May  22-23,  1986 

THE  DOCTOR  AS  A PERSON:  CARING,  CURING,  SELLING,  AND 
SEARCHING.  Holiday  Inn  Hotel-Medical  Center,  Houston.  Fee  $35  ad- 
vanced registration,  $50  on-site.  Category  1,  AMA  Physician’s  Recogni- 
tion Award;  14  hours.  Contact  Shirley  Roy,  Conference  Services,  HMB 
131,  M.  D.  Anderson  Hospital  and  Tumor  Institute,  6723  Bertner  Ave, 
Houston,  TX  77030  (713)792-2222 

Internal  Medicine 

May  27-30,  1986 

9TH  ANNUAL  UPDATE  IN  INTERNAL  MEDICINE.  The  University  of 
Texas  Health  Science  Center,  D1.600,  Dallas.  Fee  $375  physicians, 

$300  graduates  of  UT  Southwestern  Medical  School,  $200  house  staff. 
Category  1 , AMA  Physician's  Recognition  Award;  26  hours.  Contact 
Ann  Parchem,  Division  of  Continuing  Education,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235  (214)688-2166 

Orthopedic  Surgery 

May  2-4,  1986 

22nd  ANNUAL  ST  LUKE’S  HOSPITAL  ORTHOPEDIC  SYMPOSIUM: 
CONTROVERSIES  IN  LUMBAR  SPINE  SURGERY.  Houstonian  Hotel, 
Houston.  Fee  $375  physicians,  $75  residents  and  fellows.  Credit  TBA. 
Contact  Alexander  Brodsky,  MD,  St  Luke’s  Episcopal  Hospital,  PO  Box 
20269,  Houston,  TX  77225 


May  30-June  1,  1986  I 

SOUTHWESTERN  ORTHOPEDIC  SURGERY  REVIEW.  Loews  Anatole  ' 
Hotel,  Dallas.  Fee  $425.  Category  1,  AMA  Physician’s  Recognition 
Award;  25  hours.  Contact  June  Bovill,  Division  of  Continuing  Educa- 
tion, The  University  of  Texas  Health  Science  Center,  5323  Harry  Hin^ 
Blvd,  Dallas,  TX  75235  (214)688-2166 

Pathology  : 

May  15-17,  1986 

CURRENT  ISSUES  IN  SURGICAL  PATHOLOGY:  V.  Room  D 1.600,  The 
University'  of  Texas  Health  Science  Center,  Dallas.  Fee  $500  with  glas 
slides,  $425  without  glass  slides,  $300  basic  course,  $100  partial 
course,  $100  student  course.  Category  1,  AMA  Physician’s  Recognitii 
Award;  22  hours.  Contact  Division  of  Continuing  Education,  5323 
Harry’  Hines  Blvd,  Dallas,  TX  75235  (214)688-2166 

Radiology 

May  12-16,  1986 

ADVANCED  RADIOLOGICAL  HEALTH.  The  University  of  Texas  Heali 
Science  Center,  San  Antonio,  Tex.  Fee  $600.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  36  hours.  Contact  Continuing  Education 
Services,  UTHSC,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980 
(512)691-6295 

May  19-23,  1986 

RADIATION  SAFETY  OFFICERS  COURSE,  The  University  of  Texas 
Health  Science  Center,  San  Antonio,  Tex.  Fee  $650.  Credit  TBA;  36 
hours.  Contact  Continuing  Education  Services,  UTHSC,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284-7980  (512)691-6295 

May  19-23,  1986 

POSTGRADUATE  WORKSHOP  IN  MAGNETIC  RESONANCE  IMAGIN’ 
AND  SPECTROSCOPY.  Baylor  Biomedical  NMR  Center,  Houston.  Fee 
$800  physicians,  $400  residents.  Category  1 , AMA  Physician’s  Recogii 
tion  Award;  32  hours.  Contact  Vicki  Forgac,  Office  of  Continuing 
Education- 184A,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Hous 
ton,  TX  77030  (713)799-6020 

Sports  Medicine 

May  22-24,  1986 

1ST  ANNUAL  S'VMPOSIUM  ON  REHABILITATIVE  SPORTS  MEDICINI-j 
Houstonian  Hotel,  Houston.  Fee  $275.  Category  1,  AMA  Physician’s 
Recognition  Award;  14  hours.  Contact  Vicki  Forgac,  Office  of  Continj 
ing  Education- 184A,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  77030  (713)799-6020 

May  24,  1986 

THE  TEAM  PHYSICIAN  AND  ATHLETIC  TRAINER  IN  YOUTH  SPOR1  ■ 
The  University  of  Texas  Medical  School,  Houston.  Fee  $60.  Categoryl 
AMA  Physician’s  Recognition  Award;  7 hours.  Contact  Marjorie  Kraft!, 
6431  Fannin,  #G.004,  Houston,  TX  77030  (713)792-5346  I 


Surgery 

May  4-8,  1986 

1 ITH  BIENNIAL  CONGRESS  OF  THE  INTERNATIONAL  SOCIETY  Ol 
UNfVERSITY  COLON  AND  RECTAL  SURGEONS.  Sheraton  Park  Centi 
Hotel,  Dallas.  Fee  $250.  Category  1,  AMA  Physician’s  Recognition 
Award;  16  hours.  Contact  I^nelle  Chancellor  or  Barbara  Grayson,  A. 
Webb  Roberts  Center,  3500  Gaston  Ave,  Dallas,  TX  75246 
(214)820-2317 


JUNE 

Cardiovascular  Disease 

June  5-6,  9-10,  1986 

US  JAPAN  CARDIOLOGY  UPDATE— NEW  APPROACHES  TO  CORO- 
NARY ARTERY  DISEASE  PTCA  AND  PET.  Tokyo  Hilton  Hotel,  Tokyo, 
and  Miyako  Hotel,  Kyoto,  Japan.  Fee  $400.  Category  1,  AMA  Physicia 
Recognition  Award;  24  hours.  Contact  Alice  Reardon,  Office  of  Con- 
tinuing Education,  The  University  of  Texas  Medical  School,  6431  Far 
nin,  MSB  G.004,  Houston,  TX  77030  (713)792-5346,  1-800-231-948 

Texas  Medic 


nergency  Care 
ne  5-6,  1986 

H ANNUAL  EMERGENCY  C.ARE  UPDATE  Hyatt  Regency  Hotel, 

Ulas.  Eee  $85.  Credit  TBA.  (Contact  Dawn  Petko,  Public  Relations 
;partmcnt,  Methodist  Hospitals  of  Dallas,  PO  Box  225999,  Dallas,  TX 
■265  (214)944-8322 

imlly  Medicine 

ne  4-8,  1986 

.MILY  MEDICINE  REVIEW.  la  Mansion  Hotel,  Austin,  Tex.  Eee  $350. 
itegorv-  1,  AMA  Physician’s  Recognition  Award;  -tO  hours.  Contact 
aron  Stermer,  Scott  and  Vtliite  Memorial  Hospital,  2401  South  31st 
Temple,  TX  76508  (817)774-4073 

;neral  Medicine 

ne  9-13,  1986 

fYSlCLAN  IN  MANAGEMENT.  Antlers  Hotel,  Colorado  Springs,  Colo, 
e $645  members,  American  Academy  of  Medical  Directors;  $695 
■nmembers.  Categoiy  1 , AMA  Physician’s  Recognition  Award;  3 1 
lurs.  Contact  the  AAMD,  4830  W Kennedy  Blvd,  Stc  648,  Tampa,  EL 
609  (813)873-2000 

olaryngology 

ne  19-24,  1986 

rOLOGY  UPDATE  1986.  San  Luis  Hotel,  Galveston,  Tex.  Fee  $200 
ysicians,  $100  residents.  Categoiy  1,  AMA  Physician’s  Recognition 
t'ard;  13  hours.  Contact  Martha  Berlin,  Room  3-324  Learning  Center, 
iuteJ34,  The  University  of  Texas  Medical  Branch,  Galveston,  TX 
550  (409)761-2934 

dia tries 

le  12-14,  1986 

86  ANNUAL  PEDIATRIC  REVIEW  AND  UPDATE.  San  Luis  on  Gal 
iton  Isle,  Galveston,  Tex.  Fee  $275  before  May  5,  $315  after  May  5. 
tegory  1 , AMA  Physician’s  Recognition  Award;  1 5 hours.  Contact 
yle  McKay,  Office  of  Continuing  Education,  The  University  of  Texas 
^dical  Branch,  Galveston,  TX  77550  ( 409)761-2934 

le  16-20,  1986 

;UTE  CARE  PEDIATRICS:  REVIEW  AND  UPDATE  OF  THE  STATE  OF 
IE  ART.  Mariner’s  Inn,  Hilton  Head,  SC.  Fee  $325  physicians,  $225 
adents.  Category  1,  AMA  Physician’s  Recognition  Award;  26  hours. 

FP  prescribed.  Contact  Carol  Soroka  or  Lila  I.erner,  Office  of  Con- 
uing  Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Hous- 
1,  TX  77030  (713)799-6020 

diology 

le  16-20,  1986 

)STGR.\DUATE  WORKSHOP  IN  MAGNETIC  RESONANCE  IMAGING 
ID  SPECTROSCOPY.  Baylor  Biomedical  NMR  Center,  Houston.  Fee 
00  physicians,  $400  residents.  Category  1,  AMA  Physician’s  Recogni- 
n Award;  32  hours.  Contact  Vicki  Forgac,  Office  of  Continuing 
ucation-184A,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Hous- 
|t,  TX  770 30  ( 7 1 3 )799-60 20 

orts  Medicine 

le  27-28,  1986 

H ANNUAL  CONFERENCE  ON  INNOVATIONS  IN  SPORTS  MEDI 
NE.  Learning  Center,  The  University  of  Texas  Medical  Branch 
mpus,  Galveston,  Tex.  Fee  $150  physicians,  $75  residents  and  non- 
ysicians.  Category  1,  AMA  Physician’s  Recognition  Award;  hours 
A.  Contact  Gayle  McKay,  Office  of  Continuing  Education,  3-324 
trning  Center,  UTMB,  Galveston,  I’X  77550  (409)761-2934 


LY 

lychiatry 

iiy  23-27,  1986 

lOUP  PSYCHOTHERAPY.  Gant  Conference  Center,  Aspen,  Colo.  Fee 
\ime82  April  1986 


$395.  Category  1,  AMA  Physician’s  Recognition  Award;  18  hours.  (Con- 
tact Donna  Smith,  Division  of  Catntinuing  Education,  The  Menninger 
Foundation,  Box  829,  I’opeka,  KS  66601  (91  3)27.3  7500,  ext  5992 


AUGUST 

Pediatrics 

Aug  3-6,  1986 

PEDIATRIC  IMAGING:  STATE  OF  THE  ART,  Catlorado  Springs,  Colo. 
Contact  Lynne  Tiras  or  Lila  Lerner,  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 


SEPTEMBER 

Anesthesiology 

Sept  19-21,  1986 

BA'VTOR  ANESTHESIA  REVIEW:  1986-11.  Houston.  Contact  Carol  So- 
roka or  Lynne  Tiras,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  770.30  (713)799-6020 

Cardiovascular  Disease 

Sept  21-23,  1986 

16TH  ANNUAL  S’VMPOSIUM  OF  THE  TEXAS  HEART  INSTITUTE/ 
INTERNATIONAL  S’TMPOSIUM  ON  INTERVENTIONAL  CARDIOLOGY 
Houston.  Contact  Debby  Butler,  Texas  Heart  Institute,  3-276,  PO  Box 
20269,  Houston,  TX  77225  (713)791-2157 

Oncology 

Sept  16-19,  1986 

CARCINOGENESIS:  CRITICAL  MOLECULAR  DETERMINANTS  Hous- 
ton. Contact  Shirley  Roy,  Conference  Services,  M.  D.  Anderson  Hospital 
and  Tumor  Institute,  Box  I3I,  6723  Bertner  Ave,  Houston,  TX  77030 
(713)792-2222 

Ophthalmology 

Sept  11-13,  1986 

WELSH  CATARACT  CONGRESS.  Houston.  Contact  Lila  Lerner  or  Lynne 
Tiras,  Office  of  Continuing  Education,  Baylor  College  of  Medicine,  One 
Baylor  Plaza,  Houston,  TX  770.30  (713)799-6020 

Radiology 

Sept  22-26,  1986 

POSTGRADUATE  WORKSHOP  IN  MAGNETIC  RESONANCE  IMAGING 
AND  SPECTROSCOPY.  Houston.  Contact  Vicki  Forgac,  Office  of  Con- 
tinuing Education- 184A,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  770,30  (71.3)799-6020 

Urology 

September  1986 

LIRETEROSCOPY  Houston.  Contact  Alice  Henderson,  PO  Box  25147, 
Houston,  TX  77265  ( 7 1 3 )79 1 - 1 470 


OCTOBER 

Obstetrics  and  Gynecology 
Oct  21-25,  1986 

CONTEMPORARY  ISSUES  AND  PRACTICES  IN  OB/GYN.  Location  TBA 
Contact  June  Bovill,  Division  of  Continuing  Education,  The  University 
of  Texas  Southwestern  Medical  School,  5323  Harry  Hines  Blvd,  Dallas, 
TX  75235  (214  X>88-21 66 

Otorhinolaryngology 

Oct  10,  1986 

VISITING  PROFESSOR  IN  OTORHINOLAR’TNGOLOGY  Location  TBA 
Contact  Division  of  Continuing  Education,  The  University  of  Texas 


100 


Southwestern  Medical  School,  5323  Harry’  Hines  Blvd,  Dallas,  TX 
■75235  (214)688-2166 

Radiology 

Oct  20-24,  1986 

POSTGRADUATE  WORKSHOP  IN  MAGNETIC  RESONANCE  IMAGING 
AND  SPECTROSCOPY.  Houston.  Contact  Vicki  Eorgac,  Office  of  Con- 
tinuing Education- 184A,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  '77030  (^13  )"'99-6020 

Oct  24-26,  1986 

DIAGNOSTIC  RADIOLOGY  UPDATE.  Location  TBA.  Contact  Dolly 
(Christensen,  Department  of  Radiology',  The  University'  of  Texas  South- 
western Medical  School,  5323  Harry’  Hines  Blvd,  Dallas,  'IX  75235 
(214K>88-2502 


REGULARLY  SCHEDULED  ACTIVITIES 


Monday-Friday 

POSTGRADUATE  WORKSHOP  IN  NEURORADIOLOGY.  ( Date  assigned 
by  individual  request. ) Methodist  Hospital,  Houston.  Fee  S450.  Cate- 
gory’ 1,  AMA  Physician’s  Recognition  Award;  40  hours.  Contact  Vicki 
Eorgac,  Office  of  Continuing  Education  184-A,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  TX  77030  (^13)799-6020 

Monday-Friday 

POSTGRADUATE  WORKCOURSE  IN  DIAGNOSTIC  ULTRASOUND 
( Date  assigned  by  individual  request. ) Ben  Taub  General  Hospital, 
Houston.  Fee  $600.  Category  1,  AMA  Physician’s  Recognition  Award; 

40  hours.  Contact  Vicki  Eorgac,  Office  of  Continuing  Education  184-A, 
Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 

Tuesdays,  1 2 pm 

MEDICAL  AND  SURGICAL  REVIEWS.  Sierra  Medical  Center,  El  Paso, 
Tex.  Category’  1,  AMA  Physician’s  Recognition  Award;  1 hour  weekly. 
Contact  M.  Nazemi,  MD,  Sierra  Medical  Center,  1625  Medical  Center 
Dr.  El  Paso,  TX  79902 

Tuesdays  ( all  but  last  Tuesday  of  each  month  ) 

SURGICAL  GRAND  ROLINDS.  Board  Room,  Brackenridge  Hospital,  Aus- 
tin, Tex.  Free.  Category  1,  AMA  Physician’s  Recognition  Award;  1-hour 
session.  (Contact  Nancy  Strandhagen,  Surgery’  Education,  Central  Texas 
Medical  Foundation,  601  E 15th  St,  Austin,  TX  78701  ( 512)476-6461 
ext  5172 

Wednesdays,  1 2 pm 

CONTINUOUS  REVIEW  OF  INTERNAL  MEDICINE.  Sid  Richardson  Au 
ditorium,  Scott  and  White  Memorial  Ho.spital,  Temple,  Tex.  Category  1, 
AMA  Physician’s  Recognition  Award;  1 hour  weekly.  Contact  Lynn  Cal- 
vert, Office  of  Continuing  Medical  Education,  Scott  and  White  Memo- 
rial Hospital,  2401  S 31st,  Temple,  TX  76508  (817  )774-2350 

Thursdays,  8 am 

INTERNAL  MEDICINE  GRAND  ROUNDS  Brackenridge  Hospital,  Aus- 
tin, Tex,  Category  1,  AMA  Physician’s  Recognition  Award;  1 hour 
weekly.  Contact  Janna  Ashford,  Central  Texas  Medical  Foundation, 

1 500  E Ave,  Austin,  TX  7870 1 (512  )480- 1 869 

Thursdays,  1 2 pm 

UROLOGY  CORE  CURRICULUM.  Scott  and  White  Memorial  Hospital, 
Temple,  Tex.  Category  1 , AMA  Physician’s  Recognition  Award;  1 hour 
weekly.  Contact  Lynn  Calvert,  Office  of  Continuing  Medical  Education, 
Scott  and  White  Memorial  Hospital,  2401  S 31st,  Temple,  TX  76508 
(817)774-2350 

Thursday-Friday 

POSTGRADUATE  WORKSHOP  IN  REAL  TIME  OBSTETRICAL  ULTRA 
SONOGRAPHY.  (Date  assigned  by  individual  request. ) Jefferson  Davis 
Hospital,  Houston.  Fee  $375.  Category  1,  AMA  Physician’s  Recognition 
Award;  16  hours;  I6  cognates,  ACOG.  Contact  Vicki  Eorgac,  Office  of 
Continuing  Education  184-A,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)799-6020 


Fridays,  1 2 pm 

NEUROLOGY  GRAND  ROUNDS.  Sid  Richardson  Auditorium,  Scott  ai 
White  Memorial  Hospital,  Temple,  Tex.  Category  1,  AMA  Physician’s 
Recognition  Award;  1 hour  weekly.  Contact  Lynn  Calvert,  Office  of  ' 
Continuing  Medical  Education,  Scott  and  White  Memorial  Hospital, 
2401  S 31st,  Temple,  TX  76508(817)774-2350 

Fridays,  12  pm  (2nd  and  4th) 

TEACHING  CASE  CONFERENCE.  Park  Place  Hospital,  Port  Arthur,  Til 
Category  1 , AMA  Physician’s  Recognition  Award;  2 hours  monthly. 
Contact  Phil  Newman,  MD,  Box  1648,  Port  Arthur,  TX  77640  (409) 
983-4951 

Date  assigned  by  individual  request 

POSTGRADUATE  WORKSHOP  IN  CUNICAL  NMR.  Biomedical  NMRI 
Center,  Baylor  College  of  Medicine,  Houston.  Fee  $1,000;  $500-lecti 
series  only.  Category  1 , AMA  Physician’s  Recognition  Award;  40  hou 
Contact  Vicki  Eorgac,  Office  of  Continuing  Education  184-A,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)  * 

799-6020  ( 


TELECONFERENCE  NETWORK  OF  TEXAS 


Every  other  Ihursday,  12;30  pm  I 

CLINICAL  TOPICS  IN  MEDICINE.  The  University  of  Texas  Health  Sc  j 
ence  Center,  San  Antonio,  Tex,  and  teleconference  network  sites.  Fe  f 
$35-program,  hospital  subscription  program.  Category  1,  AMA  Physil 
cian’s  Recognition  Award.  Contact  Phyllis  Wood,  Acting  Director,  Tel 
conference  Network  of  Texas,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  ( 
78284  (512)691-7291  f 


PRACTICE  MANAGEMENT  WORKSHOPS 


The  following  are  practice  management  workshops  and  seminars  spii 
sored  by  the  Texas  Medical  Association.  Participants  in  the  worksho  j 
and  seminars  will  receive  Category  1 credit  toward  the  AMA  Physi-  | 
cian’s  Recognition  Award  where  indicated.  For  further  information,  I 
contact  the  Department  of  Practice  Management,  Texas  Medical  Ass.j 
ciation,  1801  N Lamar  Blvd,  Austin,  TX  78701  (512)477-6704.  j 

MAY  I 

MARKETING  TECHNIQUES  FOR  A SUCCESSFUL  PRACTICE— 2 houi 
May  21,  1986,  Wyndham  Hotel,  San  Antonio  ^ 

May  22,  1986,  La  Mansion,  Austin 

May  23,  1986,  Houston  Marriott-Medical  Center,  Houston  I 

May  28,  1 986,  El  Paso  Marriott,  El  Paso 

JUNE  I 

PRACTICE  MANAGEMENT  SERIES— 2 hours  I 

June  3-4,  1986,  Sheraton-Amarillo  Hotel  and  Towers,  Amarillo 
June  5-6,  1986,  Dallas  Marriott-Market  Center,  Dallas 
June  17-18,  1986,  El  Paso  Marriott,  El  Paso 

June  19-20,  1986,  Bexar  County  Medical  Society  Headquarters,  1 
San  Antonio 

June  24-25,  1986,  Stouffer  Greenway  Plaza  Hotel,  Houston 
June  26-27,  1986,  Embassy  Suites  North,  Austin 


CALENDAR  OF  MEETINGS  ■ Denotes  Texas  Meetings 


APRIL 

48TH  ANNUAL  MEETING  OF  TOE  LOUISIANA-MISSISSIPPI  ) 

OPHTHALMOLOGICAL  AND  OTOLARYNCiOLOGICAL  SOCIETY, 
Biloxi,  Miss,  April  17-19,  1986.  Ben  David,  Jr,  LA-MS  Ophthalmologi<  | 
and  Otolaryngological  Society,  PO  Box  12314,  Jackson,  MS 
39236-2314 


Texas  MedU 


m ANNUM,  scientific:  meetinc;  of  the  americ;an  coi.i.ec;e 

I PHYSICIANS,  San  Francisco,  April  10-13,  1986.  c:arol  Trotman, 
erican  College  of  Physicians,  4200  Pine  St,  Philadelphia,  PA  19104 
00-S23-1346 

fOSPACE  MEDICAL  ASSOC:iATION,  Nashville,  April  20-24,  1986.  R. 
lessberg,  MD,  Washington  National  Airport,  Washington,  DC: 
>01-4977  (703)892-2240 

)S:  A MC4DERN  PLAGUE,  Boston,  April  3-S,  1986.  Lorin  Starr,  Direc- 
of  Meetings  and  Promotions,  American  Society'  of  Law  and  Medi- 
e,  Boston  University  School  of  law  Tower,  16th  Floor,  76S 
nmonwealth  Ave,  Boston,  MA  02215  (61'’)262-4990 

ERICLMS  ACADEMY  OF  NEUROLOGY,  New  Orleans,  April  27  May  3, 
ii6.  Jan  Kolehmainen,  2221  University  Ave,  SE,  Minneapolis,  MN 

■ 14  (612)623-81 15 

I ERICAN  ACADEMY  OF  PEDIATRICS  SPRING  SESSION,  (4rlando,  Fla, 
il  12-17,  1986.  William  Janzen,  Office  of  Meeting  Services,  AAP,  I4l 
'thwest  Point  Rd,  Elk  Grove  Village,  IL  60007  (312  >228-5005  or 
0)433-9016 

lERICAN  ASSOCIATION  FOR  THORACIC  SURGERY,  New  York,  April 
30,  1986.  William  Maloney,  13  Elm  St,  Manchester,  MA  01944  (617) 
;-8330 

I ERICAN  ASSOCIATION  OF  IMMUNOLOGISTS  ANNUAL  MEETING, 
Louis,  April  13-18,  1986.  Joseph  Saunders,  9650  Rockville  Pike, 
Bhesda,  MD  20814  (301  )530  7178 

"erican  ASSOCIATION  OF  PATHOLOGISTS,  INC,  ANNUAL  MEET- 
|li,  St  Louis,  April  13-18,  1986.  Dana  Raitt,  9650  Rockville  Pike, 
ifhesda,  MD  20814  (301  >530-71  30 

I 

I .1ERICAN  COLLEGE  OF  EMERGENCY  PHYSICIANS,  TEXAS  CHAP- 
k,  ANNUAL  MEETING,  Corpus  Christi,  April  21-23,  1986.  Ruth 
|in,  PO  Box  610717,  Dallas,  TX  75261-0717  (214>255  2156 

IjERICAN  MEDICAL  CARE  AND  REVIEW  ASSOCIATION/HEALTH 
^CY  CONFERENCE/MENTAL  HEALTH  BENEFITS  CONFERENCE, 
,>hington,  DC,  April  14-16,  1986.  Jannis  Warren,  5410  Grosvenor  Ln, 
e 210,  Bethesda,  MD  20814  (301  >493-9552 

;ER1CAN  OCCUPATIONAL  MEDICAL  ASSOCIATION  ANNUAL 
IeTING,  Denver,  April  27-May  2,  1986.  Nancy  Olson,  2340  S Arling- 
t Heights  Rd,  #400,  Arlington  Heights,  IL  60005  ( 312)228-6850 

[erican  SOCIETY  OF  CLINICAL  PATHOLOGISTS/COLLEGE  OF 
ERICAN  PATHOLOGISTS  1986  ANNUAL  SPRING  MEETING,  Wash 
jon,  DC,  April  19-24,  1986.  Patrick  Raleigh,  2100  W Harrison  St, 
cago,  IL  60612  (312)738-1336 

OCIATION  FOR  THE  ADVANCEMENT  OF  MEDICAL  INSTRUMEN- 
lON  21ST  ANNUAL  MEETING,  Chicago,  April  12-16,  1986.  Debra 
yer,  AAMI,  1901  N Fort  Myer  Dr,  Suite  602,  Arlington,  VA  22209 
3)525-4890 

jLLEGE  OF  AMERICAN  PATHOLOGISTS,  Washington,  DC,  April 
■24,  1986.  Rita  Kamber,  5202  Old  Orchard  Rd,  Skokie,  IL  60077 

■ 2)966-5700 

I TERIM  BOARD  OF  DIRECTORS  MEETING,  San  Antonio,  April  9-10, 
'>6.  Jack  Hardison,  American  Cancer  Society,  Texas  Division,  Inc,  PO 
; 9863,  Austin,  TX  78766  (512)345-4560 

JVHANDLE  DISTRICT  MEDICAL  SOCIETY  ANNUAL  MEETING, 
arillo,  April  18-19,  1986.  Ethel  McLeod,  PO  Box  10127,  Lubbock, 
79408  ( 806  >762-0811 

jASTIC  SURGERY  SENIOR  RESIDENTS  CONFERENCE,  Houston, 

111  23-25,  1986.  Carol  Soroka  or  Lila  Lerner,  Office  of  Continuing 
dical  Education,  Baylor  College  of  Medicine,  Texas  Medical  Center, 
,iSton,  TX  77030 

MPOSILIM  ON  CORRECTION  OF  MAXILLOFACIAL  DEFORMITIES, 
jston,  April  25-27,  1986.  Jane  Graminsui,  American  Cleft  Palate 
lociation,  331  Salk  Hall,  University  of  Pittsburgh,  Pittsburgh,  PA 
!6l  (412)681-9620 

me  82  April  1986 


TEXAS  SOCIEIY  OF  CiHII.D  PSYCHIATRY  SEMI  ANNUAL  MEETING, 
Jamaica,  April  11-15,  1986.  Sergio  Henao,  MD,  Secretary,  TSCP,  675 
Bering  Dr,  Ste  320,  Houston,  TX  77057  (713)789-0987 

■TEXAS  FHORACIC  SOCIETY,  Austin,  April  4 5,  1986.  Linda  Nichols, 
Texas  Thoracic  Society,  3520  Executive  Center  Dr,  Suite  G-lOO,  Austin, 
TX  7873 1 1 606  (512  )343-0502 

■THE  NEXT  1 50  YEARS:  TEXAS  FAMILIES,  CHANGING  AND  CHANGE 
LESS,  Arlington,  April  10-11,  1986.  Connie  Steele,  Texas  Council  on 
Family  Relations,  Department  of  Human  Development  and  Family  Stud- 
ies, College  of  Home  Economics,  Texas  Tech  University  Health  Sci- 
ences Center,  Lubbock,  TX  79409  (806)742-3000 

MAY 

1986  NATIONAL  CONFERENCE  ON  HEALTH  CARE  LEADERSHIP  AND 
MANAGEMENT,  Monterey,  Calif,  May  12-16,  1986.  Sherry  Mason, 
American  Academy  of  Medical  Directors,  48.30  W Kennedy  Blvd,  Suite 
648,  Tampa,  FL  33609  (813)873-2000 

2 2ND  NATIONAL  CONFERENCE  ON  BREAST  CANCER,  Boston,  May 
12-16,  1986.  American  College  of  Radiology,  Breast  Cancer  Confer- 
ence, 1891  Preston  White  Dr,  Reston,  VA  22091  (703)648-8900 

43RD  ANNUAL  MEETING  OF  THE  AMERICAN  CLEFT  PAIATE  ASSOCI- 
ATION, New  York,  May  16-19,  1986.  Jane  Graminsui,  331  Salk  Hall, 
University  of  Pittsburgh,  Pittsburgh,  PA  15261  (412)681-9620 

ADOLESCENT  MEDICINE  AND  THE  LAW,  Washington,  DC,  May  9-10, 
1986.  Lorin  Starr,  Director  of  Meetings  and  Promotions,  American  So- 
ciety of  Law  and  Medicine,  Boston  University  School  of  Law  Tower, 
I6th  Floor,  765  Commonwealth  Ave,  Boston,  MA  02215  (617) 
262-4990 

AMERICAN  ACADEMY  OF  FACIAL  PLASTIC  AND  RECONSTRUCTIVE 
SURGERY,  SPRING  MEETING,  Palm  Beach,  Fla,  May  9-10,  1986.  Ameri- 
can Academy  of  Facial  Plastic  and  Reconstructive  Surgery,  1101  Ver- 
mont Ave,  NW,  Suite  404,  Washington,  DC  20005 

AMERICAN  ACADEMY  OF  OTOLARYNGIC  ALLERGY,  INC,  INTERIM 
MEETING,  Palm  Beach,  Fla,  May  2,  1986.  Sandra  May,  1101  Vermont 
Ave,  NW,  Ste  302,  Washington,  DC  20005  ( 202  >682-0456 

AMERICAN  COLLEGE  OF  OB/GYN  ANNUAL  CLINICAL  MEETING, 

New  Orleans,  May  5-8,  1986,  W.  H.  McDannel,  600  Mary  land  Ave,  SW, 
#.300,  Washington,  DC,  20024  ( 202  >638-5577 

AMERICAN  GASTROENTEROLOGICAL  ASSOCIATION  ANNUAL  MEET- 
ING, San  Francisco,  May  17-21,  1986.  Sharon  Szmaciasz,  6900  Grove 
Rd,  Thorofare,  NJ  08086  (609)848-1000 

AMERICAN  PEDIATRIC  SOCIETY  ANNUAL  MEETING,  Washington, 

DC.  May  6-9,  1986.  Audrey  Brown,  MD,  450  Clarkson  Ave,  Brooklyn, 
NY  11203  (718)270-1692 

AMERICAN  PSYCHIATRIC  ASSOC;iATION  ANNUAL  MEETING,  Wash 
ington,  DC,  May  10-16,  1986.  Kathleen  Bryan,  1400  K Street,  NW,  Suite 
503,  Washington,  DC  20005  (202)682-6100 

AMERK;AN  SOCIETY'  FOR  GASTROINTESTINAL  ENDOSCOPY  AN 
NUAL  MEETING  AND  POSTGRADUATE  COURSE,  Atlanta,  May  21-23, 
1986.  William  Maloney,  13  Elm  St,  Manchester,  MA  01940  (617) 
927-8330 

AMERICAN  SOCIETY  FOR  HEAD  AND  NECK  SURGERY  ANNUAL 
MEETING,  Palm  Beach,  Fla,  May  7-8,  1986.  W.  E.  Fee,  Jr,  MD,  Division 
of  Otolaryngology,  Stanford  University  Medical  Center,  Stanford,  CA 
94305  (415)497-5828 

■AMERICAN  SOCIETY  OF  COLON  AND  RECTAL  SURGEONS  ANNUAL 
CONVENTION,  Houston,  May  11-15,  1986.  Harriette  Gibson,  615 
Griswold,  #1717,  Detroit,  MI  48226(31,3)961-7880 

AMERICAN  THORACIC  SOCIETY  ANNUAL  MEETING,  Kansas  City,  Mo, 
May  11-14,  1986.  S.  R.  lannotta,  1740  Broadway,  New  York,  NY  10019 
(212)315-8778 
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■FLYING  PHYSICIANS  ASSOCIATION,  SOUTHWEST  REGION,  Dallas, 
May  8,  1986.  Dale  Willimack,  Texas  Medical  Association,  1801  N Lamar 
Blvd,  Austin,  TX  78'701  (512)477-6704 

INTERNATIONAL  ACADEMY  OF  PROCTOLOGY  ANNUAL  CONGRESS 
AND  TEACHING  SEMINAR,  London,  May  12-16,  1986.  George  Don- 
nally,  MD.  1203  Hadley  Rd,  Moorcsville,  IN  46158  (317)831-9300 

■INTERNATIONAL  COLLEGE  OF  SURGEONS,  TEXAS  DIVISION,  AN 
NUAL  MEETING,  Dallas,  May  8,  1986.  Leo  Cuello,  MD,  8038 
Wurzbach,  Suite  620,  San  Antonio,  TX  78229  ( 5 1 2 )696-77 1 1 

S\TV1POSIUM  ON  SURGICAL  ASPECTS  OF  CLEFT  LIP  AND  PALATE 
TREATMENT,  New  York,  May  14-15,  1986.  Jane  Graminsui,  American 
Cleft  Palate  Association,  331  Salk  Hall,  University  of  Pittsburgh,  Pitts- 
burgh, PA  15261  (412)681-9620 

■TEXAS  DERMATOLOGICAL  SOCIETY  ANNUAL  MEETING,  Dallas, 

May  9-11,  1986.  Phil  Giles,  MD,  1410  Pruitt,  Ft  Worth,  TX  76104 
( 867  )365-4549 

■TEXAS  MEDICAL  ASSOCIATION  ANNUAL  SESSION,  Dallas,  May 
■^-11,  1986.  Dale  Willimack,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■TEXAS  PHYSICAL  MEDICINE  AND  REHABILITATION  SOCIETY  AN- 
NUAL MEETING,  Dallas,  May  10,  1986.  William  Blessum,  MD,  7950 
Floyd  Curl  Dr,  San  Antonio,  TX  78229 

■TEXAS  SOCIETY'  OF  ANESTHESIOLOGISTS  INTERIM  MEETING, 
Dallas,  May  10-11,  1986.  Mary  Jones,  1905  N Lamar  Blvd,  #107,  Aus- 
tin, TX  78705 

■THE  CURRENT  MEDICAL  SCHOOL  ADMISSIONS  SCENE,  Dallas,  May 
10,  1986.  Dale  Willimack,  Texas  Medical  Association,  1801  N I^mar 
Blvd.  Austin,  TX  78701  (512)477-6704 

UNIVERSITY  ASSOCIATION  FOR  EMERGENCY  MEDICINE  ANNUAL 
SCIENTIFIC  MEETING,  Portland,  Ore,  May  13-15,  1986.  Mary  Ann 
Schropp,  900  W Ottawa,  Lansing,  MI  48915  (517)485-5484 

■WHAT’S  GOING  ON  IN  YOUR  HOSPITAL?  Dallas,  May  10,  1986. 
Sharon  Townsend,  Texas  Medical  Association,  1905  N Lamar  Blvd,  Aus- 
tin, TX  78705  (512)477-6704 

JUNE 

AMERICAN  MEDICAL  ASSOCIATION  ANNUAL  MEETING,  Chicago, 
June  15-19,  1986.  Felix  Niespodziewanski,  535  N Dearborn  St,  Chi- 
cago, IL  60610  (312)645-4597 

AMERICAN  MEDICAL  ASSOCIATION  AUXILIARY,  INC,  ANNUAL  MEET- 
ING, Chicago,  June  15-18,  1986.  Hazel  Lewis,  535  N Dearborn  St, 
Chicago,  IL  60610  (312)645-4470 

■DEPARTMENT  OF  OPHTHALMOLOGY  AND  VISUAL  SCIENCES  AN 
NUAL  MEETING,  Lubbock,  June  21,  1986.  Vicki  Hollander,  Office  of 
Continuing  Medical  Education,  Texas  Tech  University  Health  Sciences 
Center,  Lubbock,  TX  79430 

■TEXAS  HEARING  AID  ASSOCIATION  ANNUAL  MEETING,  Houston, 
June  27-28,  1986.  Jim  Wilson,  222  N Riverside  Dr,  Ft  Worth,  TX  76l  1 1 
(817)831-0591 

■TEXAS  HOSPITAL  ASSOCIATION  57TH  ANNUAL  CONVENTION  AND 
EXHIBIT  SHOW,  San  Antonio,  June  1-3,  1986.  Nancy  Ebert,  PO  Box 
15587,  Austin,  TX  78761-5587  (512)453-7204 


©1985  Marriott  Hotel 


Now  you  can  have 
convenience  to  the 
Medical  Center 
with  the  luxury  of 
Marriott. 

The  new  Marriott  Hotel  is  linked  to  the 
Texas  Medical  Center  by  an  enclosed  walkway. 
No  hotel  is  more  convenient  or  as  special. 

All  guest  rooms  are  spacious  and  richly 
appointed.  Our  concierge  level  offers  you  a 
private  lounge,  continental  breakfast, 
complimentary  hors  d’oeuvres.  and  honor  bar. 

Our  recreation  facilities  feature  an  indoor 
pool  and  whirlpool,  plus  adjoining  fitness 
center  with  an  indoor  track,  racquetball, 
complete  weight  training,  and  excercise 
equipment. 

We  have  9,000  sq.  ft.  of  conference  space 
including  the  Grand  Ballroom  and  several 
conference  rooms  - perfect  for  .seminars, 
business  meetings,  or  product  introductions. 

Our  three  restaurants  and  lounge  offer  a variety 
of  food  and  beverage  options. 

Make  your  next  trip  to  the  Texas  Medical 
Center  convenient,  and  we  will  make  sure  it  is 
special.  For  reservations,  call  us  direct  at 
713-796-0080,  call  your  travel  agent,  or  call 
Marriott  toll  free  1-800-228-9290. 
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Texas  Medi 


PHYSICIANS 


Enjoy  the  benefits  of  group  practice  with 
some  of  the  nation’s  top  medic^  professionals, 


in  one  of  Houston’s 
largest  multi-specialty  clinics: 
Kelsey-Seybold  Clinic,  P.A. 


Since  1949,  Kelsey-Seybold 
Clinic  in  the  Texas  Medical 
Center  has  provided  quality, 
personalized  medical  care. 
Our  growth  proves  our  suc- 
cess: Today,  we  operate 
clinics  in  9 locations,  and  we 
provide  medical  services  for 
private  industry  and  three 
government  contracts.  At  our 
Medical  Center  Clinic,  over 
80  physicians  practice  more 
than  35  specialties  and 
subspecialties. 


Kelsey-Seybold  Clinic  is 
actively  recruiting  primary 
care  physicians;  Family 
Practice,  OB/GYN  and  Pedi- 
atrics. If  one  of  these  is  your 
specialty,  consider  the  oppor- 
tunities with  us.  You’ll  prac- 
tice medicine  in  unsurpassed 
facilities,  receive  an  excellent 
starting  salary,  an  excep- 
tional benefits  package  and 
become  part  of  a rapidly 
expanding  practice. 


Are  you  one  of  the  special 
physicians  we’re  looking  for? 

Find  out.  Send  your  Curriculum 
Vitae  and  cover  letter  to: 

Robert  A.  Payne, 

Executive  Director 
Kelsey-Seybold  Clinic,  P.A. 
6624  Fannin  Street 
Houston,  Texas  77030 
(713)  797-1551 

Kelsey-Seybold  Clinic,  P.A.  is  an 
equal  opportunity  employer  m/f/h. 


Kelsey-Seybold  Clinic  PA. 
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Texas  A&M  University 
College  of  Medicine 


American  College  of  Physicians 
presents 

PROBLEM  SOLVING  IN 
GASTROENTEROLOGY/ 
HEPATOLOGY 
UPDATE  1986 

April  23-26,  1986 
La  Mansion  Hotel 
Austin,  Texas 

GUEST  FACULTY: 

Dame  ^eila  Sherlock,  M.D.  Ruud  Krom,  M.D. 
Kursheed  Jeejeebhoy,  M.D.  Guenter  Krejs,  M.D. 

Steve  Schenker,  M.D.  Blaine  Hollinger,  M.D. 

Stanley  Dudrick,  M.D  D.  Geraint  James.  M.D. 

For  additional  information  contact:  Division 
of  Gastroenterology,  Scott  and  White, 
Temple,  Texas  76508,  817-774-2237. 


Department  of  Family  Medicine 
presents 

SECOND  ANNUAL 
FAAIILY  MEDICINE  REVIEW 
Selected  Topics 
Rlth  Testing  Techniques 
for  Board  Exanw 
June  4-8,  1986 
La  Mansion  Hotel 
Austin,  Texas 

WITH  DISCUSSIONS  OF  CLINICAL 
TOPICS  IN  . . . 

Cardiology  Radiology  Ob/Gyn 

Pediatrics  Options  For  A Healthy  Male  Sexuality 
Endocrinology  Lifestyle  Emergency  Medicine 

Ophthalmology  Gastroenterology  Riysical  Medicine  and 

Pulmonary  Infectious  Disease  Rehabilitation 

For  more  information  or  to  register  contact: 
Office  of  Continuing  Medical  Education,  Scott 
and  White-101,  Temple,  Texas  76508,  (817) 
7744073. 


Timberlawn  Psychiatric  Hospital 


206  Inpatient  Beds 
Day  Hospital 

Outpatient  Psychiatric  Services 
Department  of  Child  and 
Adolescent  Psychiatry 
Family  Assessment  Center 
Child  Residency  Program 


• Psychiatric  Residency  Program 

• Psychiatric  Evaluation 

• Substance  Abuse  Programs 

• Healtli  Professionals  Program 
PO.  Box  11288  Dallas,  Texas  75223 
214/381-7181 

Established  in  1917 


/ 

ly  1986 


\Mexas 


edicine 


34  Amebiasis:  still  present  and  lethal  in  Texas 
41  Biochemical  urine  screening  vs  routine  microscopy 
44  Cancer  Update:  Management  of  infections 
49  Heritage  Series:  Medical  education  in  Texas 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 


4105  Live  Oak  Street 


DALLAS,  TEXAS  ''‘=>204 


Telephone  823-415  1 


INTERNAL  MEDICINE 

Morris  E Magers,  M D , D A HIM 
Charming  \X  oods,  M D 

Richard  C:  Stone,  .M  D , Gastroenterology  & Endoscopy 

Landon  \X  Stewart,  M D , D A HIM 

Clovce  L,  Stetson,  Jr  , M D , D A B I M 

David  S,  Sowell,  Ili,  M D , DAB  I M , Cardiology 

Don  E t;heatum,  M D , DAB  I M , and  DAB  Rhu, 

F A C E , E C,C  P , Rheumatology 
Vi  Mark  Armstrong,  M D , DAB  EM 
Sam  Vi  Waters,  M D 
Steven  P Bowers,  M D , D A B 1 M 
Elizabeth  M Polanco,  M D , DAB  EM 
Robert  C,  Dinwiddie,  M,D,,  D A B I M 
Endocrinology  and  Diabetes 

George  I De\’ancy,  M D , Ciastroenterology  & Endoscopy 

OBSTETRICS  AND  GYNECOl.OGY 

John  B Miller,  111,  .M  D , D A B ()  G , F A C O G 
Verme  D Bodden,  .M  D , D A IVO  (> , F A C C)  (i 
Graig  VI  Smith,  Ml) 

PEDIATRICS 

Halcuit  Moore,  M D , D A B P , F A A P, 

P E Euccke  jr  , ,M  D , D A B P,  EA  A P 
Peter  C Ray,  M l) 


RADIOLOGY 

Joe  B,  Caldwell,  M I)  , D A B R 
James  B Evans,  M D , D A B R 

DERMATOLOGY 

William  N,  New,  M D,,  F,A,A  D,,  F,A,C,P 
Constance  Shadwick,  .M  D , D A B D 

OTOLARYNGOLOGY  AND  OTOLOGIC  SCRGERY 
1)  Vi  Shuster,  M I)  , D A B O 

George  A Toledo,  M D . Head  and  Neck  Surgery,  Facial 
Plastic  and  Reconstructive  Surgery 

OPHTHALMOLOGY 

James  M,  Copps,  M D , D A B O 
R Roy  Vi  hitaker,  M D , D A B O 

DENTISTRY  AND  DENTAL  SURGERY 
Vi  illiam  F Walton,  1)  D S 
George  E .Sanders,  1)  D S 

ADMINISTRATION 

Alan  G Kennon,  Administrator 

Mrs  Connie  S McNamire,  R N B,S,N  , Associate  Admin- 
istrator of  Hospital  Operations  and  Personnel 


INACTEV'E  STATUS 

Adam  D Green,  M I)  , Surgery 
John  B Bourland,  M I)  , D A B 0,G, 

UROLOGY 

Harry  M Spence,  M I)  , D A B I , F A C S, 

Vi  illiam  11  Hoffman,  .M  1)  , 1)  .ABU,  F .A  C S 
Richard  B Dulany,  M 1)  , D ,A  B U , F,.A  C S 


GENERAL  Sl'RGERY 

George  P Fosmire,  M D , DABS,  F A C S, 
Charles  Vi  Coleman,  .M  I)  , DABS 


Take  Advantage  of  Our 

s<s  DESIGN  IN  EXCELLENCE 


Quality  that  Lasts  & Lasts... 


Just  completed  in  El  Paso,  Texas  on  campus,  west  of  Vista  Hills  Hospital 

//  \ 


...Using  time  tested  materials  & methods 
developed  in  over  1CX)  Medical  Buildings, 
through  out  the  West,  our  unique  features 
give  you  a building  that  looks  new,  inside 
and  out,  for  years  & years. 

Providing  you  with  enormous  savings  over 
the  Life  cycle  of  the  building. 

Providing  you  with  a Guaranteed  Bonded 
Cost,  early  in  the  negotiations. 

We  have  helped  many  doctor  groups  in 
obtaining  their  financing  and  forming 
their  ownership  groups. 


FULL  DEVELOPMENT  RESPONSIBLITY 

ARCHITECTURE  • PROJECT  MANAGEMENT 
CONSTRUCTION  • LEASING  • HNANONG 


JUD  PERKINS  COMPANY 

4744  N.  Mesa  #211  MeJica/  BwUng  Specahsu 

El  Paso,  TX  79912  (915)532  -5331 


EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"® 


ii 


ii  . . highly  effective 
tor  both  sleep  induction  and 
sleep  maintenance  ff 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  ^ A 

Psychiatrist 

Calitornia 


. . appears  to  have 
the  best  safely  record  of  any 
of  the  benzodiazepines  •• 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  vaiue  of  Dalmane  (flurazepam  HCI/ 
Roche),  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderiy  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 

DALMANE 

brand  of 

flurazepam  HCI/Roche  ® 

sleep  that  satisfies 

15-mg/30-mg 
capsules 


References:  1.  Kales  J,  etol:  Clin  Pharmacol  Ther  I2:69\- 
697,  Jul-Aug  1971  2.  Kales  A,  etal:  Clin  Pharmacol  Ther 
15:356- 363,  Sep  1975.  3.  Kales  A,  etal:  Clin  Pharmacol 
Ther  ;9;576-583,  May  1976  4.  Kales  A,  etal:  Clin  Pharma- 
col Ther  32:7&\-T88.  Dec  1982,  5.  Frost  JD  Jr,  DeLucchi  MR: 
J Am  Gerlatr  Sac  27:84] -548,  Dec  1979,  6.  Dement  WC, 
etal:  BehavMed,  pp,  25-31,  Oct  1978.  7.  Kales  A, 

Kales  JD:  J Clin  Psychopharmacol  3:  ]40-]50,  Apr  1983, 

8.  Tennant  FS,  et  at:  Symposium  on  the  Treatment  ot  Sleep 
Disorders,  Teleconterence,  Oct  16,  1984  9.  Greenblatt  DJ, 
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Maldistribution  problems 
demand  reliable  data, 
continued  efforts 

The  issue  of  physician  manpower  in  Texas  is  complex  and  is 
often  misunderstood.  However,  its  impact  on  governmental 
policy,  medical  education,  and  health  planning  is  vital  to  the 
medical  community.  There  are  counties  in  the  state  without 
practicing  physicians;  on  the  other  hand,  in  certain  metro 
politan  areas  of  the  state,  there  is  a perceived  physician  sur- 
plus, especially  in  certain  subspecialties.  1 think  most  of  us  in 
the  medical  profession  in  Texas  agree  that  there  is  a maldis 
tribution  of  physicians  in  the  state. 

To  insure  that  the  TMA  held  a leading  role  in  addressing  this 
problem,  the  House  of  Delegates  created  a standing  Commit- 
tee on  Manpower  in  November  1984.  It  addresses  the  con- 
cerns of  the  TMA  membership  as  they  relate  to  physician 
manpower  and  to  providing  a means  for  educating  physicians 
to  the  complexities  of  this  issue.  The  committee’s  objective 
was  to  design,  implement,  and  maintain  a manpower  analysis 
system — a project  which  committee  members  felt  would  re- 
quire at  least  two  years.  At  that  point,  they  felt  that  the  associa- 
tion would  have  the  necessary  data  to  begin  an  ongoing  series 
of  policy  recommendations  in  the  area  of  physician  manpower. 

For  the  past  two  years,  TMA  has  been  gathering  comprehen- 
sive data  on  practicing  physician  manpower  in  Texas  as  well  as 
on  graduate  medical  education  in  the  state.  The  committee  has 
also  been  analyzing  pertinent  data  from  other  organizations 
and  working  with  representatives  from  these  groups  to  de- 
velop ways  to  address  physician  maldistribution. 

The  committee  has  collected  valuable  data,  particularly  in 
the  area  of  funding  for  graduate  medical  education.  The  com- 
mittee played  an  important  role  in  helping  to  ensure  adequate 
funding  for  graduate  medical  education.  When  Sen  Lloyd 
Bentsen’s  office  called  TMA  for  data  to  support  legislation  to 
continue  funding  through  Medicare,  we  were  able  to  respond 
immediately.  In  addition,  the  committee  has  provided  valuable 
data  to  Texas  physicians  who  are  establishing  or  expanding 
medical  practices.  Through  the  publication  of  reports  on  the 
current  practicing  physician  pool  in  the  state,  the  committee 
has  educated  the  TMA  membership  as  to  the  complexities  of 
the  manpower  issue. 

Now  that  many  of  the  complicating  factors  have  been  identi- 
fied, what  options  are  available  to  address  the  maldistribution 
of  physicians  in  Texas?  One,  we  could  reduce  enrollment  in 
Texas  medical  schools.  What  effect  would  this  have  on  future 
physician  supply?  Studies  completed  by  the  Center  for  Health 
and  Manpower  Policy  Studies,  UT  School  of  Public  Health, 
have  shown  that  a 10%  decrease  in  enrollment  in  Texas  medi- 
cal schools  would  only  reduce  the  number  of  physicians  per 
100,000  population  from  276  to  274  by  the  year  2000.  A 20% 
decrease  in  enrollment  would  decrease  the  number  of  physi- 
cians per  100,000  population  by  four.  This  measure  holds  little 
promise  for  a major  impact  on  the  future  physician  supply. 


What  other  options  arc  available?  Data  from  the  Texas  State 
Board  of  Medical  Examiners  show  that  the  majority  of  physi- 
cians licensed  in  Texas  move  here  from  other  states.  By  a ratio 
of  more  than  2 to  1,  physicians  in  Texas  are  trained  in  other 
states  and  licensed  by  reciprocity.  In  order  to  address  this 
problem,  changes  in  licensure  laws  would  have  to  be  made 

A decrease  in  enrollment  in  Texas  medical  schools  or  a 
change  in  licensure  requirements  to  address  the  problem  of  in- 
migration  would  require  action  by  the  state  legislature. 

The  committee  also  is  concerned  about  areas  in  Texas  that 
either  have  no  physicians  or  have  an  inadequate  number  of 
physicians.  This  critical  problem  will  be  addressed  in  the  com- 
prehensive manpower  study. 

In  order  for  the  legislature  to  consider  these  options,  com 
prehensive,  reliable,  up-to-date  data  must  be  available.  Physi- 
cians must  also  be  aware  of  the  implications  of  requesting  leg 
islative  action  to  address  manpower  in  Texas.  It  is  essential  that 
any  recommendations  made  to  the  legislature  to  reduce  enroll- 
ment or  make  licensure  requirements  must  be  accompanied  by 
a positive  affirmation  of  TMA's  commitment  to  the  assurance 
that  all  Texans  have  access  to  high  quality  medical  care. 

In  May,  the  House  of  Delegates  will  be  considering  prelimi- 
nary options,  recommended  by  the  Committee  on  Manpower, 
for  addressing  the  maldistribution  of  physicians  in  Texas.  These 
options  will  lay  the  groundwork  for  a comprehensive  policy 
report,  which  will  be  completed  by  September.  It  will  contain 
specific  recommendations  for  association  policy  in  this  area  as 
well  as  suggested  means  for  addre.ssing  this  issue. 

The  Committee  on  Manpower  must  continue  its  efforts  to 
develop  a comprehensive  manpower  analysis  and  physician 
distribution  system  Trends  in  physician  supply  should  be 
monitored  closely.  We  must  analyze  the  impact  that  changes  in 
practice  patterns,  such  as  the  rapid  growth  of  HMOs  and  the 
dramatic  increase  in  women  physicians,  will  have  on  real  phy- 
sician supply  in  Texas.  Until  we  can  understand  the  impact  of 
these  changes,  we  can’t  effectively  address  the  problem. 

The  committee  needs  your  help  in  providing  this  critical 
information.  When  completing  your  annual  renewal  form  for 
medical  licensure,  please  answer  the  optional  questions  on  sex 
and  ethnicity.  In  the  past,  this  information  has  not  been  pro- 
vided by  a large  enough  percentage  of  physicians  for  it  to  be  a 
valid  item  for  analysis. 

The  medical  community  must  play  an  active  role  in  any 
efforts  undertaken  by  the  legislature  to  address  physician  sup-  5 

ply  in  Texas.  We  must  be  available  to  work  with  the  legislature  

in  its  efforts  to  address  physician  supply  and  distribution  in  the 
state.  We  must  be  able  to  provide  legislators  and  others  with 
relevant,  reliable  data,  and  we  must  continue  to  affirm  our 
commitment  to  the  highest  quality  of  medical  care  for  all  citi 
zens  of  Texas. 

WILLIAM  F.  ROSS,  MD 

Chairman  of  the  Department  of  Family  Practice  and  Community  Medicine,  The 
University  of  Texas  Health  Science  Onter,  Southwestern  Medical  School,  S323 
Harry  Hines  Blvd,  Dallas,  TX  75233 

EDITOR’S  NOTE;  For  more  on  the  manpower  situation,  see 
“Physician  manpower  in  Texas,  ” by  Stephen  H.  Linder,  PhD, 
and  Virginia  C.  Kennedy,  PhD,  p 22. 
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Texas  Medicine  welcomes  new 
editorial  committee  chairman 

Texas  Medicine  Editorial  Committee  Chairman  Richard  D. 
Cunningham,  MD,  Temple,  has  earned  our  respect  and  appre- 
ciation for  a job  well  done  during  his  nine  years’  service  on  the 
committee.  If  his  briefcase  feels  lighter,  it  may  be  because 
incoming  chairman  John  A.  Mangos,  MD,  San  Antonio,  now 
receives  the  regular  fat  packet  of  scientific  articles  for  final 
review  and  decision. 

During  his  tenure.  Dr  Cunningham  kept  a clear  vision  of 
what  this  journal  could  be,  and  strongly  advocated  the  impor- 
tance of  attention  to  the  basics  in  scientific  writing.  His  tactful 
and  constructive  comments  encouraged  many  authors  to  re- 
vise their  articles  to  achieve  better  organization,  clarity,  or 
more  appropriate  emphasis,  and  most  authors  felt  that  the  ex- 
tra effort  resulted  in  a stronger  paper. 

To  gain  broader  knowledge  of  the  Texas  Medical  Associa- 
tion’s activities.  Dr  Cunningham  attended  various  council  and 
committee  meetings  to  learn  of  their  issues  and  projects,  and 
to  encourage  them  to  provide  material  for  Texas  Medicine.  He 
also  forged  a strong  relationship  with  the  American  Medical 
Writers  Association,  Southwest  Chapter,  and  in  1984  that  group 
and  the  Editorial  Committee  cosponsored  a Symposium  on 
Medical  Writing  at  the  annual  session. 

Although  it  is  always  hard  to  lose  a good  chairman,  it  is 
reassuring  to  know  that  another  is  ready  to  assume  the  respon- 
sibility. Into  that  role  comes  Dr  Mangos,  professor  and  chair- 
man of  the  department  of  pediatrics  at  The  University  of  Texas 
Health  Science  Center  at  San  Antonio.  A member  of  the  Edito- 
rial Committee  since  May  1984,  Dr  Mangos  brings  with  him 
his  extensive  experience  as  an  author,  and  also  as  a reviewer 
for  four  national  journals.  In  addition,  he  served  as  the  assistant 
editor  of  the  Journal  of  Dental  Research  for  several  years. 

We  look  forward  to  working  with  him,  and  we  encourage 
TMA  members  to  keep  Texas  Medicine  in  mind  when  writing 
articles  for  possible  publication. 

RAE  VAJGERT 

Managing  Editor,  Texas  Medicine 


Certain  medical  devices  now 
subject  to  sales  tax 

A recently  issued  administrative  hearing  decision  has  changed 
this  department’s  position  on  the  taxability  of  certain  medical 
devices. 

We  had  previously  considered  items  such  as  surgical  staples, 
sutures,  wound  clips,  gauze,  adhesives,  dressings,  bandages, 
and  decubitus  pads  exempt  from  sales  tax  as  drugs  or 
medicines. 

As  of  Feb  14,  1986,  items  such  as  these  are  no  longer  ex- 
empt from  sales  tax  as  drugs  or  medicines.  Sales  tax  must  be 
paid  on  the  purchase  of  these  items  by  doctors,  hospitals,  nurs- 
ing homes,  or  other  for-profit  institutions.  An  institution  that 
qualifies  under  the  sales  tax  law  as  an  exempt  organization  may 
issue  an  exemption  certificate  to  its  suppliers  in  lieu  of  tax  on 
these  items. 

If  a supplier  is  already  billing  tax  on  the  sale  of  these  items, 
the  purchaser  should  pay  the  tax  to  the  supplier.  If  the  supplier 
fails  to  charge  tax,  the  purchaser  must  pay  it  directly  to  the 
state  on  purchases  made  on  or  after  Feb  14,  1986. 

If  you  have  any  questions  or  need  more  information,  please 
call  me  at  1-800-252-5555,  toll-free,  from  anywhere  in 
Texas.  The  regular  number  is  (512)463—4600.  You  may  write 
me  at  the  Tax  Administration  Division. 

F.  WAYNE  MCDONALD 

Tax  Policy  Section,  Tax  Administration  Division,  Comptroller  of  Public  Accounts, 
State  of  Texas,  Austin,  TX  78774. 
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PAID  ADVERTISEMENT 


The  Texas  Medical  Association 
endorsed  I.C.  System’s  collection 
program  on  February  7,  1983 


Already,  over  2,700  member  practices  are 
enrolled  and  have  recovered  some 
$8.3  million  in  overdue  receivables. 


I.C.  System  is  endorsed  as  a responsible  alternative  for  members  who  need  help 
keeping  their  receivables  under  control.  All  collection  practices  are  legal,  ethical 
and  professional.  The  objective  is  to  collect  without  harming  the  doctor  patient 
relationship.  That’s  important. 

In  these  economic  times  you  need  a collection  program  you  can  turn  to  in 
confidence.  Consider  I.C.  System.  Return  this  form.  The  system  is  endorsed  by 
the  Association.  The  System  Works! 


Tell  me  more  about  this  program  endorsed  by  the 
Texas  Medical  Association. 

Practice  

Address 

City State 

Phone 


Zip 


7 


Send  to  I.  C.  System,  Inc. 

12710  Research  Blvd.,  Suite  200 
Austin,  Texas  78759 
512/250-9720 
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TMA  IN  ACTION 


Executive  Board  approves 
five-point  action  plan 

Texas  Medical  Association’s  Executive 
Board  has  approved  a five  point  action 
plan  to  assure  physician-directed  medical 
practice  in  Texas.  The  Executive  Board 
will  present  the  plan  to  the  House  of  Del- 
egates at  the  May  1986  annual  session  in 
Dallas.  The  association’s  Board  of  Trust- 
ees developed  the  plan,  which  will  serve 
as  a blueprint  for  the  association’s  future 
policies  and  actions. 

The  five  components  of  the  action  plan 
are:  ( 1 ) an  aggressive,  coordinated  legis- 
lative-political education  program;  ( 2 ) an 
organized  physician-directed  health  care 
delivery  .system;  ( 3 ) a comprehensive 
practice  management,  medical  education, 
and  skills  training  program;  ( 4 ) an  active 
ethics  training  and  appellate  review  pro- 
cess for  ethical  issues;  and  ( 5 ) an  inte- 
grated statewide  telecommunication 
system. 

In  presenting  the  plan  to  the  Executive 
Board,  Board  of  Trustees  Chairman  Merle 
Delmer,  MD,  San  Antonio,  noted,  “The 
rapidity  with  which  the  delivery  system 
is  undergoing  change  today  emphasizes 
the  board’s  belief  that  action  is  needed 
now,  if  not  yesterday”  He  added,  “This 
package  contains  answers  to  the  ques- 
tion, ‘What  do  I get  for  my  dues  dollars?’” 

In  another  action,  the  board  voted  to 
recommend  to  the  House  of  Delegates 
the  discharge  of  the  Committees  on  Long 
Range  Planning,  Health  Education,  Health 
Careers,  Health  Planning,  and  HIPJAC, 
effective  May  9,  1986.  Other  association 
Q boards,  councils,  or  committees  have 

been  identified  to  assume  the  duties  of 

the  discharged  committees.  The  Execu- 
tive Board  also  is  recommending  that  the 
Council  on  Medical  Education  develop 
the  structure  for  a new,  single  commit- 
tee to  address  manpower  and  access  to 
health  care  issues.  The  Executive  Board 
recommended  that  all  other  standing 
committees  be  continued  for  two  years. 

Meeting  Saturday,  March  22,  in  Austin, 
the  board’s  agenda  also  included  reports 
on  TMA’s  policy  on  tort  reform  issues 
and  the  activities  of  the  Texas  Civil  Jus- 
tice League,  the  TMA  Task  Force  on  PPOs, 


and  prospective  cuts  in  physician  and 
hospital  reimbursement  under  Medicaid. 


Trustees  clarify 
reimbursement  policy 

The  Texas  Medical  Association  Board  of 
Trustees  has  clarified  the  policy  that  au- 
thorizes reimbursement  to  members  of 
TMA  boards,  councils,  and  committees 
that  meet  more  than  four  times  during 
the  association’s  organizational  year. 

The  uniform  reimbursement  policy 
provides  that  reimbursement  is  not  al- 
lowed for  meetings  held  in  conjunction 
with  the  association’s  winter  conference, 
annual  session,  fall  conference,  and  in- 
terim House  of  Delegates  session.  How- 
ever, committees  and  organizational 
bodies  that  do  not  schedule  meetings 
during  those  association  functions  re- 
main subject  to  the  basic  “four  meeting 
rule.” 

Technically,  it  is  not  necessary'  for  a 
council  or  committee  to  complete  four 
meetings  before  its  members  are  eligible 
for  reimbursement  for  attending  a fifth 
meeting.  If  a council  already  has  met 
three  times  during  an  organizational  year, 
and  it  has  budgeted  for  another  meeting 
in  April,  and  another  at  the  May  annual 
session,  members  of  the  council  are  eli- 
gible for  reimbursement  for  attending 
the  meeting  in  April. 

Cases  of  physicians  who  are  members 
of  more  than  one  TMA  board,  council, 
or  committee,  and  who  attend  multiple 
meetings  in  those  capacities  will  be  con- 
sidered individually. 

The  association  reimburses  transporta- 
tion costs  at  the  amount  of  tourist  class 
air  fare  or  30  cents  per  mile  for  private 
conveyance.  A per  diem  of  $ 1 00  is  paid 
in  lieu  of  actual  expenses  for  hotel  room, 
meals,  and  gratuities,  and  there  is  an  ad- 
ditional $100  paid  for  out-of-state  travel. 


Placement  service  lists 

172  physicians,  277  opportunities 

At  the  beginning  of  1986,  there  were  172 
physicians  listed  with  Texas  Medical  As- 
sociation’s placement  service,  which 
offered  277  practice  opportunities. 

In  descending  order,  the  most  popular 
areas  of  interest  for  physicians  seeking 


positions  were:  internal  medicine,  26% ; 
family  practice,  18%;  surgery,  12%;  anes- 
thesiology, 1 0% ; and  obstetrics  and  gy- 
necology, 8% . Together,  these  areas  of 
practice  represent  74%  of  the  practice 
preferences.  They  reflect  the  same  areas 
of  interest  that  have  been  most  popular 
in  previous  years. 

At  press  time,  there  were  277  oppor- 
tunities listed  with  the  service.  The  lar- 
gest number  of  opportunities  are  in 
family  practice,  39% ; internal  medicine, 

1 6% ; obstetrics/gynecology  and  surgery, 
9%  each;  and  pediatrics,  6% . The  op- 
portunities are  available  in  cities  and 
communities  of  all  sizes.  During  the 
November-December  1985  bimonthly 
period,  34%  of  the  opportunities  were 
in  metropolitan  areas  with  populations 
of  100,000  or  more.  Communities  with 
populations  of  50,000  to  100,000  pro- 
vided 1 1 % of  the  listings;  communities  of 
10,000  to  49,000  provided  29%;  and 
communities  with  populations  under 
10,000  provided  26%. 

The  placement  service  is  available  to 
TMA  members  at  no  cost.  Nonmembers 
pay  a fee  of  $50.  For  further  information, 
contact  the  Physicians  Placement  Ser- 
vice, Texas  Medical  Association,  1801  N 
Lamar  Blvd,  Austin,  TX  78701,  phone 
(512)477-6704. 

Texas  Medicine  wins  awards 
in  two  competitions 

Texas  Medicine  recently  has  received 
two  awards  recognizing  excellence  in 
graphic  design  and  editorial  content.  Pre- 
senting the  awards  were  Sandoz  Pharma- 
ceuticals and  the  International  Associa- 
tion of  Business  Communicators,  Austin 
(Chapter. 

Sandoz  awarded  the  journal  an  honor- 
able mention  in  the  “state  and  regional 
medical  journals”  category  of  the  1 1th 
annual  Sandoz  Medical  Journalism 
Awards  competition.  The  judges  consider 
design  and  readability  in  selecting  win- 
ners. One  of  the  judges.  Professor  Paul 
Fisher  of  the  University  of  Missouri 
School  of  Journalism,  noted  that  Texas 
Medicine  has  “a  most  distinctive  style” 
and  that  “the  entire  publication  is  im- 
pressive.” “It  certainly  is  one  of  the 
most  successful  of  the  publications  on 
the  score  of  graphics,”  he  added. 
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The  International  Association  of  Busi- 
ness Communicators  ( lABC  ),  Austin 
Chapter,  honored  Texas  Medicine  with 
an  Award  of  Merit  for  overall  excellence 
in  internal  publications.  The  award  was 
announced  during  ceremonies  recogniz- 
ing the  winners  of  LABC’s  1985  Best  of 
Austin  competition. 

TMA  sets  membership  records, 
gains  AMA  delegate 

Texas  Medical  Association’s  membership 
topped  25,000  during  1985.  During  the 
banner  year,  the  association  also  added 
enough  American  Medical  Association 
members  to  qualify  for  an  additional 
representative  in  the  AMA  House  of 
Delegates. 

TMA’s  all-time  membership  record  of 
25,217  represents  an  increase  of  4%  for 
the  year.  The  association’s  membership 
includes  80%  of  the  licensed  physicians 
in  the  state,  an  increase  of  1%  over  1984. 
At  the  end  of  1985,  more  than  18,000 
Texas  physicians  and  medical  students 
held  membership  in  the  AMA,  an  increase 
of  7%  over  1984. 

The  number  of  resident  physician 
members  increased  by  7% , from  1 ,049  to 
1,121,  and  the  number  of  medical  stu- 
dent members  increased  by  5% , from 
3,707  to  3,877. 

Resident  physicians  represent  the  lar- 
gest segment  of  licensed  physicians  who 
are  nonmembers.  Membership  recruit- 


“Doctor,  how  long  is  my  husband  going  to  be 
on  the  critical  list?  He's  critical  of  ever^hing  1 
do  or  say.” 


ment  efforts  during  1985  targeted  the 
residents,  as  well  as  physicians  under  40 
years  of  age,  female  physicians,  chiefs  of 
medical  staffs,  medical  students,  foreign 
medical  graduates,  faculty  members,  and 
doctors  who  were  moving  into  Texas. 


HEALTH  UNE 


TDH  adopts  “toe  tag”  rule 
to  reduce  disease  transmission 

The  Texas  Department  of  Health  expects 
its  new  “toe  tag”  rule  to  reduce  the  risk 
of  transmission  of  certain  communicable 
diseases. 

Effective  April  1,  1986,  the  rule  is: 

§97. 1 1.  Death  of  a Person  with  Certain 
Communicable  Diseases. 

(a)  If  a physician  has  knowledge  that  a 
person  had.  at  the  time  of  death,  a com- 
municable disease  listed  in  subsection 
(c)  of  this  section,  then  the  physician 
shall  affix  or  cause  to  be  affixed  a tag  on 
the  body,  preferably  on  a great  toe. 

( b ) The  tag  shall  be  on  card  stock 
paper  and  shall  be  no  smaller  than  five 
centimeters  by  ten  centimeters.  The  tag 
shall  include  the  words  “Communicable 
Disease — Blood/Body  Fluid  Precautions 
Required”  in  letters  no  smaller  than  six 
millimeters  in  height.  The  name  of  the 
deceased  person  shall  be  written  on  the 
tag.  The  tag  shall  remain  affixed  to  the 
body  until  the  preparation  of  the  body 
for  burial  has  been  completed. 

(c)  Diseases  that  shall  require  tag- 
ging are  acquired  immune  deficiency 
syndrome,  anthrax,  viral  hepatitis,  plague, 
rabies.  Rocky  Mountain  spotted  fever, 
syphilis,  tuberculosis,  tularemia,  and  viral 
hemorrhagic  fever. 

(d)  All  persons  should  routinely  prac- 
tice the  following  procedures  when  per- 
forming postmortem  care  on  a deceased 
person  who  is  known  or  suspected  of 
having  a communicable  disease  listed  in 
subsection  (c)  of  this  section: 

( 1 ) A person  should  wear  a gown, 
gloves,  a mask,  and  eye  coverings  when 
performing  procedures  involving  exten- 
sive contact  with  blood  or  body  fluids. 
Skin  should  be  washed  immediately  if 
the  skin  is  or  may  be  contaminated  with 
blood  or  body  fluids. 


( 2 ) Needles  should  not  be  recapped, 
purposefully  bent,  broken,  or  removed 
from  disposable  syringes.  Needles  and 
other  sharp  items  should  be  disposed  of 
in  puncture-resistant  containers.  Con- 
taminated articles  that  may  be  disposed 
of  by  bagging  should  be  double-bagged 
in  plastic  bags  not  less  than  1.5  milli- 
meters thick  each.  Other  articles  may 
be  disposed  of  by  incineration  or  disin- 
fected by  chemical  disinfection  or  steam 
sterilization. 

( 3 ) Spills  of  blood  and  other  body  flu- 
ids should  be  cleaned  promptly  with  a 
solution  of  household  chlorine  bleach  di- 
luted 1:10  with  water. 

The  rule  was  adopted  under  authority 
of  Texas  Civil  Statutes,  Art  44l9b-l,  Sec 
2.02,  which  provides  the  Texas  Board  of 
Health  with  the  authority  to  adopt  rules 
to  prevent  and  control  communicable 
diseases. 


Group  helps  victims 
of  Ehlers  Danlos  syndrome 

A foundation  has  been  organized  to  pro- 
vide knowledge,  understanding,  and  sup- 
port to  persons  who  suffer  from  Ehlers 
Danlos  syndrome  (EDS)  and  to  their  fami- 
lies. Dedicated  to  educating  medical 
professionals  about  EDS  and  related  con- 
nective tissue  disorders,  the  foundation 
provides  brochures,  updated  articles,  a 
newsletter,  and  other  informational  re- 
sources. It  is  registered  with  the  National 
Center  for  Education  in  Maternal  and 
Child  Health,  the  National  Information 
Center  for  Orphan  Drugs  and  Rare  Dis- 
eases, and  the  National  Referral  Center/ 
Library'  of  Congress,  all  in  Washington, 
DC. 

For  more  information  about  the  Ehlers 
Danlos  National  Foundation,  contact 
Nancy  Hanna,  Executive  Director,  PO 
Box  1212,  Southgate,  Ml  48195. 

Grants  offered  for 
bowel  disease  research 

The  National  Foundation  for  Ileitis  and 
Colitis  (NFIC)  announced  the  availability 
of  grants  and  research  training  awards  for 
the  1986- 1987  fiscal  year.  The  deadline 
for  applications  has  been  extended  to 
Aug  1,  1986. 
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Established  in  1978,  the  foundation 
encourages  research  in  the  basic  bio- 
medical and  clinical  sciences  that  are 
likely  to  increase  understanding  of  the 
etiology,  pathogenesis,  therapy,  and  pre- 
vention of  inflammatory  bowel  diseases. 

In  addition  to  funding  research  grants, 
the  foundation  offers  career  development 
awards  and  research  fellowship  awards  to 
encourage  the  development  of  individu- 
als with  research  potential  and  help  them 
prepare  for  careers  of  independent  re- 
search in  areas  of  Chrohn's  disease  and 
ulcerative  colitis. 

To  receive  guidelines  and  applications 
for  the  research  grant  program  or  the  re- 
search training  awards  programs,  write  to 
Penny  Steiner,  Director  of  Research  and 
Education,  National  Foundation  for  Ileitis 
and  Colitis,  444  Park  Ave  South,  New 
York,  NY  10016,  or  phone 
(212)685-3440. 


TDH  publishes  data 
on  sudden  infant  deaths 

The  Texas  Department  of  Health  reports 
that  1.2  sudden  infant  deaths  occurred 
per  1,000  live  births  in  1984  in  Texas. 
This  rate  is  lower  than  the  estimated  na- 
tional rate  of  2.0  sudden  infant  deaths 
per  1 ,000  live  births.  Several  factors  may 
contribute  to  this,  including  underreport- 
ing of  deaths  from  sudden  infant  death 
syndrome  (SIDS),  lack  of  autopsy  re- 
quests, and  migration  of  infants  to  other 
areas  after  birth. 

Reported  in  Texas  Preventable  Disease 
News  (Feb  15,  1986),  additional  data  de- 
rived from  the  1984  Texas  birth  certifi- 
cates of  infants  who  died  of  SIDS  indicate: 

1.  The  highest  incidence  occurs  in 
infants  whose  mothers’  ages  range  from 
15  to  19  years  (2.1/1,000)  and  20  to  24 
years  ( 1.3/1,000).  The  lowest  incidence 
occurs  in  infants  whose  mothers  are  30 
to  39  years  of  age. 

2.  Infants  born  weighing  from  1,021 
gm  to  1,474  gm  have  the  highest  inci- 
dence of  SIDS  (7.9/1,000).  Those  born 
weighing  from  1,503  gm  to  1,984  gm 
have  the  next  highest  incidence  ( 4.6/ 

1 ,000 ).  The  lowest  incidence  occurs 
among  infants  weighing  4,026  gm  to 
4,508  gm  at  birth. 

3.  Sixty-seven  percent  of  the  mothers 
of  live-born  infants  initiated  prenatal  care 


in  the  first  trimester  of  pregnancy;  4% 
reportedly  received  no  prenatal  care  at 
all.  In  contrast,  only  46%  of  the  mothers 
of  SIDS  infants  initiated  prenatal  care  in 
the  first  trimester,  while  9%  received  no 
prenatal  care. 

4.  SIDS  occurs  more  frequently  among 
the  poor  However,  ethnicity  seems  to  be 
a relative  factor  independent  of  econom- 
ics. In  Texas,  Hispanics  hav  e the  lowest 
incidence  of  SIDS  (0.8/1,000),  Anglos  an 
intermediate  rate  ( 1.2/1,000  ),  and  blacks 
the  highest  rate  ( 1.9/1.000). 

Current  research  is  centered  in  the  fol- 
lowing areas:  sleep  apnea,  chronic  car- 
bon dioxide  sensitivity,  chronic  oxygen 
deficiency,  respiratory  control,  lary  ngeal 
reflex,  infection  and  immune  response, 
metabolic  factors,  cardiovascular  control, 
epidemiology,  and  the  identification  of  in- 
fants at  risk. 

The  TDH  report  was  prepared  by  Hilda 
Kolva  RN,  MS,  and  Gilbert  Levine,  MD,  of 
the  department’s  Bureau  of  Maternal  and 
Child  Health. 


SOCIOECONOMICS 


Texas  has  28  HMOs 
with  700,000  members 

As  of  Jan  1,  1986,  Texas  had  28  active 
health  maintenance  organizations.  They 
have  an  enrollment  of  more  than  700,()()(), 
a 19%  increase  over  the  previous  15 
months.  A report  from  the  State  Board  of 
Insurance  indicates  that  14  HMO  applica- 
tions are  pending  before  the  board,  with 
30  more  on  a reservation  list.  As  of  Oct  1 , 
1982,  the  Texas  State  Board  of  Insurance 
reported  213,601  Texans  were  enrolled 
in  1 1 state-certified  HMO  plans. 

All  of  the  current  HMOs  are  in  metro- 
politan areas:  Houston  has  7;  Dallas,  5; 

San  Antonio,  5;  Austin,  4;  Corpus  Christi, 
2;  Irving,  2;  Temple,  2;  and  Tyler,  1. 
Twenty-two  of  the  organizations  are  of 
the  individual  practice  association  (IPA) 
type,  which  accept  any  physician  who 
will  agree  to  contract  terms  and  abide 
by  the  IPA  rules.  IPA  members  work  from 
their  own  offices  and  continue  to  serve 
their  fee-for-service  patients.  A physician 
may  belong  to  one  or  more  IPAs.  The  re- 
maining six  HMOs  are  of  the  group  ty  pe. 


which  restricts  membership  to  a medical 
group.  These  physicians  usually  have  fee- 
for-service  patients  in  addition  to  their 
HMO  patients.  They  usually  serve  only 
one  HMO  and  are  paid  a lump  sum  capi- 
tation for  HMO  patients. 

Twenty-two  of  the  state’s  HMOs  are 
for-profit,  and  the  remaining  six  are  non- 
profit organizations. 

Medicare  report  advocates 
capitation  payments  for  Part  B 

A capitation  payment  program  would 
make  Medicare  program  expenditures 
“much  more  predictable  and  controlla- 
ble,” according  to  a report  on  payment 
for  physician  services  from  the  Congres- 
sional Office  of  Technology'  Assessment. 

Capitation  payment  is  one  of  four  pay- 
ment strategies  that  the  OTA  suggested 
in  the  report,  which  was  mandated  by 
the  Deficit  Reduction  Act  of  1984.  The 
other  alternativ  es  are:  modification  of 
present  payment  arrangements,  payment 
based  on  fee  schedules,  and  payment  for 
“packages  of  services.” 

As  proposed  in  the  report,  capitation 
programs  could  be  administered  through 
either  ( 1 ) risk  sharing  plans,  such  as 
health  maintenance  organizations,  or  ( 2 ) 
fiscal  intermediaries,  such  as  carriers  or 
professional  review  organizations,  that 
would  assume  the  financial  risk  for  bene- 
ficiaries’ care  in  a geographic  area.  In  the 
second  option,  the  intermediary-at-ri.sk 
could  negotiate  arrangements  with  area 
providers  and  offer  beneficiaries  choices. 

“Although  most  Medicare  beneficiaries 
have  Medicare  pay  for  their  care  by  fee 
for  serv  ice,  beneficiaries  do  currently 
have  the  option  of  having  Medicare  pay 
for  their  medical  care  by  capitation,” 
the  report  notes.  It  further  suggests  that, 
“The  choice  of  plans  could  be  expanded 
beyond  the  present  HMOs  and  other 
competitive  medical  plans  to  include 
PPOs  and  traditional  insurers  that  were 
willing  to  provide  the  minimum  benefit 
coverage  for  the  capitation  payment.” 

The  report  says  that  during  the  1980s, 
Medicare  expenditures  for  physician 
services  have  risen  at  an  average  rate  of 
16%  per  year  and  total  expenditures  for 
Medicare’s  Part  B ( physicians’  services ) 
program  are  expected  to  continue  to  rise 
by  almost  1 4%  per  year  through  fiscal 
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PHYSICIAN’S  RELIEF  NETWORK 

“A  Physician-Owned 
Locum  Tenens  Group  Providing 
Temporary,  Practice  Coverage 
of  the  Highest  Quality” 

Fee: 

$1,985/Week  (Family  Practice) 
Other  Specialty  Coverage  Available 

Texas:  1-512-629-5858 
1000  N.  Walnut,  Suite  A 
New  Braunfels,  Texas  78130 


*Staff  Applications  Also  Accepted 


year  1990. 

Senator  Dave  Durenberger  (R-Minn), 
chairman  of  the  Subcommittee  on  Health 
of  the  Committee  on  Finance  predicted, 
“In  the  long  run,  the  Medicare  program 
will  move  on  the  capitation  as  its  main 
form  of  coverage  for  beneficiaries.” 

A summary’  of  the  report,  “Payment  for 
Physician  Services;  Strategies  for  Medi- 
care” is  available  from  the  Office  of  Tech- 
nology Assessment,  600  Pennsylvania  Ave, 
SE,  Washington,  DC,  phone  (202)224- 
8996. 


CAPITA!.  COMMENTS 


Association  announces 
changes  in  legislative  leadership 

Changes  in  the  leadership  of  Texas  Medi- 
cal Association’s  legislative  activities  re- 
cently were  announced. 

TMA  President  D.  Clifford  Burross, 

MD,  announced  the  appointment  of  Bill 
Gamel,  MD,  Austin,  as  chairman  of  the 
Council  on  Legislation,  replacing  John  P. 
Coughlin,  MD,  San  Angelo,  who  has  re- 
signed the  position. 

Executive  Director  C.  Lincoln  Williston 
announced  the  appointment  of  Kim  Ross 
as  director  of  the  association’s  newly 
created  Division  of  Public  Affairs.  The 
division  will  encompass  a Department  of 
Legislative  Affairs  and  TEXPAC.  TMA  lob- 
byist Alfred  Gilchrist  has  been  appointed 
director  of  the  new  Department  of  Legis- 
lative Affairs. 

Dr  Burross  commended  Dr  Coughlin 
for  his  work  on  the  association’s  behalf. 
The  former  chairman  has  agreed  to  con- 
tinue as  a consultant  to  the  Council  on 
Legislation,  Dr  Burross  said.  James  R. 
Winn,  MD,  Uvalde,  will  fill  the  open  posi- 
tion on  the  council. 

The  Council  on  Legislation  carries  out 
the  association’s  legislative  policies  at  the 
state  and  national  levels.  When  legislative 
questions  arise  between  sessions  of  the 
House  of  Delegates  and/or  the  Executive 
Board,  the  Council  on  Legislation  estab- 
lishes interim  legislative  positions  for 
the  association.  By  virtue  of  chairing  the 
council.  Dr  Gamel  becomes  an  ex  officio 
member  of  the  Executive  Board. 


Mr  Ross,  the  new  director  of  public 
affairs,  formerly  was  president  of  the 
New  C,ar  Dealers  Association  of  Metro- 
politan Dallas.  He  was  the  first  full-time 
member  of  the  TMA  legislative  staff  at 
the  time  the  function  was  brought  in- 
house.  He  was  associate  director  of  the 
department  for  more  than  two  years. 


Texas  resolution  adds  support 
to  smokeless  tobacco  action 

A resolution  from  the  Texas  Medical 
Association  added  to  the  gathering  impe- 
tus of  national  legislation  requiring  warn- 
ings on  smokeless  tobacco  products  and 
banning  electronic  media  advertisements 
of  the  products.  In  March,  the  President 
signed  the  Comprehensive  Smokeless  To- 
bacco and  Health  Education  Act  of  1985. 

The  legislation  requires  that  three  al- 
ternating warning  labels  be  placed  on 
these  products.  They  are:  “This  product 
may  cause  oral  cancer,”  “This  product 
may  cause  gum  disease  and  tooth  loss,” 
and  “This  product  is  not  a safe  alternative 
to  cigarettes.” 

In  November  1985,  the  Texas  Medi- 
cal Association’s  House  of  Delegates  ap- 
proved the  Colorado-Fayette  County 
Medical  Society’s  resolution  calling  for 
the  AMA  to  encourage  the  Surgeon  Gen- 
eral of  the  United  States  to  label  all 
smokeless  tobacco  products  as  being  a 
major  health  hazard.  The  resolution  also 
asked  that  TMA  support  legislation  dis- 
continuing televised  advertising  of 
smokeless  tobacco  products,  as  well  as 
state  legislation  prohibiting  the  sale  of 
smokeless  tobacco  products  to  minors.  It 
further  resolved  that  TMA  should  inform 
the  general  public  of  the  hazards  of 
smokeless  tobacco  products.  The  AMA 
adopted  the  resolution  during  its  interim 
meeting  in  December  1985. 

The  AMA  had  long  advocated  “a  smoke- 
less society,”  but  the  delegates’  action 
prompted  the  organization  to  go  a step 
further,  urging  that  all  tobacco  legislation 
include  smokeless  tobacco  products. 

According  to  an  announcement  from 
the  Senate  Labor  and  Human  Resources 
Committee,  3 million  of  the  10  million 
Americans  who  use  smokeless  tobacco 
are  under  2 1 . A Texas  study  found  that 
88%  of  regular  smokeless  tobacco  users 
started  before  the  age  of  1 5.  An  Arkansas 


study,  the  committee  says,  found  that 
more  than  2 1 % of  kindergarten  students 
had  tried  smokeless  tobacco  products. 


NEWSMAKERS 


RICHARD  ANDRASSY,  MD,  Houston,  has 
been  appointed  director  of  the  division 
of  pediatric  surgery.  The  University  of 
Texas  Medical  School  at  Houston. 

JOSE  ROMAN,  JR,  MD,  El  Paso,  has  been 
appointed  by  Gov  Mark  White  to  serve 
on  the  Texas  Board  of  Health.  Dr  Roman 
replaces  LAURANCE  N.  NICKEY,  MD,  El 
Paso,  on  the  board. 

ROBERT  D.  MORETON,  MD,  vice  presi- 
dent emeritus  of  The  University  of  Texas 
M.D.  Anderson  Hospital  and  Tumor  In- 
stitute, has  been  honored  with  the  first 
President’s  Award  from  the  Texas  Public 
Health  Association.  Throughout  his  ca- 
reer, Dr  Moreton  has  been  active  in  nu- 
merous health-related  organizations,  both 
at  the  state  and  national  levels.  He  was 
appointed  to  the  Texas  Board  of  Health 
in  1961  and  served  24  years,  including 
five  years  as  chairman.  He  joined  the 
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M.D.  Anderson  staff  in  1965  after  23 
years  in  the  private  practice  of  radiology. 

LLOYD  R.  HERSHBERGER,  MD,  a San  An- 
gelo pathologist,  is  the  recipient  of  the 
1986  Caldwell  Award  of  the  Texas  So- 
ciety of  Pathologists  (TSP).  A TSP  mem- 
ber since  1947,  Dr  Hershberger  has 
served  as  secretary-treasurer,  president, 
and  as  councilor  from  Texas  to  the  Amer- 
ican Society  of  Clinical  Pathologists.  He 
is  a past  president  of  the  Tom  Green 
Eight  County  Medical  Society.  The  Cald- 
well Award  is  presented  annually  to  a dis- 
tinguished medical  scientist  in  the  state 
whose  long  and  distinguished  service  to 
pathology  warrants  commendation. 

VAL  E.  BORUM,  MD,  Fort  Worth,  has  been 
appointed  to  the  AMA  Advisory  Commit 
tee  on  Public  Awareness.  Dr  Borum  is 
speaker  of  the  Texas  Medical  Association 
House  of  Delegates. 

JOSEPH  L.  GOLDSTEIN,  MD,  professor 
and  chairman  of  the  department  of  mo- 
lecular genetics  at  The  LIniversity  of 
Texas  Health  Science  Center  at  Dallas, 
has  joined  the  Welch  Foundation’s  Scien- 
tific Advisory'  Board.  Dr  Goldstein,  who  is 
also  Paul  J.  Thomas  Professor  of  Medicine 
and  Genetics  at  UTHSC  Southwestern 
Medical  School,  was  corecipient  of  the 
Nobel  Prize  in  Physiology  or  Medicine 
for  1985,  along  with  long  time  colleague 
M S.  BROWN,  MD. 


Val  F.  Bonmi.  MD 


GUNTER  K.  VON  NOORDEN,  MD,  Hous- 
ton, has  been  installed  as  president  of  the 
American  Association  of  Pediatric  Oph- 
thalmology' and  Strabismus. 

ROGERS  K.  COLEMAN,  MD,  has  suc- 
ceeded LOUIS  W.  CONRADT,  MD,  as  vice 
president,  medical  director  of  Blue  Cross 
and  Blue  Shield  (BCBS)  of  Texas.  Dr 
Coleman  formerly  was  the  associate 
medical  director  of  BCBS  of  Texas. 

BENJY  BROOKS,  MD,  Houston,  has  been 
honored  with  the  naming  of  the  Benjy 
Brooks  Surgical  Library'  in  the  depart- 
ment of  surgery  ’s  pediatrics  division  at 
The  University  of  Texas  Medical  School 
at  Houston.  Dr  Brooks  is  a professor  of 
pediatric  surgery'  at  the  medical  school 
and  special  assistant  for  ethics  to  Presi- 
dent Roger  J.  Bulger. 

ALANDO  J.  BALLANTYNE,  MD,  Houston, 
has  been  appointed  an  Ashbel  Smith  Pro- 
fessor at  The  LIniversity'  of  Texas  System 
Chancer  Center.  Dr  Ballantyne  began  his 
association  with  UT  M.D.  Anderson  Hos- 
pital in  1947  as  the  hospital’s  first  resi- 
dent. He  has  served  as  assistant  professor 
of  head  and  neck  surgery’,  associate  pro- 
fessor, and  professor  of  surgery’.  He  was 
honored  by  M.D.  Anderson  in  1980  with 
the  distinguished  service  award. 

BERNARD  LEVIN,  MD,  has  been  ap- 
pointed the  first  Robert  R.  Herring 
Professor  in  Clinical  Research  at  The  Uni- 
versity of  Texas  System  Cancer  Center. 

Dr  Levin  is  chief  of  the  section  of  di- 
gestive diseases  and  gastrointestinal  on- 
cology at  the  cancer  center. 

JOSE  M.  TRUJILLO,  MD,  Houston,  has 
been  appointed  to  the  Olla  S.  Stribling 
Chair  at  The  University  of  Texas  System 
Cancer  Center.  Dr  Trujillo,  who  joined 
the  UT  M.D.  Anderson  Hospital  staff  in 
1962,  is  head  of  the  division  of  laboratory 
medicine  and  professor  of  laboratory 
medicine.  He  also  is  a professor  of  pa- 
thology and  medical  director  of  the  pro- 
gram in  medical  technology  education 
at  The  UT  Health  Science  Center  at 
Houston. 

TIMOTHY  F.  OSBORNE,  PhD,  a post- 
doctoral fellow  involved  in  cholesterol 
research  at  The  University  of  Texas 


Health  Science  Center  at  Dallas,  has  been 
named  a recipient  of  the  Lucille  P. 

Markey  Scholar  Award  in  Biomedical  Sci- 
ence for  1986.  Dr  Osborne  is  the  first 
investigator  in  Texas  to  receive  this 
award,  which  was  established  in  1984  to 
further  the  scientific  development  of  out- 
standing young  biomedical  researchers. 

FRANK  MOODY,  MD  Houston,  has  been 
named  chairman-elect  of  the  Council  of 
Academic  Societies  of  the  Association  of 
American  Medical  Colleges.  Dr  Moody  is 
chairman  of  the  department  of  surgery  at 
The  University  of  Texas  Medical  School 
at  Houston  and  surgeon-in-chief  at 
Hermann  Hospital. 

WILLIAM  D.  WILLIS,  MD,  PHD,  director 
of  the  Marine  Biomedical  Institute  (MBI) 
at  The  University  of  Texas  Medical 
Branch  at  Galveston,  has  been  named  an 
Ashbel  Smith  Professor  by  the  UT  System 
Board  of  Regents.  Dr  Willis,  a professor  of 
anatomy  and  of  physiology  and  bio- 
physics at  the  medical  school,  assumed 
the  directorship  of  MBI  in  1978. 

DAVID  M.  RICHARDS,  DO,  Fort  Worth, 
has  been  named  president  of  the  Texas 
College  of  Osteopathic  Medicine 
(TCOM  ).  Dr  Richards  has  been  a TCOM 
administrator  since  April  1981.  He  was 
given  operational  responsibility  for  the 
college  as  interim  executive  vice  presi- 
dent in  November  1 984  and  as  acting 
president  in  June  1985. 
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a series  of  one-day  comprehensive  seminar-workshops 

Cash  Flow  Management: 
Cost  Effective  Insurance  Filings 

‘Bridging  the  gap  between  insurance  companies  and  medical  technicalities’ 

Guaranteed  to  Increase  Your  Cash  Flow  by 

at  least  20%!!! 


We  offer  a comprehensive  one-day  seminar-workshop  with  “hands-on”  ex- 
perience and  personalized  instruction.  We  can  show  you  and  your  staff  how 
to  file  insurance  (all  lines),  update  your  current  superbills,  and  receive  a 100% 
response  from  insurance  companies  the  first  time  you  bill. 


For  more  information  or  instant  reservations 
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CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Propranolol  is  contraindicated  in  1)  car- 
diogenic shock,  2)  sinus  bradycardia  and  greater  than  first  degree  block,  3)  bronchial  asthma, 
4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia 
treatable  with  propranolol 

Hydrochlorothiazide:  Hydrochlorothiazide  is  contraindicated  m patients  with  anuria  or 
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WARNINGS 

Propranolol  hydrochloride  (INDERAL®  LA):  CARDIAC  FAILURE  Sympathetic  stimu- 
lation may  be  a vital  component  supporting  circulatory  function  in  patients  with  congestive  heart 
failure,  and  its  inhibition  by  beta  blockade  may  precipitate  more  severe  failure.  Although  beta 
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some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  observed  closely,  or 
propranolol  should  be  discontinued  (gradually,  it  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina 
and,  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of  propranolol 
therapy.  Therefore,  when  discontinuance  of  propranolol  is  planned  the  dosage  should  be 
gradually  reduced  and  the  patient  carefully  monitored.  In  addition,  when  propranolol  is 
prescribed  for  angina  pectoris,  the  patient  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice.  If  propranolol  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  propranolol  therapy  and 
take  other  measures  appropriate  for  the  management  of  unstable  angina  pectoris.  Since 
coronary  artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in 
patients  considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given 
propranolol  for  other  indications. 


THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism.  There- 
fore, abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of 
hyperthyroidism,  including  thyroid  storm.  Propranolol  does  not  distort  thyroid  function  tests, 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been  re- 
ported in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a 
demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
mapr  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures, 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)— PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL.  NOT  RECEIVE  BETA  BLOCKERS. 
INDERAL  should  be  administered  with  caution,  since  it  may  block  bronchodilation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors, 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appearance  of 
certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute  hypo- 
glycemia in  labile  insulin-dependent  diabetes.  In  these  patients,  it  may  be  more  difficult  to  adjust 
the  dosage  of  insulin.  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous  elevation  of 
blood  pressure 

Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal  disease.  In 
patients  with  renal  disease,  thiazides  may  precipitate  azotemia.  In  patients  with  impaired  renal 
function,  cumulative  effects  of  the  drug  may  develop. 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipitate 
hepatic  coma. 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs.  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs. 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  GENERAL:  Propranolol  should  be  used  with 
caution  in  patients  with  impaired  hepatic  or  renal  function.  Propranolol  is  not  indicated  for  the 
treatment  of  hypertensive  emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  should  be 
told  that  propranolol  may  interfere  with  the  glaucoma  screening  test.  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure. 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs,  such  as  reserpine 
should  be  closely  observed  if  propranolol  is  administered.  The  added  catecholamine-blocking 
action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity,  which  may 
result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic  hypotension. 

CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  in  animals 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies,  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant 
drug-induced  toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage  levels. 
Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the 
drug. 

PREGNANCY  Pregnancy  Category  C,  Propranolol  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human  dose.  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  Propranolol  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 


Eacn  capsule  contains  propranolol  HCI  (‘NDERAL  LA). 

80  mg.  120  mg,  or  160  mg.  and  hydrochlorothiazide.  50  mg 


The  appearance  of  these  capsules 
IS  a registered  trademark 
of  Ayerst  Laboratories. 


NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk.  Caution  should  be  exercised  w- 
propranolol  is  administered  to  a nursing  mother 
PEDIATRIC  USE.  Safety  and  effectiveness  in  children  have  not  been  established. 
Hydrochlorothiazide:  GENERAL.  Periodic  determination  of  serum  electrolytes  to  deti 
possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals. 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or  electro: 
imbalance,  namely  Hyponatremia,  hypochloremic  alkalosis,  and  hypokalemia.  Serum  and  ur 
electrolyte  determinations  are  particularly  important  when  the  patient  is  vomiting  excessively 
receiving  parenteral  fluids.  Medication  such  as  digitalis  may  also  influence  serum  electrolyt 
Warning  signs  irrespective  of  cause  are  Dryness  of  mouth,  thirst,  weakness,  lethargy,  drowsine 
restlessness,  muscle  pains  or  cramps,  muscular  fatigue,  hypotension,  oliguria,  tachycardia,  a 
gastrointestinal  disturbances  such  as  nausea  and  vomiting. 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present 
during  concomitant  use  of  corticosteroids  or  ACTH. 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia.  Hyj 
kalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of  digit 
(eg,  increased  ventricular  irritability).  Hypokalemia  may  be  avoided  or  treated  by  use  of  potassii 
supplements,  such  as  foods  with  a high  potassium  content. 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment,  exci 
under  extraordinary  circumstances  (as  in  liver  or  renal  disease).  Dilutional  hyponatremia  may  oci 
in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water  restriction,  rather  than  admn 
tration  of  salt,  except  in  rare  instances  when  the  hyponatremia  is  life-threatening.  In  actual  s 
depletion,  appropriate  replacement  is  the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiying  thiazi 
therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged.  Diabei 
mellitus  which  has  been  latent  may  become  manifest  during  thiazide  administration. 

It  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing  diuie 
therapy. 

Thiazides  may  decrease  serum  FBI  levels  without  signs  of  thyroid  disturbance. 

Calcium  excretion  is  decreased  by  thiazides.  Pathologic  changes  in  the  parathyroid  gland  w 
hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients  on  prolong 
thiazide  therapy  The  common  complications  of  hyperparathyroidism,  such  as  renal  lithiasis.  bo 
resorption,  and  peptic  ulceration,  have  not  been  seen.  Thiazides  should  be  discontinued  belt 
carrying  out  tests  for  parathyroid  function 

DRUG  INTERACTIONS.  Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarine, 

The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy  patie 
Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine.  This  diminution  is  not  sutticif 
to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use, 

PREGNANCY  Pregnancy  Category  C.  Thiazides  cross  the  placental  barrier  and  appear  inc< 
blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be  weighed  agan 
possible  hazards  to  the  fetus.  These  hazards  include  fetal  or  neonatal  jaundice,  thrombocytoperi 
and  possibly  other  adverse  reactions  which  have  occurred  In  the  adult. 

NURSING  MOTHERS  Thiazides  appear  in  human  milk.  If  use  of  the  drug  is  deemed  essenli 
the  patient  should  stop  nursing.  ; 

PEDIATRIC  USE  ' Safety  and  effectiveness  in  children  have  not  been  established.  '( 


ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Most  adverse  effects  have  been  milda  I 
transient  and  have  rarely  required  the  withdrawal  of  therapy. 

Cardiovascular  Bradycardia:  congestive  heart  failure;  intensification  of  AV  block;  hypotensiJ 
paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  Insufficiency,  usually  of  the  Raynaj 
type. 

Central  Nervous  System:  Lightheadedness;  mental  depression  manifested  by  insomiif 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia;  vis. 
disturbances;  hallucinations;  an  acute  reversible  syndrome  characterized  by  disorientation 
time  and  place,  short-term  memory  loss;  emotional  lability;  slightly  clouded  sensorium;al 
decreased  performance  on  neuropsychometrics 
Gastrointestinal.  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  con' I 
pation;  mesenteric  arterial  thrombosis;  ischemic  colitis. 

Allergic:  Pharyngitis  and  agranulocytosis;  erythematous  rash;  fever  combined  with  achinga ) 
sore  throat;  laryngospasm  and  respiratory  distress 
Respiratory:  Bronchospasm, 

Hematologic  Agranulocytosis;  nonthrombocytopenic  purpura,  thrombocytopenic  purpura  ■ 
Auto-Immune.  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reportec  j 
Miscellaneous.  Alopecia;  LE-like  reactions;  psoriasiform  rashes;  dry  eyes;  male  impotenceja  j 
Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  involving  thestl 
serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not  be  i 
associated  with  propranolol.  ; 

Hydrochlorothiazide: 

Gastrointestinal  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  constipatr;  j 
jaundice  (intrahepatic  cholestatic  jaundice);  pancreatitis;  sialadenitis,  : 

Central  Nervous  System:  Dizziness,  vertigo,  paresthesias;  headache;  xanthopsia.  ■ 

Hematologic:  Leukopenia;  agranulocytosis;  thrombocytopenia;  aplastic  anemia.  j 

Cardiovascular:  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates,  [ 
narcotics). 

Hypersensitivity:  Purpura,  photosensitivity;  rash;  urticaria;  necrotizing  angiitis  (vasoJli : 
cutaneous  vasculitis);  fever;  respiratory  distress,  including  pneumonitis,  anaphylactic  reactions . 

Other:  Hyperglycemia;  glycosuria;  hyperuricemia;  muscle  spasm;  weakness;  restlessne' 
transient  blurred  vision  1 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduceo  j 
therapy  withdrawn 

'The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories.  . 
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As  the  federal  government  relinquishes  its  policy 
leadership  in  the  medical  manpower  area,  Texas 
policymakers  face  the  important  task  of  evaluat- 
ing the  adequacy  of  our  physician  supply.  Ques- 
tions of  adequacy  cannot  be  separated  from  more 
fundamental,  and  as  yet  unresolved,  issues  related 
to  the  availability  and  quality  of  health  services 
for  the  citizens  of  the  state.  Nonetheless,  we  can 
begin  the  process  of  evaluation  by  describing  the 
current  status  of  physician  supply  and  making 
short-term  projections  of  how  this  supply  might 
change  in  the  near  future. 

There  are  also  lessons  to  be  learned  from  the  ex- 
perience of  other  states  in  both  identifying  and 
trying  to  remedy  their  perceived  problems  of  physi- 
cian supply.  Developing  objectives  and  choosing 
policy  strategies  is  a complex  process  that  might 
best  be  undertaken  by  an  independent  governmen- 
tal authority.  Such  an  authority  must  be  account- 
able to  the  public  and  yet  capable  of  structuring 
the  trade-offs  necessary  to  achieve  consensus  on 
future  courses  of  action  in  the  state. 


In  the  late  1960s  the  federal  government, 

prompted  in  part  by  a widespread  fear  of  physi- 
cian shortages,  committed  substantial  resources 
to  expanding  the  nation’s  medical  education  pro- 
grams and  modernizing  its  medical  facilities.  Gener- 
ous federal  aid  to  medical  students  and  their  edu- 
cational institutions  stimulated  steady  growth  in 
enrollments  and,  subsequently,  sharp  increases  in 
numbers  of  physicians.  Government’s  attention  then 
shifted  from  expanding  physician  supply  to  improv- 
ing physician  distribution  across  specialties  and  geo- 
graphical areas. 

However,  after  nearly  two  decades  of  extensive 
involvement  in  the  medical  manpower  area,  the  fed- 
eral government  is  relinquishing  its  policy  leader- 
ship. Swept  by  the  general  downward  transfer  of 
federal  responsibilities,  policy  on  medical  man- 
power has  suddenly  become  the  exclusive  province 
of  state  government.  States  that  in  the  past  were 
willing  to  defer  to  federal  priorities  and  expertise 
are  finding  themselves  unprepared  to  assume  re- 
sponsibility for  evaluating  their  own  manpower 
needs. 

State  government  in  Texas  has  traditionally  played 
a significant  role  in  some  aspects  of  medical  man- 
power. A substantial  share  of  the  financial  support 
for  both  undergraduate  and  graduate  medical  edu- 
cation has  come  from  state  and  local  sources.  Li- 
censing has  been  carefully  regulated  by  a state 
Board  of  Medical  Examiners.  Nevertheless,  the  size 
of  medical  school  enrollments  and  patterns  of  physi- 
cian specialization  and  distribution  have  been  in- 
fluenced more  by  the  free  market  and  the  flow  of 


federal  funds  than  by  any  initiative  originating  in 
the  state.  Now  that  the  state  is  assuming  primary 
responsibility  for  these  matters,  an  evaluation  of 
current  and  future  physician  supply  has  become  a 
necessity. 

One  of  the  first  steps  in  evaluating  the  present 
and  future  adequacy  of  physician  manpower  in 
Texas  is  to  construct  a reliable  statistical  descrip- 
tion, which  not  only  tallies  how  many  physicians  of 
various  types  there  are  in  various  locations  within 
the  state’s  borders,  but  also  predicts  how  these 
numbers  are  likely  to  change.  Although  a number  of 
pertinent  studies  have  appeared  in  the  literature 
(1-8),  no  comprehensive  description  of  recent  his- 
torical changes  in  medical  manpower  supply  and 
distribution,  nor  any  detailed  projections  of  future 
supply  and  distribution,  have  been  published.  Thus, 
it  has  been  difficult  or  impossible  to  address  a num- 
ber of  questions  whose  answers  provide  the  factual 
bases  for  manpower  policy  determination  in  the 
state.  These  questions  guided  the  compilation  of 
existing  data  and  the  development  of  new  data 
undertaken  in  the  present  study: 

1 . What  changes  have  occurred  in  recent  years  in 
the  total  number  of  physicians,  and  in  the  types  of 
professional  activity  in  which  physicians  engage, 

in  Texas?  How  do  these  changes  compare  with 
changes  at  the  national  level  and  how  do  they  relate 
to  population  growth? 

2.  What  changes  have  occurred  in  the  types  of 
medical  specialties  practiced  by  Texas  patient  care 
physicians,  and  in  the  demographic  and  professional 
characteristics  of  these  physicians? 

3.  How  did  changes  in  the  supply  and  character- 
istics of  physicians  compare  across  urban  and  rural 
areas,  and  across  different  geographic  regions  in 
Texas? 

4.  How  will  the  supply  and  distribution  of  physi- 
cian manpower  in  Texas  change  by  the  year  2000? 

Having  an  accurate  description  of  the  supply  and 
distribution  of  physicians  is  not  enough.  There  must 
also  be  some  widely  accepted  standard  for  judging 
whether  these  figures  represent  an  “adequate”  sup- 
ply. Adequacy  is  a relative  term;  it  can  mean  differ- 
ent things  to  different  people.  The  family  physician 
practicing  in  a rural  county  may  be  aware  of  many 
instances  of  untreated  conditions  that  prove  fatal. 
From  this  vantage  point,  the  supply  of  physicians  is 
inadequate.  Conversely,  the  surgeon  in  the  urban 
area  whose  case  load  is  growing  smaller  is  likely  to 
have  quite  a different  view. 

The  federal  government  tried  to  deal  with  the 
issue  of  adequacy  by  developing  numerical  stan- 
dards that  could  be  applied  anywhere  to  determine 
whether  a shortage  or  surplus  of  physicians  existed. 
Inevitably,  the  standards  reflect  federal  objectives 
and  definitions  of  adequate  care.  These  objectives 
and  definitions  do  not  necessarily  coincide  with  the 
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views  of  any  given  state,  and  hence  may  be  inappro- 
priate for  use  within  the  state.  An  examination  of 
the  shortcomings  of  federal  standards  and  various 
alternatives  to  these  standards  reveals  that  an  objec- 
tive standard  capable  of  satisfying  everyone  simply 
does  not  exist.  Different  numerical  standards  are 
based  on  different  value  judgments  about  objectives 
and  priorities  for  the  larger  health  care  system.  Con- 
sensus on  these  fundamental  value  judgments  must 
be  reached  within  the  state  before  an  appropriate 
numerical  standard  can  be  selected. 

Once  we  have  a clear  picture  of  physician  supply 
in  the  state  and  are  willing  to  make  value  judgments 
about  whether  that  supply  is  adequate,  the  question 
then  becomes,  “What,  if  anything,  should  be  done 
about  it?”  Deciding  that  the  state  should  do  some- 
thing to  change  the  overall  supply  or  to  alter  the 
pattern  of  specialty  and  distribution  is  only  part  of 
the  problem.  We  must  also  ask  how  these  changes 
can  be  brought  about  most  effectively.  What  is  the 
best  approach  for  dealing  with  shortages  of  physi- 
cians in  rural  areas,  for  example?  How  can  we  en- 
courage medical  students  to  favor  the  specialties 
where  shortages  clearly  exist?  An  examination 
of  other  states’  experiences  in  using  various  ap- 
proaches to  solve  their  problems  reveals  few  defini- 
tive conclusions  about  what  approaches  are  likely 
to  work. 

Methods 

To  answer  the  questions  concerning  historical 
changes  in  Texas  physician  manpower,  statistical  in- 
formation on  the  number  and  characteristics  of  ac- 
tive, nonfederal  physicians  (MDs  only)  was  drawn 
from  the  American  Medical  Association’s  Physician 
Masterfile  data  published  in  the  years  1970,  1976, 
and  1980  (9- 11).  The  AMA  data  were  examined 
not  only  to  identif)'  major  changes  in  medical  man- 
power in  Texas  as  a whole,  but  also  to  compare 
these  changes  with  those  occurring  nationally,  in 
different  geographic  regions  ( the  1 2 Public  Health 
Regions  and  the  24  State  Planning  Regions  in  Texas), 
and  between  urban  ( metropolitan ) and  rural  ( non- 
metropolitan) areas.  Similar  data  concerning  Texas 
physicians  (MDs  and  DOs)  were  obtained  from  li- 
censure records  of  the  Texas  State  Board  of  Medi- 
cal Examiners  for  the  years  1981  through  1984,  and 
trends  over  this  period  were  compared  with  those 
found  during  the  decade  of  the  1970s. 

The  data  available  for  developing  physician  sup- 
ply projections  for  Texas  are  extremely  limited.  The 
forecasting  method  used  in  this  study  projected  the 
physician  population  based  on  medical  school  gradu- 
ation rates,  retirements,  and  other  losses  from  the 
physician  workforce,  and  physician  migration  pat- 
terns. Several  alternative  forecasts  of  the  supply  of 
Texas  physicians  to  the  year  2000  were  developed, 
with  each  forecast  based  on  a different  assumption 


about  the  likely  pattern  of  migration  among  physi- 
cians (12). 

Different  methods  were  used  to  evaluate  exist- 
ing numerical  standards  for  judging  the  adequacy  of 
physician  supply  and  to  determine  how  physician 
manpower  issues  have  been  addressed  in  other 
states.  The  first  task  required  an  extensive  review 
and  synthesis  of  government  documents  and  re- 
search literature  relevant  to  the  content,  applica- 
tion, and  inherent  biases  of  various  standards. 

The  analysis  of  state  manpower  policy  required  a 
national  survey  of  policy  strategies.  All  50  states 
were  asked  to  provide  information  on  their  current 
involvement  in  physician  manpower  issues.  The  43 
responses  indicated  not  only  each  state’s  perception 
of  manpower  problems  but  also  the  strategies  or 
programs  it  had  chosen  to  deal  with  them.  Ten  dis- 
tinct categories  of  problems  were  reported,  ranging 
from  a deficiency  of  primary  care  physicians  to  too 
few  medical  students  from  economically  deprived 
families.  Across  these  ten  categories,  there  were 
1 30  distinct  approaches  embraced  by  the  states  as 
possible  solutions;  these  approaches  were  subse- 
quently classified  into  a small  number  of  generic 
policy  strategies.  Attention  was  then  given  to  the 
problem  of  choosing  among  these  strategies.  Choice 
criteria  and  organizational  structures  used  in  other 
states  were  examined  from  the  viewpoint  of  design- 
ing a policy  mechanism  for  Texas. 

Results 

CHANGES  IN  PHYSICIAN  MANPOWER 
A detailed  description  of  the  major  changes  in  phy- 
sician manpower  that  occurred  between  1970  and 
1980  nationally,  at  the  state  level,  and  regionally 
within  Texas  is  contained  in  Supply  and  Distri- 
bution of  Physician  Manpower  in  Texas,  1970- 
1980  (13)  The  discussion  here  is  limited  to  a syn- 
opsis of  findings  for  the  1981  - 1984  period  (Fig  1 ) 
and  the  supply  projection  period  through  the  year 
2000. 

Compared  to  the  1970—1980  decade,  and  par- 
ticularly the  latter  part  of  that  decade,  the  rate  of 
increase  in  Texas’  active,  nonfederal  physicians 
slowed  during  the  early  1 980s.  The  number  of  phy- 
sicians increased  by  an  average  of  less  than  4% 
(about  875  physicians ) per  year.  This  contrasts  with 
a 7%  average  increase  (about  1,150  physicians)  per 
year  during  1976-1980. 

The  number  of  Texas  physicians  primarily  en- 
gaged in  direct  patient  care  increased  by  about  1 5% 
between  1981  and  1984.  Patient  care  physicians 
practicing  a primary  care  specialty  (general/family 
practice,  internal  medicine,  pediatrics,  or  obstet- 
rics/gy  necology ) increased  by  about  12%,  while  pa- 
tient care  physicians  practicing  other  specialties  in- 
creased by  nearly  1 8% . 

Urban-rural  differences  and  regional  differences 
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in  physician  supply  persisted  during  the  early  1980s, 
although  the  magnitude  of  these  differences  was 
less  than  during  the  1 970s.  The  largest  increases  in 
both  patient  care  and  primary  care  physicians  dur- 
ing 1981  — 1984  continued  to  occur  in  those  regions 
of  the  state  with  the  largest  metropolitan  population 
concentrations.  In  comparison  to  the  previous  dec- 
ade, there  was  less  evidence  of  trends  contributing 
to  increased  geographic  dispersion  of  physicians; 
this  may  be  due  to  the  generally  slower  and  more 
uniform  rates  of  physician  increase  which  prevailed 
during  the  period. 

Projections  of  future  physician  supply  in  Texas 
( Fig  2 ) indicate  that  the  number  of  active  nonfed- 
eral  physicians  is  likely  to  increase  by  approxi- 
mately 40%  to  45%  during  1980-1990,  and  by 
20%  to  25%  during  the  years  1990—2000.  It  is  less 
likely,  but  within  the  range  of  possibility,  that  physi- 
cian increases  for  these  two  decades  might  reach 
55%  and  30%,  respectively.  All  projections  repre- 
sent substantial  declines  in  the  rate  of  increase  for 
Texas  physicians  experienced  during  the  1970— 
1980  period. 

The  population-to-physician  ratio  in  Texas  in  the 
year  2000  is  expected  to  be  similar  to  the  1 980 
ratio  for  the  United  States  as  a whole.  The  distri- 
bution of  physicians,  however,  is  expected  to  re- 
main uneven  regionally  and  by  metropolitan  or  non- 
metropolitan residence.  Under  all  projections,  the 
greatest  concentrations  of  physicians  will  remain  in 
the  state’s  major  metropolitan  areas,  while  the  low- 
est concentrations  will  remain  in  South  Texas,  the 
sparsely  populated  regions  of  West  Texas,  and  the 
slowly  growing  Louisiana  border  areas. 

I Texas  physicians  (MD  and  DO)  and  population  per  physician,  1981  and  1984. 

Metropolitan  Nonmetropolitan 

State  Total  Counties  Counties 


1981 

1984 

1981 

1984 

1981 

1984 

Physicians: 

Active. 

Nonfederal 

21,961 

24,581 

19,926 

22,406 

2,035 

2,175 

Direct  Patient 
Care 

17,981 

20,690 

16,026 

18,567 

1,955 

2,123 

Primary  Care 
Other 

8,582 

9.623 

7,229 

8,218 

1,353 

1,405 

Specialties 

9,399 

11,067 

8,797 

10,349 

602 

718 

Population 

(Millions) 

14.7 

15.9 

118 

12.9 

2.9 

3.0 

Population  per: 

Active, 

Nonfederal 

Physician 

Patient  Care 

671 

646 

594 

574 

1,425 

1,398 

Physician 

Primary  Care 

819 

768 

738 

692 

1.483 

1,432 

Physician 

1,717 

1,651 

1,637 

1,564 

2,143 

2,164 

STANDARDS  OF  ADEQUACY 
A survey  of  100  research  studies  provides  no  con- 
sensus on  what  constitutes  an  “adequate”  supply  of 
physicians  ( 14).  The  number  of  physicians  consid- 
ered to  be  excessive  in  one  context  can  be  deemed 
deficient  in  another.  Definitions  of  adequacy  vary 
with  one’s  conception  of  service  requirements  and 
priorities  for  the  health  system  as  a whole  (15). 
Comparisons  with  several  published  and  widely 
cited  standards  can  provide  one  with  equally  valid 
bases  for  concluding  that  the  current  and  projected 
supply  of  physicians  for  the  state  of  Texas  is  either 
adequate,  excessive,  or  deficient. 

The  use  of  physician-to-population  ratios  has  lim- 
ited applicability  as  a measure  of  the  adequacy  of 
physician  supply  within  a state.  These  ratios  do  not 
systematically  reflect  differences  between  areas  in 
factors  commonly  associated  with  adequacy.  When 
comparing  areas  on  the  basis  of  their  ratios,  we 
must  assume  what  is  ordinarily  contrary  to  fact:  that 
access  to  care,  demand  for  services,  modes  of  deliv- 
ery, and  physician  productivity  are  identical  across 
areas. 

MANPOWER  STRATEGIES  AND  POLICY  CHOICE 
The  responses  from  43  states  on  manpower  prob- 
lems and  the  strategies  selected  for  dealing  with 
them  revealed  a curious  paradox.  While  there  was 
common  agreement  on  the  most  important  prob- 
lems facing  the  states,  the  only  strategies  widely 
adopted  by  the  states  were  those  formerly  tied  to 
federal  programs.  However,  these  inherited  pro- 
grams were  seldom  taken  as  sufficient  for  addressing 
the  states’  manpower  problems.  States  that  employ 
any  strategies  at  all  tend  to  employ  many  at  the 
same  time  to  cover  a range  of  perceived  problems. 
Patterns  of  policy  adoption  among  the  states  are 
ambiguous;  unlike  other  issue  areas,  there  is  no 
small  group  of  progressive  states  providing  defini- 
tive leadership  on  manpower  issues.  Accordingly, 
there  are  few  proven  strategies  for  achieving  man- 
power objectives.  The  strategies  that  seem  to  work 
involve  the  state  in  doing  what  it  does  best:  moving 
money.  Programs  involving  loans  and  subsidies  ei- 
ther to  individuals,  localities,  or  institutions  find  al- 
most universal  application  among  the  states. 

Two  general  patterns  of  governmental  organiza- 
tion around  manpower  issues  emerge  from  the  state 
survey.  One  pattern  is  to  follow  the  federal  lead  and 
treat  manpower  as  a technical  problem  of  meeting 
certain  operational  targets.  Decisions  in  this  case 
are  generally  made  by  the  state’s  health  planning 
authority  and  carefully  based  on  federal  guidelines. 
The  second  pattern  is  to  consider  manpower  as  an 
extension  of  physician  licensing  and  accreditation 
issues  best  managed  by  members  of  the  profession 
with  state  help.  Manpower  in  these  cases  falls  under 
the  purview  of  either  medical  educators  or  tempo- 
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rary  commissions  of  physicians  charged  by  the  leg- 
islature with  implementing  a specific  program  for  a 
given  objective. 

Discussion 

In  many  ways,  the  picture  of  physician  manpower  in 
Texas  is  one  of  convergence  toward  the  national 
average.  The  irony  is  that  by  the  time  this  process  is 
complete,  it  will  represent  the  national  average  not 
of  1985  or  1990,  but  of  10  or  15  years  ago.  While 
numbers  of  practicing  physicians  continue  to  in- 
crease, they  are  increasing  at  a much  slower  rate 
than  in  the  decade  of  the  1970s.  Concentration  in 
metropolitan  areas  is  also  continuing  but  at  a slower 
rate.  We  cannot  say  whether  things  are  getting  bet- 
ter or  getting  worse  because  there  is  no  consensus 
within  the  state  on  what  standard  should  be  used 
for  this  assessment.  WTiat  we  can  say  is  that  how- 
ever one  evaluates  the  current  situation,  we  expect 
it  to  proceed  in  that  direction  more  slowly  in  the 
future.  For  those  satisfied  with  the  current  situation 
this  may  be  reassuring,  but  it  is  cold  comfort  for 
those  concerned  about  issues  such  as  geographical 
maldistribution. 

Texas  has  lagged  behind  other  states  in  feeling  the 
press  of  manpower  issues  largely  because  of  this 
pattern  of  relatively  delayed  growth.  The  important 
thing  to  recognize  is  that  the  crucial  decisions  on 
manpower  in  the  state  have  yet  to  be  faced.  Should 
we  focus  primarily  on  guaranteeing  access  to  care, 
on  limiting  its  cost,  or  on  improving  its  effective- 
ness? Limited  resources  require  that  tradeoffs  be 
made.  How  much  of  this  should  be  left  to  the  free 
market?  Answers  to  these  questions  should  serve  as 
the  basis  for  defining  adequacy  and  developing  stan- 
dards. Hence,  the  current  system  of  indicators  based 
on  physician-to-population  ratios  actually  confuses 
the  situation  by  imparting  a false  sense  of  scientific 
confidence  in  its  estimates.  To  be  meaningful,  stan- 
dards of  adequacy  must  be  grounded  in  a clear  con- 
ception of  health  priorities.  The  same  applies  to  the 
choice  of  strategies  for  altering  numbers  of  physi- 
cians in  various  specialties  and  locations  within  the 
state.  The  objectives  must  be  carefully  thought  out 
before  strategies  are  chosen. 

More  importantly,  questions  about  physician  man- 
power cannot  be  separated  from  other  health  policy 
issues  that  will  undergo  substantial  change  as  more 
federal  responsibilities  are  transferred  to  the  states. 
The  state’s  political  leadership  must  carefully  con- 
sider the  impact  of  these  changes  on  its  priorities 
for  health  care.  For  example,  are  we  doing  too  much 
or  too  little  in  specific  areas  of  care?  Should  our 
former  goals  be  revised  to  emphasize  new  priori- 
ties? What  levels  of  care  or  provision  of  services  do 
we  accept  as  minimal  for  defining  adequacy? 

Unfortunately,  Texas  state  government  is  not  orga- 
nized to  make  the  critical  balancing  decisions  that 


should  not  be  left  to  the  free  market.  Responsibili- 
ties for  state  policymaking  on  health  are  defined 
largely  by  federal  policy  and  dispersed  in  a number 
of  executive  agencies.  To  escape  the  legacy  of  fed- 
eral control  and  elevate  health  priorities  to  a 
prominent  position,  we  need  an  independent  pol- 
icymaking authority  which  can  both  structure  de- 
bate on  priorities  and  bring  the  results  to  bear  on 
the  evaluation  of  policy  action  (16).  Statewide  task 
forces  composed  of  public  officials  and  prominent 
citizens  have  been  an  effective  device  for  forcing 
action  in  the  past.  If  given  adequate  resources,  a 
task  force  might  not  only  fashion  an  appropriate 
mandate  for  such  an  authority  but  also  set  the  pub- 
lic agenda  for  upcoming  decisions  on  manpower 
and  health  matters  in  general. 
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This  article  describes  a case  of  extragenital  pri- 
mary choriocarcinoma  of  the  anterior  medi- 
astinum in  a black  man.  The  patient  presented 
with  cough,  pleuritic  chest  pain,  an  anterior  medi- 
astinal mass,  a right  pleural  effusion,  a positive 
pregnancy  test  with  high  urinary’  chorionic  go- 
nadotropin titer,  and  no  demonstrable  testicular 
tumor  on  gross  or  microscopic  inspection.  Medias- 
tinal node  biopsy  was  consistent  with  chorio- 
carcinoma At  the  time  of  diagnosis,  this  was  only 
the  22nd  reported  case  in  the  English  literature 
and  the  third  reported  case  in  a black  man. 


Primary  mediastinal  choriocarcinoma  is  a very 
rare  entity,  with  only  2 1 cases  reported  in  the 
literature.  This  tumor  is  almost  entirely  re- 
stricted to  white  men  ( 1-3)  in  their  third  decade. 
Fanger  and  MacAndrew  (4)  reported  the  only  case 
in  a woman,  and  there  are  only  two  reported  cases 
in  blacks  (5,6).  The  tumor  is  characterized  by  a 
mediastinal  mass,  gynecomastia,  a positive  preg- 
nancy test,  and  elevated  human  chorionic  gonado- 
tropin levels  in  the  absence  of  a testicular  tumor 
determined  by  gross  and  microscopic  examination. 

Case  report 

A well-developed  32-year-old  black  man  presented 
with  the  complaints  of  right-sided  pleuritic  chest 
pain  and  cough  that  had  persisted  for  two  weeks. 
The  cough  was  initially  dry  and  nonproductive  but 
became  purulent  and  occasionally  blood-streaked 
over  the  ensuing  ten  days.  His  previous  physician 
had  treated  him  with  daily  injections  of  procaine 
penicillin  (600,000  units)  for  one  week,  but  the 
patient  showed  only  slight  improvement. 

At  the  time  of  physical  examination  the  patient 
was  a well-developed  young  black  man  in  mild  res- 
piratory distress.  He  was  afebrile  and  had  a respira- 
tory rate  of  28.  Gynecomastia  and  pathologic  lymph- 
adenopathy  were  not  present.  Chest  examination 
revealed  splinting  on  the  right  side  of  the  chest. 
There  were  decreased  basilar  breath  sounds  with 
dullness  to  percussion.  The  remainder  of  physical 
examination  findings  were  normal  except  for  a firm, 
slightly  tender  mass  at  the  inferior  aspect  of  the 
left  testis.  Both  testes  were  of  normal  size  and 
consistency. 

The  patient’s  white  blood  cell  count  was  1 5,900/ 
mm  ( 3 ) and  his  hemoglobin  level  1 5 g^dL  when  he 
was  admitted  to  the  hospital.  Chest  radiographs  dem- 
onstrated a right  pleural  effusion  with  a right  para- 
mediastinal mass  ( Fig  1 ).  Tomograms  of  the 
mediastinum  showed  a right  suprahilar,  anterior  me- 
diastinal mass  ( Fig  1 ).  An  excretory  urogram  was 
normal,  and  cultures,  stains,  and  pleural  fluid 
cytologic  findings  were  negative. 


A two-hour  urine  pregnancy  test  was  positive  and 
a quantitative  urinary  HCG  (human  chorionic  go- 
nadotropin ) was  evaluated  with  a value  of  greater 
than  1/6,500  lU/L  and  less  than  or  equal  to  1/65,000 
lU/L.  A urinary  Aschheim-Zondek  test  was  positive. 

Bronchoscopy  showed  compression  of  the  trachea 
on  the  right  and  compression  of  the  right  main  stem 
bronchus  by  an  extrinsic  mass.  Mediastinoscopy 
demonstrated  a soft,  hemorrhagic  mass  in  the  ante- 
rior portion  of  the  mediastinum.  The  mass  was  ad- 
herent to  the  bronchus.  Frozen  sections  of  biopsy 
specimens  contained  viable  tumor  cells  dispersed  in 
areas  of  necrotic  tissue.  Several  days  later  a left 
orchiectomy  was  performed  because  of  the  left  testi- 
cular mass. 

Pathologic  examination  of  the  mediastinal  mass 
revealed  necrotic  tumor  with  areas  consisting  of 
large  cells  which  appeared  to  be  syncytiotropho- 
blasts,  consistent  with  choriocarcinoma  (Fig  2).  Tes- 
ticular pathologic  examination  revealed  a weight  of 
29  g with  epididymis,  measuring  4.3  x 3 cm.  Serial 
sections  of  testicular  specimen  revealed  no  tumors, 
masses,  or  cysts.  Spermatogenesis  was  markedly 
reduced,  and  the  basement  membranes  of  the  semi- 
niferous tubules  were  thickened,  with  the  occasional 
disappearance  of  tubules.  Diffuse  Leydig’s  cell  hyper- 
plasia and  marked  tubular  atrophy  were  present, 
consistent  with  abnormal  hormonal  stimulation  ( 7 ). 

The  patient  was  subsequently  discharged  and  is 
receiving  outpatient  radiotherapy  at  the  suggestion 
of  the  radiotherapy  consultant. 

Discussion 

The  anterior  mediastinal  compartment  is  bounded 
anteriorly  by  the  sternum  and  posteriorly  by  the 
pericardium,  aorta,  and  the  brachiocephalic  vessels. 
It  contains  the  thymus  gland,  anterior  mediastinal 
lymph  nodes,  and  mesenchymal  tissue  ( 1 ). 

Choriocarcinomas  are  grouped  as  germinal-cell 
neoplasms.  Included  in  this  group  are  benign  der- 
moid cysts,  benign  and  malignant  teratomas,  semi- 
nomas, and  embryonal  carcinomas.  Choriocar- 
cinomas are  considered  to  arise  from  primitive 
germ  cell  rests  whose  journey  along  the  urogenital 
ridge  to  the  primitive  gonad  was  interrupted  in  the 
mediastinum.  Although  presumably  present  from 
birth,  they  become  manifest  in  most  cases  only  in 
adolescence  or  early  adulthood  ( 1 ). 

Four  theories  have  been  advanced  by  Miller  and 
Brown  (8)  to  explain  the  occurrence  of  this  par- 
ticular tumor:  included  twin  theory,  included  zygote 
theory,  somatic  cell  rest  theory,  primitive  germ  cell 
rest  theory.  The  latter  theory  is  presently  popular 
(3,9),  and  it  simply  states  that  as  the  primordial 
germ  cell  migrates  along  the  urogenital  ridge  to  the 
primitive  gonad,  it  either  goes  astray  or  is  unable  to 
complete  the  journey.  Friedman  (3,9,10)  gives  an- 
other theory,  that  the  tumor  may  arise  from  germ 
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/.  Posteroanterior 
(a)  and  lateral  (h) 
radiographs  of  the 
patient  The  tumor  is 
a smooth,  sharply 
circumscribed 
homogeneous  mass 
projected  to  the  right 
of  the  mediastinum 
and  lying  predomi- 
nantly in  the  anterior 
compartment  The 
small  pleural  effusion 
is  not  evident  in  this 
series  but  was  present 
on  admission  film 
Tomographic  cuts  at 
two  different  levels  (c 
and  d)  show  the 
homogeneity  of  the 
mass  Note  the  obtuse 
angle  that  the  mass 
makes  with  the 
mediastinum  above 
and  below,  indicating 
its  origin  inside  the 
mediastinal  pleura 
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Choriocarcinoma 


2.  Hematoxylin  eosin 
stain  of  mediastinal 
biopsy  specimen  taken 
at  mediastinoscopy 
delineates  distinct 
syncytiotrophoblasts 
and  cytotrophoblasts 
arranged  in  a 
bilaminar  pattern. 

Also  present  is 
hemorrhage  and 
necrosis,  which 
is  typical  of 
choriocarcinoma 
( hematoxylineosin 
stain,  original 
magnification  X 120, 
greatly  reduced  here). 


cell  rest  in  the  anlagen  of  the  thymus  gland. 

Mediastinal  origin  of  primary  choriocarcinoma  is 
very  rare  and  is  almost  entirely  seen  in  young  white 
men  ( 1,5, 7, 9)  in  the  third  decade.  As  emphasized  by 
Fine  et  al  ( 1 ),  an  extragonadal  origin  should  not  be 
accepted  unless  serial  sections  of  the  testes  have 
excluded  the  possibility  that  the  mediastinal  lesion 
is  metastatic.  Indeed,  most  authors  state  that  before 
choriocarcinoma  in  men  can  be  considered  to  be  of 
extragenital  origin,  multiple  sections  from  serial 
blocks  of  the  testes  must  be  free  of  cysts,  scars,  and 
tumor.  The  patients  typically  present  with  the  triad 
of  cough,  chest  pain,  and  gynecomastia  (9,1 1 ). 
Although  this  patient  did  not  present  with  gyneco- 
mastia, it  is  present  in  50%  to  60%  of  reported 
cases  ( 1 ,7,9, 12)  and  is  presumed  to  be  related  to 
gonadotropin  production  by  the  tumor.  Pleural  effu- 
sion, present  in  this  case,  is  uncommon  in  previ- 
ously reported  cases. 

The  only  consistently  abnormal  laboratory  find- 
ings are  a positive  pregnancy  test  and  an  elevated 
plasma  or  urinary  HCG  (human  chorionic  gonado- 
tropin) titer  (1,7,12,13).  The  urinary  Aschheim- 
Zondek  test  usually  is  positive  ( 1 ).  These  results  are 
present  in  all  cases  in  which  the  tests  were  per- 
formed and  were  present  in  this  case. 

Pathologically,  the  tumor  typically  is  a rounded, 
lobulated  mass,  occasionally  with  a thin  capsule. 
Histologically,  syncytiotrophoblasts  predominate 
and  necrosis  is  common  (14).  The  radiographic  ap- 
pearance is  not  distinctive,  depicting  an  anterior 
mediastinal  mass  with  a somewhat  lobulated  con- 
tour expanding  the  mediastinum  unilaterally  or  bi- 
laterally (14).  This  tumor  may  appear  to  be  a well- 
defined  anterior  mediastinal  mass  (9,1 1,13).  The 
trachea  and  mediastinal  structures  may  be  displaced 
(9),  as  in  this  case.  Cavitation  is  not  reported  (13), 
although  necrosis  typically  occurs. 

Choriocarcinoma  detected  in  sputum  prepara- 
tions or  seen  in  “touch”  preparations  of  biopsy  ma- 
terial is  characterized  by  the  presence  of  exfoliated 
multinucleated  syncytiotrophoblastic  cells  in  a 
bloody  background  ( 1 ). 

The  extragonadal  site  must  be  proven  by  exclud- 
ing a gonadal  site.  Some  authors  consider  multiple 
sections  of  the  testicle  with  careful  gross  and  micro- 
scopic inspection  to  be  adequate  (15),  while  others 
believe  that  serial  block  sections  (1,13)  should  be 
done  in  addition  to  hormone  studies  of  the  tumor 
tissue  ( 16)  in  order  to  rule  out  the  possibility  of  a 
primary  gonadal  tumor. 

Primary  mediastinal  choriocarcinoma  of  the  ante- 
rior mediastinum  is  uniformly  fatal  ( 1 ).  Growth 
tends  to  be  rapid.  This  neoplasm  usually  occasions 
symptoms  of  dyspnea,  hemoptysis,  hoarseness, 
stridor,  dysphagia,  and  Horner’s  syndrome  (14).  The 
diagnosis  may  be  strongly  suspected  in  a young 
white  man  with  gynecomastia,  cough,  pleuritic 
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chest  pain,  and  radiographic  evidence  of  an  anterior 
mediastinal  mass  ( 1 ). 

The  prognosis  of  this  lesion  is  extremely  grim. 
Death  may  occur  within  six  months  after  symptoms 
begin  (12,17)  and,  in  most  cases,  within  four  to  six 
weeks  of  the  time  of  diagnosis  (14).  Because  of 
early  and  distant  metastasis,  surgical  excision  is  im- 
possible (9),  and  radiotherapy  (6,9)  has  not  been 
shown  to  be  of  any  benefit.  Combination  chemo- 
therapy (6,9,13)  has  also  been  employed  without 
success.  The  only  hope  of  cure  at  present  is  early 
diagnosis  by  consideration  of  this  rare  tumor  in  all 
anterior  mediastinal  masses  (17)  and  confirmation 
of  the  diagnosis  by  a pregnancy  test  and  urine  or 
plasma  HCG  titer. 
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Not  since  the  jet  made  flying  the  Atlantic  more 
convenient  and  faster  has  an  improvement  such  as 
this  come  along. 

British  Caledonian  offers  free  door-to-door 
limousine  service  for  all  First  Class  and  Super  Exec- 
utive passengers  to  and  from  the  airport  in  all  our 
U.S.  gateway  cities. 

For  your  ease  and  convenience  in  London,  free 
limousine  service  is  also  available  for  all  First  Class 
and  Super  Executive  passengers  at  Gatwick  Airport. 
Or,  if  you  prefer,  a first  class  round-trip  rail  ticket 


to  Victoria  Station  in  central  London.  For  conn 
ing  passengers,  free  limousine  service  is  provid 
from  Birmingham,  Manchester,  Edinburgh  or 
Glasgow  airports. 

Either  way,  British  Caledonian  is  the  first 
only  airline  to  offer  door-to-door  limousirie.sen 
within  40  miles  of  the  airport  at  both  ends  of  yc 
travel.  And  of  course,  all  mileage  on  British  Ct 
donian’s  transatlantic  services  may  be  credited 
Eastern  Airlines’  Frequent  Traveler  Program. 

British  Caledonian’s  inflight  service  to  Lc 


imousuie  service. 


been  recognized  among  frequent  international 
ness  travelers  as  the  finest  in  the  world.  Now 
I door-to-door  limousine  service  on  the  ground, 
ish  Caledonian  provides  yOu  with  the  ultimate 
:1  experience  to  London. 

Let  British  Caledonian  get  you  to  the  airport 
I the  same  convenience,  luxury  and  comfort  we 
' you  in  the  air. 

’ For  reservations  and  complete  details,  call  your 
:1  agent  or  British  Caledonian  at °1 -800-23 1-0270, 
ixas  1-800-392-6650. 


We’re  the  best  of  Great  Britain.  And  we  never 
forget  you  have  a choice. 
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Noastop  service  to  London  I'roni  Atlanta,  Dallas/Ft.  Worth,  Houston.  Los  Angeles 
and  New  York.  Liniousine  .service  available  from  May  1. 1986. 
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Infection  with  Entamoeba  histolytica  is  easy  to 
treat  once  it  has  been  considered  and  diagnosed. 

We  report  six  cases  of  amebiasis,  five  of  which  were 
lethal,  and  discuss  the  different  methods  available 
today  for  the  diagnosis  of  intestinal  and  extra- 
intestinal  amebiasis. 


Amebiasis  is  a disease  caused  by  the  protozoan 
parasite  Entamoeba  histolytica.  It  begins  as 
an  intestinal  infection  with  a wide  spectrum 
of  presentations.  If  not  detected  and  treated,  ame- 
biasis can  result  in  intestinal  perforation  and  per- 
itonitis as  well  as  hepatic  abscesses,  the  most  com- 
mon extra-intestinal  complication. 

Although  considered  a tropical  disease,  it  has 
been  reported  in  Alaska,  Canada,  and  Russia.  It  is 
actually  a disease  of  poor  sanitary  conditions  and 
personal  hygiene.  In  Texas,  there  were  2.9  reported 
cases  per  100,000  population  in  1983  ( 1 )- 

We  present  six  cases  of  amebiasis — five  lethal — 
encountered  in  our  affiliated  hospitals  during  the 
past  3 1/2  years.  Although  it  is  often  considered  to 
be  a tropical  disease  and  related  to  recent  travel, 
amebiasis  is  by  no  means  exclusively  so.  Four  of  the 
patients  were  residents  of  Houston  (Harris  County), 
but  only  two  of  them  had  recently  traveled  to  Mex- 
ico. Two  patients  were  referred  from  abroad. 

Case  reports 

Case  1:  A 21 -month-old  girl  born  in  Harris  County 
was  admitted  with  a two-week  history  of  diarrhea 
consisting  of  four  to  five  daily  green  mucoid  stools 
with  flecks  of  blood,  and  intermittent  temperature 
to  39-4°  C ( 103-4°  F).  Abdominal  guarding  and  right 
lower  quadrant  tenderness  were  present.  Labora- 
tory data  showed  an  anemia  (hematocrit  26.5%  ), 
hyponatremia  (122  mEq/L),  hypokalemia  ( 3- 1 mEq/ 
L),  and  hypochloremia  (79  mEq/L).  An  abdominal 
radiograph  showed  a thickened  right  colonic  wall. 
Stool  culture  was  negative  for  pathogenic  bacteria. 

A single  stool  specimen  for  ova  and  parasites  was 
negative,  as  were  blood  and  urine  cultures.  Neu- 
tropenia and  thrombocytopenia  developed.  Nafcillin 
and  gentamycin  were  begun.  Abdominal  tenderness 
increased,  and  a repeat  radiograph  showed  a mass  in 
the  right  lower  quadrant  of  the  abdomen.  At  lapa- 
rotomy, perforation  of  the  right  colon  with  abscess 
formation  was  found.  Histologic  examination  of  the 
tissue  removed  from  the  colon  showed  transmural 
necrosis  with  amebae  present  on  the  mucosal  and 
serosal  surfaces.  Postoperatively,  the  patient  was 
treated  with  metronidazole.  However,  she  died  of  E 
coli  sepsis  and  pneumonia  on  the  fifth  postopera- 
tive day. 

Case  2:  A 43-year-old  Asian  Indian  man  under- 
went left  ventricular  aneurysmectomy  and  aorto- 


coronary bypasses  (thrde  vessels).  Postoperatively, 
ventricular  arrhythmias  and  tachycardia,  pulmonary 
infiltrates,  and  fever  developed.  Three  weeks  after 
surgery  he  began  having  intermittent  episodes  of 
bloody  diarrhea,  which,  after  evaluation,  was  con- 
sidered most  likely  to  be  secondary  to  ischemia  of 
the  bowel.  Stool  cultures  for  C difficile  were  nega- 
tive and  a single  stool  specimen  for  ova  and  para- 
sites was  negative.  Blood  cultures  were  also  nega- 
tive. His  renal  and  liver  functions  deteriorated.  On 
the  46th  postoperative  day,  grossly  bloody  diarrhea 
occurred  followed  by  hypotension  and  death.  Au- 
topsy revealed  necrotizing  amebic  colitis  with  per- 
foration and  peritonitis,  amebic  phlebitis  of  the 
superior  mesenteric  vein,  and  amebic  abscesses  of 
the  right  and  left  lobes  of  the  liver. 

Summary  of  cases 

The  six  patients  were  from  2 1 months  to  78  years 
old.  In  cases  1 and  4 ( Fig  1 ),  the  patients  had  no 
history  of  travel  outside  the  Houston  area.  In  cases 
2 and  5,  the  patients  were  referred  from  India  and 
Ecuador,  respectively,  and  cases  3 and  6 involved 
Houston  residents  who  had  recently  traveled  to 
Mexico.  In  four  cases  the  diagnosis  was  made  on 
right  colectomy  specimens,  while  the  other  two 
were  diagnosed  at  autopsy. 

Two  patients  were  admitted  for  totally  unrelated 
reasons  (cases  2 and  5).  Patient  number  5 was  trans- 
ferred from  Ecuador  because  of  post-colostomy 
complications.  On  admission  he  was  found  to  have  a 
necrotic  colostomy  and  peritonitis,  for  which  emer- 
gency laparotomy  was  done  and  1 50  cm  of  necrotic 
colon  removed.  Microscopically,  he  was  found  to 
have  advanced  amebic  colitis  as  well  as  adenocar- 
cinoma of  the  cecum. 

Single  specimen  examination  of  the  stools  was 
done  in  cases  1 and  2 and  results  were  negative.  In 
case  2,  countercurrent  Immunoelectrophoresis  was 
done  retrospectively,  and  was  positive.  In  case  1,  an 
indirect  hemagglutination  assay  was  negative  in  ret- 
rospect. Liver  abscesses  were  present  in  cases  2,  3, 
and  4. 

The  diagnosis  of  amebiasis  was  not  considered 
clinically  in  any  case  preoperatively/premortem. 

Discussion 

Although  considered  to  be  relatively  uncommon  in 
the  United  States,  amebiasis  is  being  seen  more  of- 
ten because  of  travel  abroad,  homosexuality,  and  a 
large  immigrant  population,  as  well  as  referrals  from 
other  countries.  The  ingested  E histolytica  cysts  are 
resistant  to  the  acid  digestion  in  the  stomach  and 
pass  into  the  lower  small  intestines  where  the  tro- 
phozoites emerge  and  migrate  to  the  large  bowel. 
There  they  may  give  rise  to  amebic  dysentery  or 
invasive  amebiasis,  or  produce  “asymptomatic”  in- 
festation. What  causes  the  amebae  to  become  in- 
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vasive  is  unknown,  although  many  predisposing 
factors  have  been  suggested.  These  include  poor 
nutrition,  tropical  climate,  decreased  immunologi- 
cal tolerance,  stress,  altered  bacterial  flora,  genetic 
factors,  alcoholism,  colonic  trauma,  parturition  ( 2 ), 
and  strain  of  the  parasite  ( 3 ). 

Laboratory  diagnosis 

Uncomplicated  intestinal  amebiasis  is  easily  treated. 
Necrotizing  amebic  colitis  with  perforation  is  the 
most  severe  complication  of  amebiasis,  and  it  car- 
ries a very  high  mortality.  Hence,  it  is  important  to 
include  amebiasis  in  the  differential  diagnosis  of  di- 
arrhea and  colitis,  and  to  treat  it  before  complica- 
tions develop. 

A positive  stool  examination  for  hematopha- 
genous  trophozoites  is  indisputable  evidence  of  in- 
testinal amebiasis.  The  yield  of  positive  results  from 
examination  of  a single  stool  specimen  is  poor — 
around  30%  — whereas  three  specimens  taken  over 
a four-  to  ten-day  period  give  a higher  yield  (60%  - 
70%  ) (4).  A wet  mount  of  a fresh  stool  specimen 
for  trophozoites  has  a higher  yield.  Ideally,  speci- 
mens should  be  examined  within  1 5 minutes  as  the 
trophozoites  lose  their  motility  and  identifying  char- 
acteristics ( 1 ).  Five  percent  formalin  and  polyvinyl 
alcohol  preserves  cysts  and  trophozoites  indefi- 
nitely. Staining  stool  smears  with  trichrome  helps  in 
identification  of  cysts  and  trophozoites.  Often  ap- 
propriate specimens  are  not  obtained.  Agents  such 
as  bismuth,  antibiotics,  barium,  magnesium  hydrox- 
ide, kaolin,  sulfa  drugs;  antiprotozoal  and  antihel- 
mintic  agents;  and  soap  and  hypertonic  salt  enemas 
administered  1 0 to  14  days  before  stool  specimens 
are  examined  cause  the  organism  to  disappear  from 


the  stool  altogether,  or  make  microscopic  identifica- 
tion of  them  very  difficult  (5). 

Serologic  methods  are  a useful  adjunct  in  diag- 
nosis, especially  of  extra-intestinal  disease.  Useful 
techniques  include  countercurrent  Immunoelectro- 
phoresis (CIE),  immunoelectrophoresis  (lEP),  indi- 
rect hemagglutination  assay  ( IHA ),  gel  diffusion 
precipitation  (GDP),  enzyme  linked  immunosor- 
bent assay  (ELISA),  complement  fixation  (CF),  latex 
agglutination  (LA),  and  indirect  immunofluores- 
cence (IF).  According  to  Milgram  et  al  (6),  about 
85%  of  patients  with  symptomatic  intestinal 
amebiasis  and  96%  - 100%  of  those  with  invasive 
and/or  extra-intestinal  disease  have  positive  indirect 
hemagglutination  titers  ^ 1:128.  Gel  diffusion  pre- 
cipitation was  found  to  be  positive  in  85%  of  pa- 
tients with  amebic  colitis  and  95%  of  those  with 
amebic  liver  abscess  ( 7 ). 

The  IHA  assay  is  sensitive  and  may  remain  posi- 
tive for  more  than  three  years  ( even  for  as  long  as 
20  years  ) following  effective  treatment,  making  it 
difficult  to  interpret  a single  value  in  endemic  areas 
( 8,9  ).  Stool  examination  positive  for  cysts  with  a 
negative  IHA  test  is  indicative  of  noninvasive  intes- 
tinal amebiasis.  A positive  stool  examination  with  a 
history  of  gastrointestinal  symptoms  and  a positive 
IHA  test  usually  indicates  invasive  intestinal  amebia- 
sis. A negative  stool  specimen  with  a positive  IHA 
supports  the  diagnosis  of  current  or  recent  extra- 
intestinal  amebiasis.  Gas  diffusion  precipitation  is 
equally  sensitive  to  IHA,  but  more  specific.  Counter- 
current  immunoelectrophoresis  also  is  more  spe- 
cific and  shows  positivity  earlier  in  the  disease  than 
to  IHA  (9).  Sheehan  et  al  (8)  found  that  CIE  and 
IHA  were  diagnostic  in  100%  of  their  cases  of  extra- 


1.  Summary  of  six  cases  of  amebiasis. 


Case 

No. 

Age/Sex/ 

Race 

Admitting 

Diagnosis 

Foreign  Travel 

Stool 

Exam 

Serology 

Operative  & Pathological 
Findings 

Outcome 

Extra- 

Intestinal 

Site 

1 

21  mo  F 

LA 

Fever,  diarrhea 

None 

Negative 

(xl) 

Negative 

IHA 

Appendix  and  cecal  perfora- 
tion with  peritonitis 

Died 

— 

2 

43  M 

Asian 

L ventricular 
aneurysm 

India 

Negative 
(xl  ) 

Positive  CIE 
( retrospect ) 

Autopsy:  cecal  perforation, 
superior  mesenteric 
phlebitis 

Died 

Liver 

3 

50  M 

W 

R iliac  fossa 

mass 

Mexico 

Not  done 

Not  done 

Cecal  perforation,  peritonitis 

Wound  dehiscence,  hospi- 
talized for  10  months 

Liver 

4 

78  M 

LA 

Transient 

ischemic  attack 

None 

Not  done 

Not  done 

Cecal  and  appendix  perfora- 
tion, peritonitis 

Stormy  post-op  course, 
died 

Uver 

5 

72  M 

LA 

Acute  abdomen 

Ecuador 

Not  done 

Not  done 

Cecal  perforation,  necrotic 
ileum,  peritonitis,  adeno- 
carcinoma of  cecum 
( microscopic ) 

Stormy  post-op  course, 
died 

None 

6 

70  F 

LA 

Septic  shock 

Mexico 

Not  done 

Not  done 

Cecal  perforation,  peritonitis 

Died 

None 
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intestinal  infection,  but  only  25%  of  intestinal  ame- 
biasis cases. 

Culturing  of  the  specimen  provides  an  environ- 
ment conducive  for  excystment  and  multiplication 
of  trophozoites  which  are  then  readily  observed  mi- 
croscopically. This  is  especially  helpful  in  chronic 
asymptomatic  carriers  (9). 

Summary 

Our  selected  experience  redocuments  the  lethality 
of  amebiasis,  and  the  infrequency  of  preoperative  or 
premortem  suspicion.  Consideration  of  amebiasis  as 
a cause  for  diarrheal  and  colitic  presentations  is  req- 
uisite, even  among  indigenous  individuals.  Foreign 
origin  or  travel  should  increase  suspicion.  Speci- 
mens should  be  properly  collected  and  promptly 
examined.  A minimum  of  three  to  five  stool  speci- 
mens should  be  studied.  If  stool  examined  is  un- 
revealing, sigmoidoscopy  should  be  done  to  obtain 
luminal  mucosal  scrapings  for  examination.  Appro- 
priate serologic  studies  also  should  be  done. 
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Substitution  of 
biochemical  urine 
screening  for  routine 
urine  microscopy 


W'e  undertook  a prospectire  sttuly  to  determine 
guidelines  by  which  biochemical  urine  screening 
( including  leukocyte  esterase  for  pyuria  and  ni- 
trite for  bacteriuria)  could  replace  microscopy  of 
urine  specimens  without  missing  urinary’  tract  in- 
fections. Of  the  478  urine  specimens  examined, 
only  six  ( 1.3%)  had  microscopic  abnormalities  of 
probable  clinical  significance  that  were  not  evi- 
dent through  biochemical  screening.  Follow-up  ex- 
amination of  four  of  the  patients  with  abnormal 
urine  specimens  disclosed  that  only  one  patient 
had  clinical  evidence  of  urinary  tract  infection.  We 
conclude  that  a routine  urine  examination  should 
be  limited  to  biochemical  screening;  however,  all 
samples  positive  on  biochemical  screening  should 
have  a follow-up  microscopy.  In  our  study,  this 
change  would  have  eliminated  microscopic  exami- 
nation of  261  of  the  478  specimens  with  an  esti- 
mated saving  of  13  hours  of  technologist  time. 


Microscopic  examination  of  the  urine  for 
the  presence  of  leukocytes  (pyuria)  and 
bacteria  (bacteriuria)  has  been  the  routine 
method  for  screening  for  urinary  tract  infections  in 
most  laboratories.  The  presence  of  ten  or  more 
white  blood  cells  per  high-power  field  and  20  or 
more  bacteria  per  high-power  field  of  the  unstained 
centrifuged  sediment  is  considered  significant  ( 1 ). 
Microscopic  examination  of  all  urine  samples  is 
time-consuming  and  costly.  Omission  of  the  micro- 
scopic examination  when  macroscopic  examination 
(turbidity,  color,  specific  gravity,  reagent-strip  test- 
ing) is  normal  has  been  proposed  ( 2 ) but  is  contro- 
versial (3  ).  A reagent-strip  (Chemstrip  9,  Bio 
Dynamics,  Indianapolis)  with  biochemical  tests  to 
determine  the  presence  of  leukocyte  esterase  (in- 
dicating significant  pyuria ) and  nitrites  ( indicating 
significant  bacteriuria ) has  been  introduced  and  ap 
pears  promising  as  a method  of  rapid  screening  for 
urinary  tract  infection  (4-6). 

We  have  recently  considered  replacing  routine 
urine  microscopy  in  our  laboratory  with  Chemstrip 
9 screening  because  of  the  potential  savings  in  time 
and  cost.  This  article  describes  a prospective  study 
to  identify  discrepant  laboratory  findings  that  might 
result  when  both  techniques  were  used  to  test  each 
of  the  478  urine  specimens.  We  hoped  to  learn 
whether  the  Chemstrip  9 screening  could  be  done 
without  missing  urinary  tract  infections  and  to  es- 
tablish indications  for  microscopic  examination.  We 
have  assessed  the  potential  savings  in  time  and  cost 
that  would  result  from  using  Chemstrip  9 screening 
followed  by  microscopy  when  indicated. 


Materials  and  methods 

A total  of  478  fresh  urine  specimens  from  inpatients 
and  outpatients  were  examined  at  The  Methodist 
Hospital,  Texas  Medical  Center.  This  represents  the 
number  of  specimens  routinely  examined  in  an 
eight-day  period  at  the  hospital.  Both  random  and 
clean-catch  specimens  were  included  in  the  study. 
All  microscopic  urinalysis  was  performed  using  the 
Kova  system  (7).  A portion  ( 12  mL)  of  each  speci- 
men was  centrifuged  in  a Kova  tube,  and  the  top  1 1 
mL  was  decanted  using  the  Kova  petter.  One  drop 
of  sediment  was  then  examined  on  the  Kova  slide 
at  low  power  ( 1 Ox ) and  high  power  ( 40x ) for  the 
presence  of  leukocytes,  bacteria,  casts,  epithelial 
cells,  and  mucus.  Ten  or  more  white  blood  cells  per 
high-power  field  and  greater  than  20  bacteria  per 
high-power  field  were  considered  positive  findings 
( 1 ).  Specimens  that  were  interpreted  as  “bacteria- 
negative,  leukocytes-positive”  or  “bacteria-positive, 
leukocytes-negative  ” were  considered  to  be  con- 
taminated ( 1,8,9)  rather  than  true  positives  as  de- 
scribed in  the  discussion. 

At  the  time  of  microscopic  examination,  all  speci- 
mens were  also  examined  using  the  Chemstrip  9 for 
leukocyte  esterase,  nitrite,  pH,  protein,  glucose,  ke- 
tones, urobilinogen,  bilirubin,  and  blood  as  recom- 
mended by  the  manufacturer.  Any  reaction  of  trace 
or  stronger  was  considered  positive.  The  results 
were  then  correlated  with  the  findings  of  micro- 
scopy. The  discrepancies  were  evaluated  to  deter- 
mine whether  Chemstrip  9 might  fail  to  detect  uri- 
nary' tract  infections,  assuming  that  any  Chemstrip  9 
abnormality  would  be  followed  up  with  microscopy. 

Results 

The  results  of  the  biochemical  screenings  versus  the 
microscopic  findings  are  summarized  in  Fig  1.  When 
the  microscopic  interpretation  was  “bacteria-nega- 
tive,  leukocytes-positive”  or  “bacteria-positive,  leu- 
kocytes-negative,”  the  specimen  was  classified  as 
microscopically  negative  for  reasons  given  below. 
Using  these  criteria,  261  ( 53%  ) of  the  478  cases 
were  true  negatives  ( chemistries  negative,  micro- 
scopy negative)  and  55  ( 12%  ) were  true  positives 
( chemistries  positive,  microscopy  positive ).  Dis- 
crepancies between  the  two  methods  indicated  that 
the  biochemical  screening  results  were  either  false 
positive  for  infection  (chemistries  positive,  mi- 
croscopy negative ) or  false  negative  for  infection 
( chemistries  negative,  microscopy  positive ).  Of  the 
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478  specimens,  1 56  ( 33%  ) were  false  positive  and 
would  have  received  microscopic  examination. 

Only  six  specimens  ( 1.3%  ) were  false  negative  and 
would  have  escaped  detection  by  chemistries.  Of 
this  latter  group,  follow-up  was  obtained  in  four,  and 
only  one  patient  was  found  to  have  clinical  evi- 
dence of  urinary  tract  infection. 

The  time  required  for  routine  microscopic  exam- 
ination of  urine  sediment  and  for  performance  of 
routine  chemistries  was  consistent  with  the  six  min- 
utes per  specimen  calculated  by  the  Workload  Re- 
cording Committee  of  the  College  of  American 
Pathologists  (10).  Performance  of  the  Chemstrip  9 
alone  took  three  minutes  (also  in  agreement  with 
the  Workload  Recording  Committee),  resulting  in  a 
savings  of  three  minutes  per  specimen. 

Discussion 

The  benefits  of  saving  time  and  money  using  the 
Chemstrip  9 system  must  be  weighed  against  the 
risk  of  missing  clinically  important  microscopic  ab- 
normalities. Our  data  indicate  that  if  all  positive 
tests  on  the  Chemstrip  9 are  followed  up  by  micro- 
scopic examination,  then  such  a risk  is  small  (ap- 
proximately 1 % false  negatives ).  Such  an  approach 
does  somewhat  reduce  the  savings  in  time  and 
money  by  increasing  the  number  of  false  positives 
that  receive  follow-up  microscopy.  However,  this 
extra  work  is  worthwhile  to  decrease  the  number  of 
potential  urinary  tract  infections  that  might  other- 
wise be  overlooked. 

In  our  study,  the  elimination  of  microscopic  ex- 
amination of  261  ( 55%  ) of  the  478  samples  would 
have  resulted  in  a potential  savings  of  1 3 hours  of 
technologist  time.  Samples  that  were  positive  for 
bacteria  but  not  for  leukocytes  on  microscopy  most 
likely  represent  contamination  (8),  particularly 
since  leukocyte  esterase  is  detected  even  when  leu- 
kocytes have  degenerated  (9).  On  the  other  hand, 
the  discovery  of  only  leukocytes  on  microscopy  is 
an  unreliable  indicator  of  infection,  since  leukocytes 
may  represent  noninfectious  inflammatory  condi- 
tions ( 1 ) or  vaginal  contamination. 

Our  study  specifically  addresses  the  question  of 
urinary  tract  infection.  Other  renal  disease  such  as 
glomerulonephritis  should  also  be  evident  on  chem- 
istries, but  if  a specific  disease  is  under  investiga- 
tion, the  clinician  should  request  microscopy. 

The  use  of  leukocyte  esterase  and  nitrite  as  a 
urine  screening  procedure  has  already  received 
some  support  in  the  literature.  For  example,  using 
leukocyte  esterase  and  routine  chemistries,  Smalley 
and  Bryan  found  that  only  one  of  244  urines  with 
an  abnormal  microscopic  finding  would  have  been 
missed  on  biochemical  screen  (6).  Sarewitz  missed 
only  one  potentially  significant  instance  of  pyuria 
when  he  used  leukocyte  esterase,  nitrite,  and  rou- 
tine chemistries  to  screen  1 00  specimens  (11). 


Consistent  with  our  observation,  Valenstein  and 
Koepke  found  that  abnormalities  on  microscopic 
examination  not  picked  up  on  biochemical  screen 
did  not  necessarily  represent  clinical  disease  (12). 

Despite  these  results,  some  authors  continue  to 
argue  in  favor  of  routine  microscopy  of  all  urine 
specimens  (13).  Given  the  savings  in  time  and 
money  and  current  emphasis  on  cost  containment 
in  hospital  practice,  however,  negative  results  on 
chemical  screening  of  urines  could  replace  the  rou- 
tine microscopic  examination.  When  urinary  tract 
infection  is  clinically  suspected  and  the  physician 
specifically  orders  microscopy,  microscopic  exami- 
nation should  be  performed.  Otherwise,  the  benefits 
in  time  and  money  justify  the  small  risk  of  missed 
urinary  tract  infection. 
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Cancer  patients,  particularly  those  who  are  neu- 
tropenic, often  develop  serious  infections.  Most  of 
these  infections  are  bacterial,  although  fungal  and 
viral  infections  also  occur.  The  principles  for  man- 
aging these  infections  are  continuing  to  evolve  as 
newer  antimicrobial  agents  become  available. 
However,  it  is  well  recognized  that  broad  spectrum 
antibiotic  therapy  should  be  instituted  promptly 
when  a neutropenic  patient  becomes  febrile,  and 
continued  until  all  signs  of  infection  have  cleared. 
Alteration  of  antibacterial  therapy  or  addition  of 
antifungal  therapy  is  indicated  if  fever  persists. 
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Recent  advances  including  intensive  antineo- 
plastic chemotherapy,  bone  marrow  trans- 
plantation, immunotherapy,  and  improved 
surgical  and  radiotherapeutic  techniques  have 
greatly  improved  the  outcome  for  patients  with  ma- 
lignant diseases.  However,  infection  remains  an  im 
portant  cause  of  morbidity  and  mortality  in  this 
patient  population.  Since  most  bacterial  infections 
occur  during  periods  of  profound  neutropenia,  pa- 
tients with  hematologic  malignancies,  in  whom  neu- 
tropenia is  seen  most  frequently,  are  at  greatest  risk. 
However,  patients  with  solid  tumors,  such  as  lung 
cancer  and  gynecologic  malignancies,  are  also  at  in- 
creased risk  for  infections.  Infections  in  neutropenic 
patients  are  commonly  caused  by  enteric  gram- 
negative  bacilli  (Pseudomonas  aeruginosa,  Kleb- 
siella spp,  and  Escherichia  coli ) and  Staphylococ- 
cus aureus.  Other  organisms  that  have  become 
prominent  recently  are  Acinetobacter  spp,  Serratia 
marcescens,  coagulase-negative  staphylococci,  en- 
terococci, and  )K  diptheroids  ( 1 - 3 ) 

Infections  seen  most  often  in  cancer  patients  are 
pneumonia,  septicemia,  skin  and  soft  tissue  infec- 
tions, and  gastrointestinal  infections  ( mucositis, 
pharyngitis,  esophagitis,  and  perirectal  lesions ). 
Neutropenic  patients  are  often  unable  to  mount  an 
adequate  inflammatory  response,  and  infections  can 
disseminate  rapidly.  It  is  therefore  vital  to  institute 
"empiric  antimicrobial  therapy”  as  soon  as  a neu- 
tropenic patient  becomes  febrile.  Failure  to  do  so 
may  adversely  affect  outcome,  particularly  in  the 
case  of  gram-negative  bacillary’  infections.  For  ex- 
ample, 73%  of  patients  with  P aeruginosa  bac- 
teremia responded  to  antimicrobial  therapy  when  it 
was  started  on  the  day  the  patient  became  febrile; 
however,  only  22%  responded  when  appropriate 
therapy  was  not  started  until  three  to  four  days  had 
elapsed  ( 4 ). 

Many  highly  effective  antimicrobial  agents  have 
recently  become  available.  These  agents  have  re 
suited  in  substantial  progress  in  the  treatment  of 
infections.  Empiric  regimens  have  traditionally  em- 
ployed an  aminoglycoside  ( gentamicin,  amikacin ) in 


combination  with  a beta-lactam  agent  (generally  an 
antipseudomonal  penicillin  such  as  ticarcillin)  to 
provide  broad  initial  antibacterial  coverage.  The 
availability  of  the  newer  third  generation  cephalo- 
sporins, the  ureidopenicillins,  the  beta-lactamase 
inhibitors,  the  monobactams,  the  penams,  and 
the  quinolones  have  enabled  clinicians  to  develop 
newer  regimens  that  are  potentially  more  effective 
and  less  toxic  than  the  standard  regimens.  This 
paper  discusses  factors  that  influence  the  selection 
of  antibacterial  regimens  in  cancer  patients  and 
some  important  principles  in  the  management  of 
infections  in  these  patients. 

Factors  influencing  antibiotic  selection 

Various  factors  may  influence  the  selection  of  anti- 
biotics used  in  empirical  regimens  in  neutropenic 
patients  ( Fig  1 ).  The  regimen  should  have  a broad 
antibacterial  spectrum  against  both  gram-negative 
and  gram-positive  organisms.  A single  agent  is  not 
likely  to  provide  this,  although  some  newer  agents 
possess  a remarkably  wide  .spectrum  in  vitro  and 
might  be  considered  for  single  agent  therapy  in  the 
future.  Two-drug  regimens  do  not  provide  universal 
coverage  either,  but  the  addition  of  a third  drug 
does  not  seem  to  increase  efficacy  in  clinical  trials 

(5) . 

Neutropenic  patients  rely  almost  entirely  on  anti- 
biotics to  eradicate  infection.  In  this  setting,  there- 
fore, bactericidal  agents  are  probably  superior  to 
bacteriostatic  antibiotics.  Serum  bactericidal  activity 
has  been  shown  to  be  predictive  of  the  outcome  of 
gram-negative  bacillary  septicemia  in  both  neutro- 
penic patients  and  those  with  adequate  neutrophils 

( 6 ) .  There  is  some  evidence  that  antibiotic  com- 
binations that  are  synergistic  provide  greater  serum 
bactericidal  activity  and  are  therefore  more  ef- 
fective clinically  than  nonsynergistic  combinations 

( 7 ) .  Synergistic  combinations  probably  increase 
efficacy  by  lowering  the  minimal  inhibitory  con- 
centrations of  both  drugs  for  the  offending  patho- 
gen, thereby  providing  greater  bactericidal  activity 
in  blood  and  tissues.  This  may  be  particularly  true 
of  aminoglycosides,  since  serum  and  tissue  levels  of 
this  class  of  antimicrobial  agents  are  much  lower 
than  those  of  the  beta-lactams.  This  concept,  how- 
ever, has  recently  been  questioned,  as  many  of  the 
so-called  non.synergistic  combinations  reflect  the  ac- 
tivity of  only  one  effective  antimicrobial  agent. 
Combinations  should  only  be  considered  synergistic 
when  each  antibiotic  is  active  against  the  organism 
and  using  them  together  enhances  the  activity  of 
both.  Conversely,  combinations  should  only  be  re- 
garded as  nonsynergistic  if  both  antibiotics  are  ac- 
tive against  the  organism  but  their  activity  is  not 
enhanced  when  u.sed  together.  Two  active  agents 
may  on  occasion  be  more  effective  than  one,  re- 
gardless of  the  presence  or  absence  of  synergy  (8). 
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Certain  pharmacokinetic  properties  miglit  influ- 
ence the  selection  of  antibiotics.  'Hiese  are  the  de- 
gree of  serum  protein  binding,  diffusion  into  target 
tissue,  length  of  serum  half-life,  and  major  excreton,- 
pathway  of  the  drug.  Extremely  high  rates  of  pro- 
tein binding  leave  less  "free  drug  ' to  exert  its  ac- 
tivity. Diffusion  into  target  tissues  is  important  in 
infections  such  as  meningitis,  in  which  the  anti 
biotic  must  traverse  the  blood-brain  barrier,  and 
pneumonia,  in  which  poor  diffusion  into  lung  and 
bronchial  secretions  might  produce  unsatisfactor\' 
results.  A long  serum  half-life  results  in  therapeutic- 
serum  levels  of  the  drug  for  sustained  periods  of 
time  and  enables  one  to  administer  the  drug  less 
frequently.  The  major  excretor)-  pathway  becomes 
important  when  dealing  with  patients  who  have  re 
nal  or  hepatic  insufficiency.  To  what  extent  these 
factors  influence  the  outcome  of  infections,  par- 
ticularly in  neutropenic  patients,  is  not  fully 
understood. 

Several  other  factors — such  as  the  schedule  of 
antibiotic  administration  ( intermittent  vs  continu- 
ous ),  the  potential  toxicity  of  the  agent,  the  thera- 
peutic index,  and  cost — might  influence  the  selec- 
tion of  antibiotics  for  empiric  regimens  in  neu- 
tropenic patients.  Finally,  knowledge  of  the  patho- 
gens predominant  in  each  physician's  hospital  and 
their  susceptibility/resistance  pattern  is  of  utmost 
importance.  Such  knowledge  will  help  devise  effec- 
tive empiric  combinations  best  suited  to  the  local 
situation. 

Antibiotic  regimens  in  cancer  patients 
COMBINATION  THERAF\' 

Antibiotic  combinations  offer  several  advantages 
over  single  agents  in  the  treatment  of  infections  in 
cancer  patients.  Primarily  antibiotic  combinations 
! provide  a wider  antibacterial  spectrum.  Other  ad- 
vantages are  the  potential  for  synergism  and  en 
hanced  bactericidal  activity,  prevention  of  the  emer- 
I gence  of  resistant  organisms,  and  the  possibility  of 
‘ reducing  the  dosage  of  potentially  toxic  drugs. 

; Many  different  combinations  have  been  evaluated  in 
cancer  patients.  A few  selected  studies  are  pre 
' sented  in  Fig  2.  It  is  evident  that  the  overall  re- 
sponse rates  achieved  with  any  of  these  regimens 
are  quite  similar.  Aminoglycoside-containing  regi- 
mens have  not,  in  general,  been  more  effective 
■ than  regimens  not  containing  aminoglycosides. 

I Aminoglycoside-containing  regimens  may  also  be 
more  toxic  than  other  regimens,  particularly  when 
1 used  in  combination  with  cephalosporins,  although 
this  does  not  seem  to  occur  with  the  newer  third- 
j generation  cephalosporins  (14).  Aminoglycosides 
are  therefore,  not  an  essential  component  of  em 
piric  regimens.  They  do,  however,  have  a greater 
potential  for  synergism  with  beta-lactam  antibiotics. 

The  emergence  of  resistant  organisms  while  the 
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patient  is  receiving  therapy  is  a potential  concern 
when  using  double  beta-lactam  combinations  or 
single-agent  therapy  with  these  agents.  The  inclu 
sion  of  aminoglycosides  might  prevent  the  emer- 
gence of  such  resistant  organisms. 

SINGLE-AGENT  THERAPY 

W ith  the  availability  of  the  extended  spectrum  peni 
cillins  ( mezlocillin,  piperacillin  ) and  cephalosporins 
( moxalactam,  cefoperazone,  ceftazidime,  etc ),  it  be- 
came possible  to  consider  the  use  of  a single  agent 
as  initial  therapy  of  infections  in  cancer  patients. 
Several  agents  have  been  clinically  evaluated  both 
in  neutropenic  patients  and  in  patients  with  ade- 
quate neutrophil  counts  (15).  Fig  3 lists  a few  re- 
cent studies  using  single-agent  therapy. 

In  patients  without  neutropenia,  agents  such  as 
cefotaxime  and  ceftizoxime  are  effective  and 
produce  overall  response  rates  in  the  range  of  68% 

/ Factors  influencing  the  choice  of  antibacterial  regimens. 

1 Antibacterial  spectrum 

2 Bactericidal  activity 
Potential  for  synergistic  activity 

-I  Pharmacokinetic  properties; 

Scrum  protein  binding 
Tissue  distribution 
Serum  half-life 
Major  excrctorv'  pathway 

5 Therapeutic  index  (serum  concentration/inhibitoiy 
concentration ) 

6 Toxicity/safety  profile 

7 Ltical  ( institutional ) factors 

( predominant  microfiora;  resistance  patterns ) 

8 .Schedule  of  administration 

( intermittent  vs  continuous ) 

9 Cost  effectiveness 


2 Antibiotic  combinations  in  patients  with  neutropenia 


Reference 

Author  & 'tear 

Regimen 

Overall  % 
Response 

(9) 

Lau  et  al. 

carbenicillin 

+ amikacin 

7‘> 

197"' 

vs 

carbenicillin 

+ gentamicin 

( 10) 

Wade  et  al. 

piperacillin 

+ amikacin 

■>8 

1981 

vs 

ticarcillin 

+ amikacin 

SO 

( 11 ) 

Keating 

ticarcillin 

+ trimethoprim 

77 

et  al.  1981 

sulfamethoxazole 

( 12) 

Dejongh 

ticarcillin 

+ amikacin 

80 

et  al.  1982 

vs 

moxalactam 

+ amikacin 

8.^ 

(“>) 

Lawson  et  al. 

ticarcillin 

+ tobramycin 

67 

1984 

VS 

mezlocillin 

+ tobramycin 

‘i) 

vs 

ticarcillin 

+ cephalothin  + tobramycin 

59 

(1-D 

Winston 

moxalactam 

+ tobramycin 

79 

et  al,  1984 

VS 

moxalactam 

-1-  piperacillin 

77 

(8) 

Fainstein 

moxalactam 

+ tobramycin 

64 

et  al,  1984 

vs 

moxalactam 

-1-  ticarcillin 

65 

to  77%  (15,19).  These  agents,  however,  do  not  pro- 
vide effective  coverage  against  Pseudomonas  aeru- 
ginosa and  should  not  be  used  when  this  organism 
is  isolated. 

Cefoperazone  and  ceftazidime  have  good  anti- 
pseudomonal  activity  and  have  been  shown  to  be 
effective  as  initial  empiric  therapy  in  patients  with 
and  without  neutropenia  These  agents,  however, 
have  moderate  gram-positive  activity,  and  in  institu- 
tions where  resistant  gram-positive  organisms  such 
as  coagulase-negative-staphylococci  and  JK  diph- 
theroids are  important  pathogens,  they  should  be 
used  in  combination  w ith  an  agent  such  as  vanco- 
mycin which  has  activity-  against  these  organisms. 
Also,  the  numbers  of  patients  w ith  documented  in 
fections  treated  with  single-agents  are  small,  and 
more  experience  needs  to  be  accumulated  before 
single-agent  therapy  can  be  routinely  recommended 
in  neutropenic  patients.  The  emergence  of  resis 
tant  organisms  is  also  of  concern  when  employing 
single-agent  therapy,  and  the  addition  of  other  anti- 
biotics such  as  aminoglycosides  may  be  necessan>’ 
to  prevent  this  problem 

DURATION  OF  THERAP\' 

The  duration  of  antibiotic  therapy  is  still  a matter  of 
controversy.  Some  authors  recommend  continua- 
tion of  antibiotic  therapy  in  patients  w ith  docu- 
mented infections  until  the  resolution  of  neutro- 
penia ( 23 ) This  approach  is  expensive  and  al.so  may 
result  in  an  increased  number  of  superinfections.  It 
has  been  our  practice  to  treat  patients  for  four  days 
after  all  signs  and  symptoms  of  infection  have  been 
resolved  for  a minimum  of  seven  days.  Infections 
such  as  pneumonia  require  longer  treatment  This 
approach  seems  to  be  associated  with  a low  relapse 
rate  and  a low  rate  of  superinfections  ( 24 ).  Patients 
who  do  not  respond  to  the  initial  empiric  regimen 
might  require  modification  of  antibacterial  therapy 
or  the  addition  of  antifungal  therapy  ( 25 ). 
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Reference 

Authors  & Year 

Antibiotic 

Overall  % 
Response 

Patients  Without  Neutropenia 

( 16) 

Fainstein  et  al,  1982 

Ceftizoximc 

68 

(17) 

Bolivar  etal,  1983 

Cefoperazone 

71 

(18) 

Piccart  et  al  1984 

Cefoperazone 

88 

( 19) 

Rolston  et  al,  198S 

Cefotaxime 

77 

Patients  With  Neutropenia 

(20) 

Fainstein  et  al,  1982 

Ceftazidime 

76 

(17) 

Bolivar  et  al,  1983 

Cefoperazone 

S9 

(21) 

Jadeja  et  al.  1984 

Piperacillin 

75 

(18) 

Piccart  et  al,  1984 

(;efoperazone 

77 

(22) 

Pizzo  et  al.  198S 

Ceftazidime 

84 

FEVER  OE  UNEXPLAINED  ORIGIN 
The  most  difficult  and  perplexing  group  of  patients 
are  those  w ith  fever,  w ho  display  no  signs  of  infec- 
tion (fever  of  unexplained  origin) — and  from  whom 
no  pathogens  are  isolated.  Many  of  these  patients 
respond  to  antibacterial  regimens,  suggesting  that 
they  do  have  bacterial  infections.  The  widespread 
use  of  prophylactic  antibiotics  may  be  partially  re- 
sponsible for  the  failure  to  isolate  the  offending 
pathogens  from  such  patients.  Patients  who  respond 
to  antibacterial  therapy  should  be  treated  in  a man- 
ner similar  to  those  from  whom  bacterial  pathogens 
have  been  isolated.  Patients  who  remain  febrile  de- 
spite antibacterial  therapy  pose  a difficult  diagnostic 
and  therapeutic  challenge.  Some  of  these  patients 
have  infections  due  to  organisms  such  as  cyto- 
megalovirus or  Epstein  Barr  virus.  Other  causes  for 
fever  in  these  patients  are  drug  fever,  bacterial  infec- 
tions that  are  resistant  to  the  therapy  the  patients 
are  receiving,  or  fungal  infections.  Such  patients  also 
may  benefit  from  modification  of  antibacterial  ther- 
apy or  the  addition  of  antifungal  therapy  since  it  has 
been  demonstrated  that  a significant  proportion  de- 
velop fungal  infections  (26). 

OTHER  THERAPEUTIC  MODALITIES 
About  30%  to  40%  of  infections  occurring  in  pa- 
tients with  neutropenia  fail  to  respond  to  appro- 
priate antibiotic  therapy.  In  most  cases,  profound 
neutropenia  persists.  Patients  with  persistent  neu- 
tropenia and  documented  infections  who  fail  to  re- 
spond to  appropriate  antibiotic  therapy  within  two 
to  three  days  might  benefit  from  granulocyte  trans- 
fusions. In  several  prospective  studies,  patients  re- 
ceiving granulocyte  transfusions  survived  longer 
than  control  patients  ( 27,28).  Most  patients  who 
will  respond  do  so  within  the  first  few  days.  Transfu- 
sions should  therefore  be  given  daily  for  four  to  five 
days. 

Recent  advances  in  medical  technology  have  pro- 
vided several  means  of  strengthening  host  defense 
mechanisms.  The  development  of  hyperimmune 
plasma  for  specific  pathogens  and  monoclonal  anti- 
bodies may  improve  the  outcome  of  patients  who 
do  not  respond  to  antibiotic  therapy  alone  (29). 
Most  gram-negative  bacilli  belonging  to  the  family 
Enterobacteriaceae  share  a common  core  endotoxin 
region.  Some  laboratories  have  developed  antiserum 
directed  against  this  common  core  obtained  from  a 
“J5  ' mutant  of  an  E coli  strain.  In  a randomized 
study,  patients  receiving  this  “J5”  antiserum  had  a 
lower  mortality  rate  than  patients  not  receiving  it, 
particularly  in  the  presence  of  septic  shock  (30). 
However,  the  efficacy  of  this  antiserum  has  not  been 
proven  in  neutropenic  cancer  patients. 

Active  immunization  against  P aeruginosa  has 
been  attempted  with  the  use  of  vaccines.  These 
have  been  effective  in  burn  patients,  but  their  place 
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in  the  neutropenic  cancer  patient  has  yet  to  be  es- 
tablished. Polyvalent  pneumococcal  vaccines  have 
also  been  developed.  Their  usefulness  in  cancer  pa- 
tients might  be  limited  as  a result  of  the  impaired 
immune  responses  seen  in  such  patients.  If  these 
vaccines  are  administered  before  the  institution  of 
chemotherapy,  radiotherapy,  or  splenectomy,  the  re- 
sults are  better.  This  may  not,  however,  always  be 
practical  or  possible. 

Summary 

It  is  evident  that  no  single  regimen  is  appropriate 
for  all  cancer  patients.  From  various  studies  con- 
ducted at  this  institution  and  others,  we  can  con- 
clude that  combination  antibiotic  therapy  is  effec- 
tive. Aminoglycosides  do  not  form  an  essential  com- 
ponent of  such  combinations  but  may  prevent  the 
emergence  of  resistant  organisms.  Studies  using 
only  one  effective  agent  against  gram  negative 
bacilli  and  achieving  cure  rates  comparable  to  regi- 
mens of  potentially  synergistic  combinations  seem 
to  indicate  that  synergism  may  not  be  a major  thera- 
peutic factor.  Although  monotherapy  appears  ade 
quate  for  most  gram  negative  infections,  no  single 
agent  has  a spectrum  broad  enough  to  also  cover 
the  gram-positive  organisms  that  occur  frequently 
in  neutropenic  patients.  Agents  such  as  vancomycin 
may  be  necessary  in  such  situations. 

Combination  antibiotic  therapy  should  be  in 
stituted  promptly  when  a neutropenic  patient 
becomes  febrile  and  continued  until  signs  and 
symptoms  of  infection  have  cleared.  Selected  pa- 
tients might  benefit  from  granulocyte  transfusions, 
and  antifungal  therapy  might  be  indicated  for  pa- 
tients who  do  not  respond  to  antibacterial  therapy. 
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^ Weritci^e  Series  Medical  education  in 

D ClAVrON  BROWN.  PHI)  Texas:  the  growth  of 

schools 


The  history  of  medical  education  in  Texas  began 
in  1839,  hut  it  was  not  until  1891  that  the  first 
quality  school  opened.  The  University  of  Texas 
Mediccd  Branch  at  Galveston.  Legislation  estab- 
lished standards  for  medical  schools,  so  thcd  by 
1918  the  last  substandard  school  was  gone.  Un 
til  1943,  only  the  Galveston  school  and  Baylor 
existed.  That  year,  the  Southwestern  Medical  School 
was  formed  in  Dallas.  As  Texas  industrialized  and 
population  increased,  more  schools  were  built,  un- 
til by  the  mid-1980s  the  state  bad  seven  allopathic 
schools  and  one  osteopathic  school 


In  1910  Abraham  Flexner  wrote:  “Texas  is  indu 
bitably  a state  destined  to  a great  development; 
its  educational  institutions  must  from  time  to 
' time  be  readjusted  to  take  account  of  its  expanded 
needs”  ( 1 ).  That  statement  describes  the  condition 
of  medical  education  in  the  Lone  Star  State  both  in 
j reference  to  the  past  and  the  future.  Until  the  20th 
I century,  Texas,  like  many  states,  had  substandard 
medical  schools;  at  some  points  in  the  19th  century, 
no  school  was  available.  During  the  20th  century, 

I particularly  after  World  War  II,  the  quality  and  avail- 
ability of  medical  schools  significantly  increased,  so 
I that  by  the  mid-1980s,  Texas  had  eight  schools,  with 
; four  operated  as  part  of  The  University  of  Texas,  one 
as  part  of  Texas  Tech  University,  another  as  part  of 
Texas  A&M  University,  and  one  private  school  oper- 
ated by  Baylor  University.  One  osteopathic  school  at 
Fort  Worth  was  affiliated  with  North  Texas  State 
University. 

I Medical  care  in  early  Texas  differed  little  from 
that  in  other  areas,  especially  where  frontier  con- 
1 ditions  prevailed.  Heroic  medicine  was  common 
throughout  the  United  States,  meaning  that  physi- 
; cians  leaned  heavily  on  purging  and  bloodletting  as 
I remedies.  The  Greek  concept  of  the  humors  still 
. prevailed,  and  each  doctor  awaited  the  appearance 
; of  a “laudable  pus”  in  a patient’s  wound  as  a sign  of 
recovery.  American  doctors  were  under  the  influ- 
ence of  Benjamin  Rush  who  had  taught  that  disease 
was  the  result  of  bodily  poison,  and  the  poison 
should  be  removed  by  bloodletting  and  purging. 
Like  physicians  elsewhere,  Texas  doctors  gave  lib- 
eral doses  of  calomel.  These  draconian  treatments 
frequently  brought  death,  but  belief  in  their  value 
persisted.  Complaints  about  physicians  were  com- 
mon. In  regard  to  Texas  doctors,  one  new  arrival 
wrote,  that  the  "...  principal  remedies  are  to  make 
one  bleed  . . . and  calomel,  everything  else  being 
mere  guess  work.  Consequently,  in  Texas  the  major 
ity  of  men  die  either  on  account  of  the  lack  of  reli- 
able doctors  or  through  their  own  ignorance  and 
quack  remedies”  ( 2 ). 

During  the  antebellum  period,  furthermore,  the 


quality  of  medical  education  in  the  United  States 
was  poor,  a condition  wrought  not  only  by  the  poor 
state  of  medical  science,  but  also  by  a lack  of  stan- 
dards. Schools  fell  into  rw'o  categories,  university 
and  proprietary.  Dartmouth,  Harvard,  and  Pennsyl- 
vania were  some  of  the  better-known  university 
medical  schools,  but  they  relied  heavily  on  lectures 
and  texts.  Patient  contact  was  skimpy  and  dissection 
was  not  always  available.  In  1830  Massachusetts  was 
the  first  state  to  provide  legal  authority'  to  medical 
schools  for  obtaining  bodies.  Proprietary  schools 
offered  a similar  curriculum  and  faced  the  same  dif- 
ficulties. If  anything,  they  worsened  the  situation 
because  of  their  dependence  on  student  fees  and 
were  commonly  known  as  diploma  mills.  Usually  no 
premedical  training  was  required,  and  laboratories 
and  libraries  were  seldom  available.  “Many  profes- 
sors were  more  concerned  with  collecting  fees  than 
providing  a medical  education,  ” wrote  one  histo- 
rian, and  “there  was  a tendency  to  lower  standards, 
both  for  entrance  and  graduation”  ( 3 )■  The  appren- 
tice system  was  also  used,  and  young  men  learned 
the  art  of  healing  by  studying  a “winter  or  two” 
with  an  established  practitioner.  These  conditions 
existed  throughout  the  LInited  States,  and  while 
early  Texas  doctors  were  poorly  trained,  their  in- 
ability to  heal — and  even  their  use  of  dangerous 
treatments — was  not  unique. 

The  first  mention  of  a medical  school  for  Texas 
occurred  in  1839  when  Dr  G.  F.  H.  Crockett  of  Mis- 
sissippi wrote  the  president  of  the  Texas  republic, 
Mirabeau  B.  Lamar,  about  the  possibility  of  opening 
a school  there.  Nothing  came  of  the  correspon- 
dence, although  the  legislature  in  1844  granted  a 
charter  for  the  establishment  of  Herman  Univers 
ity,  where  medicine  and  other  subjects  would  be 
taught.  It  never  offered  classes  due  to  a lack  of 
funds.  Indeed,  the  first  school  that  had  courses  of 
instruction  was  the  Galveston  Medical  College  or- 
ganized in  November  1865.  It  was  an  outgrowth  of 
the  medical  department  of  Soule  University  which 
had  been  chartered  by  the  legislature  in  1856.  The 
Galveston  school  was  poorly  equipped,  described  as 
“one  disarticulated  skeleton,  three  large  anatomi- 
cal maps  and  one  obstetrical  mannequin.  Later  on, 
a few  models  of  the  eye  and  ear  were  added”  (4, 
pp  7—8)  In  1873  the  school  closed  after  the  faculty 
resigned  in  protest  over  the  administration  of  Dr 
Greensville  Dowell,  only  to  be  reorganized  that 
same  year  as  the  Texas  Medical  College  and  Hospi 
tal.  Dr  Dowell  continued,  nonetheless,  as  professor 
of  surgery. 

In  1881  the  legislature  took  stens  to  create  a state 
university  with  a medical  department  at  Galveston 
or  Houston,  a decision  to  be  settled  by  popular 
vote.  Voters  chose  the  Galveston  site  by  29,741  to 
12,586.  Anticipating  a state  supported  school  in 
town,  the  Texas  Medical  College  shut  down.  How 
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ever,  the  legislature  could  not  provide  the  funds  for 
the  new  school,  and  Galveston  business  interests 
and  some  physicians  in  1888  reopened  the  Texas 
Medical  College  “to  fill  the  gap  until  the  University 
could  begin  its  operations”  (4,  p 15). 

Texas  Medical  College  should  not  be  regarded  as 
a diploma  mill,  because  it  had  a three-year  curricu- 
lum, at  least  during  1888-  1891,  that  included 
clinical  and  surgical  training.  Students  were  subject 
to  a regimen  of  chemistry,  pharmacy,  osteology,  his- 
tology, dissection,  and  clinical  and  surgical  teaching. 
Diseases  of  the  eye,  ear,  throat,  and  skin — plus  sur- 
gical and  clinical  teaching  and  lectures — were 
emphasized  in  the  third  year  (4,  p 19).  Some  distin- 
guished faculty  served  there,  such  as  pathologist 
George  Dock,  who  in  1944  received  the  Distin 
guished  Service  Medal  and  Award  of  the  American 
Medical  Association.  By  contrast,  diploma  mills  still 
operated  in  the  state;  The  New  York  Medical  (x)l- 
lege  in  San  Antonio  was  chartered  in  1889  and  ad- 
vertised its  service  in  newspapers.  It  charged  $50 
for  a diploma,  and  the  West  Texas  Medical  Associa- 
tion, in  order  to  prove  the  bogus  nature  of  the 
school,  enrolled  a porter  who  attended  class  for  1 7 
days.  At  that  point,  he  paid  S50  and  received  a di- 
ploma. Based  on  that  experience,  the  association 
managed  to  get  the  school’s  charter  revoked.  In 
1901  the  Texas  Medical  Association  reported  500 
medical  diplomas  on  record  obtained  in  similar  cir- 
cumstances ( 5 ). 

Texas  took  a significant  step  in  the  development 
of  medical  education  in  1901  when  the  legislature 
created  the  state  Board  of  Medical  Examiners.  The 
law  clearly  specified  . that  no  member  shall  be 
a professor  or  teacher  in  any  medical  school " ( 6 ). 
Applicants  would  have  to  be  examined  in  “anatomy, 
physiology,  chemistry,  materia  medica,  therapeutics, 
histology,  pathology,  practice  of  medicine,  surgery, 
including  diseases  of  the  eye,  ear,  nose  and  throat, 
obstetrics,  gynecology,  hygiene,  and  medical  juris- 
prudence” (6,  p 15).  This  measure  took  the  power 
of  licensure  away  from  faculty  members,  thereby 
sounding  the  death-knell  of  proprietary'  schools. 
Credit  for  the  law  must  go  to  the  medical  profession 
itself,  that  is,  orthodox  physicians  who  usually  gradu- 
ated from  a university  or  more  reputable  proprie- 
tary school.  Pressure  for  the  creation  of  the  state 
board  came  directly  from  the  Texas  Medical  Associ- 
ation, which  was  affiliated  with  the  American  Medi- 
cal Association. 

In  the  meantime.  The  University  of  Texas  had  es- 
tablished a medical  branch  at  Galveston.  Construc- 
tion of  the  “red  Brick  Building,”  headquarters  of  the 
school  and  a landmark  in  Galveston,  began  in  1890 
next  to  John  Sealy  Hospital,  which  had  opened  that 
year.  The  original  faculty  in  1891  had  13  members, 
including  eight  full-time  professors,  most  of  whom 
were  relatively  young.  But  the  facilities  were  lack- 


ing; Dr  James  E.  Thompson,  a member  of  the  origi- 
nal faculty,  remembered  empty  rooms  almost  void 
of  equipment.  No  library  was  available,  only  “jour- 
nals thrown  higgledy  piggledy  in  disorderly  heaps 
on  the  floor.”  The  anatomy  room  was  poorly  lit  and 
almost  empty.  Dr  William  Keiller,  first  professor 
of  anatomy,  had  a few  items  of  his  own  to  use 
for  instruction.  The  department  of  pathology  was 
equally  unprepared.  Faculty  members  agreed  they 
faced  “years  of  toil,  individualistic  sacrifice  and 
united  effort.”  But  a feeling  of  eagerness  and  opti- 
mism prevailed.  Dr  Thompson  recalled  in  his  1925 
commencement  address,  and  “I  left  the  conference 
in  quite  a cheerful  frame  of  mind”  (4). 

Ironically,  the  famous  Galveston  hurricane  of 
1900  brought  a significant  improvement  in  the  re- 
sources of  the  Medical  Branch.  To  be  sure,  the 
storm  had  wrought  much  damage  to  the  institution, 
but  The  University  of  Texas  Board  of  Regents,  which 
heretofore  had  been  stingy'  with  funds,  was  im- 
pressed with  the  response  of  the  faculty  and  stu- 
dents to  the  needs  of  the  city  after  the  hurricane 
subsided.  As  reported  in  the  school’s  official  history, 
“The  storm  was  the  turning  point  in  the  attitude  to- 
ward the  school  of  the  Board  of  Regents,  the  legis- 
lators, and  Texans  generally”  ( 4,  p 62 ).  The  regents 
provided  greater  funds  as  did  the  state  legislature.  In 
fact,  the  facilities  were  in  superior  condition  after 
the  repairs  had  been  made  because  the  dissecting 
room  lighting  was  improved  with  a skylight,  all 
equipment  was  restored  or  replaced  and  much  new 
equipment  added,  and  the  library  was  furnished 
with  a full-time  salaried  librarian.  Best  of  all,  the 
new  attitude  meant  future  support,  and  the  Medical 
Branch  at  Galveston  began  to  expand. 

Texas  experienced  a flurry  of  activity  in  the  crea- 
tion of  medical  schools  at  the  turn  of  the  century. 
Two  schools,  Baylor  University  College  of  Medicine 
and  Dallas  Medical  College,  were  organized  in  1900. 
At  Texarkana,  Gate  City  Medical  College  was  started 
in  1902,  and  another  two  Dallas  schools.  Bell  Medi- 
cal College  and  Southwestern  University  Medical 
College,  were  founded  in  1903.  It  appeared  that  the 
founders  of  these  schools  had  the  best  intentions,  to 
olfer  bona  fide  instruction  in  medical  science,  but 
they  had  too  few  resources.  Most  of  them  ceased 
operations  or  were  absorbed  by  another  school 
within  a short  time  because  of  more  action  taken  by 
the  legislature  and  publication  of  the  famous  Flex- 
ner  report. 

To  strike  at  quackery,  the  legislature  in  1905  em- 
powered county  district  courts  to  revoke  licenses 
of  persons  falsely  representing  themselves  as  physi- 
cians, but  more  important,  the  legislature  in  1907 
passed  stiffer  requirements  for  applicants  to  the 
Board  of  Medical  Examiners.  Applicants  must  have 
attended  a “reputable”  medical  school  “whose 
course  of  instruction  shall  embrace  not  less  than 
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four  terms  of  five  months  each,”  and  they  would  be 
examined  in  the  following  branches:  “anatomy,  phy- 
siology', chemistry,  histology,  pathology,  bacteriology  , 
phy  sical  diagnosis,  surgery,  obstetrics,  gynecology, 
hygiene  and  medical  jurisprudence”  ( 7 ).  The  signifi- 
cance of  the  law’  was  twofold:  Texas  physicians 
would  henceforth  have  to  attend  a school  w ith 
probably  a four-year  curriculum,  and  the  schools 
must  offer  some  laboratory  experience.  The  legis 
lature  put  into  effect  the  recommendations  of  the 
American  Medical  Association  ( AMA ) Ca)uncil  on 
Medical  Education,  and  the  (ialveston  school  had 
adopted  a four-year  program  in  1897  ( 5,  pp  43- 
47 ).  Medical  education  costs,  thus,  suddenly 
jumped,  and  poorly  equipped  schools  with  small 
funding  could  expect  a short  life  span. 

Few  developments  had  as  much  impact  on  medi 
cal  education  in  Texas  and  throughout  the  I'nited 
States  as  the  Flexner  report.  In  1907  the  AMA  Coun- 
cil on  Medical  Education  asked  the  C'arnegie  Foun- 
dation to  make  a thorough  study  of  medical  educa- 
tion. The  AMA  had  fought  the  proprietary'  schools 
and  wanted  action  taken  against  them  and  all 
schools  that  were  substandard.  The  foundation 
turned  the  task  over  to  Abraham  Flexner  who  had 
just  finished  a study  of  American  universities.  Flex- 
ner inspected  every'  medical  school  in  the  United 
States  and  in  frank  language  described  his  findings. 
Of  the  existing  155  schools,  he  recommended  that 
only  3 1 be  allowed  to  operate.  Too  many  schools 
had  released  inadequately  trained  physicians  in  “ab- 
solute disregard  of  the  public  welfare  and  without 
any  serious  thought  of  the  interests  of  the  public” 

( 1 , p X ).  Flexner  identified  four  schools  in  Texas. 
Baylor  University  College  of  Medicine,  Southwest- 
ern University  Medical  College,  Fort  Worth  Uni- 
versity' Medical  Department,  and  The  University  of 
Texas  Department  of  Medicine  at  Galveston.  He 
thought  only  the  latter’s  “graduates  deserve  the 
right  to  practice  among  its  inhabitants.  The  other 
three  schools  are  without  resources,  without  ideals, 
without  facilities,  though  at  Baylor  the  conjunction 
of  hospital  and  laboratory  might  be  made  effective  if 
large  sums  . . . were  at  hand”  ( 1 , p 3 1 2 ). 

Flexner’s  report  received  considerable  publicity 
for  a document  of  its  type  and  had  the  effect  of 
exposing  to  public  view  the  conditions  in  substan- 
dard schools.  It  demonstrated  that  quality  education 
required  substantial  funding  and  that  each  school 
should  be  affiliated  with  a hospital.  Embarrassed  by 
the  revelation  of  their  teaching  facilities  and  faced 
with  the  prospect  of  great  expenses,  many  schools 
began  to  close  down.  In  the  words  of  one  writer,  the 
“study  placed  Baylor  and  Southwestern  University 
schools  at  a great  disadvantage”  (8). 

Baylor  was  the  only  school  besides  Galveston  to 
survive  the  combined  attack  by  the  state  legislature 
and  Flexner.  In  1911,  Gate  City  Medical  College 


closed  when  it  was  discovered  selling  diplomas.  Bell 
Medical  College  could  not  get  recognition  by  the 
State  Board  of  Medical  Examiners  and  became  ex- 
tinct in  1910.  Southwestern  University  was  ab- 
sorbed by  Southern  Methodist  University  in  1911 
but  ckxsed  in  1915.  Baylor  absorbed  Dallas  Medical 
College  in  1904,  but  since  Flexner  did  not  treat 
Baylor  kindly,  the  Council  on  Medical  Education  of 
the  American  Medical  Association  gave  Baylor  a B 
rating  in  1911.  Baylor  expanded  its  laboratories, 
stiffened  its  entrance  requirements,  and  affiliated 
with  Parkland  Hospital  and  received  an  A rating  in 
1916.  An  important  goal  had  been  reached,  but  a 
former  dean  of  the  school  wrote:  "The  faculty  could 
not  relax  its  efforts  to  improve  the  instruction  and 
facilities  offered  to  students”  because  Baylor  still 
depended  on  tuition  and  fees  for  operation  ( 5, 
pp  51—63 ) In  1918,  the  last  of  the  substandard 
schools  disappeared  when  the  Fort  Worth  School  of 
Medicine,  affiliated  with  Texas  Christian  University, 
was  absorbed  by  Baylor. 

No  new  medical  schools  were  created  until  near 
mid-century,  but  important  changes  occurred  in  the 
socioeconomic  life  of  the  state,  changes  that  con- 
tinued into  the  1980s  and  ultimately  affected  medi- 
cal education.  In  1920,  34%  of  the  population  lived 
in  cities,  but  the  percentage  had  climbed  to  63%  by 
1950.  By  1947,  Texas  ranked  12th  in  value  added 
by  manufacturing  (9,10).  Through  some  of  the  New 
Deal  agencies  of  the  1930s,  many  Texans  received 
health  care  for  the  first  time;  participants  in  the 
Civilian  Conservation  Corps  were  given  physical  ex- 
aminations, and  the  Federal  Emergency  Relief  Ad- 
ministration authorized  the  use  of  funds  for  medical, 
dental,  and  nursing  care.  Creation  of  the  Social 
Security  Administration  in  1935  channeled  money 
into  the  care  of  crippled  children,  maternal  and 
child  care,  and  the  promotion  of  state  and  local 
public  health  boards.  Some  Texans  experienced 
their  first  hospital  and  physician  care  while  in  the 
military  during  World  War  II,  and  passage  of  the 
Hill-Burton  Act  in  1946  brought  an  expansion  of 
hospital  construction.  Voluntar)’  health  insurance 
grew,  and  participation  in  prepaid  group  practices 
did  the  same.  These  experiences  occurred  through- 
out the  United  States  so  that  Texans,  like  all  Ameri- 
cans, planned  for  and  expected  medical  care  as  part 
of  their  standard  of  living. 

Some  of  these  arguments  were  used  by  the  found- 
ers of  Southwestern  Medical  College  on  the  eve  of 
the  World  War  II  to  establish  a new  school.  In  1939, 
Dr  E.  H.  Cary,  a Texas  native  and  graduate  of  Belle- 
vue Hospital  Medical  College  in  New  York,  obtained 
a charter  for  the  Southwestern  Medical  Foundation 
in  Dallas.  For  a while,  it  appeared  that  the  founda- 
tion and  Baylor  would  combine,  but  that  possibility 
fell  apart,  and  Cary  announced  in  1943  the  creation 
of  an  independently  operated  Southwestern  Medical 
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College.  It  affiliated  with  Parkland  Hospital  and 
received  a probationary  A rating  by  the  American 
Medical  Association,  an  unusual  move,  but  the  war- 
time emergency  served  to  justify  it  (8,  p 38).  But 
the  new  school  faced  some  lean  years. 

The  opening  of  a second  school  in  Dallas  had 
an  effect  on  Baylor.  A sense  of  competition  devel- 
oped when  the  proposed  merger  of  the  two  schools 
failed,  and  Baylor’s  trustees  believed  “it  would  have 
been  extremely  difficult,  if  not  impossible,  for  Bay- 
lor’s medical  college  to  have  continued  in  Dallas” 

( 5,  p 113).  The  trustees  conferred  with  the  newly 
established  M.  D.  Anderson  Foundation  in  Houston, 
which  had  decided  to  support  a major  medical  cen- 
ter. Baylor  and  the  M.  D.  Anderson  Foundation 
reached  an  agreement,  and  in  1943  Baylor  graduated 
its  last  class  taught  in  Dallas  and  moved  to  Houston. 
Lack  of  financial  support  in  Dallas  accounted  for 
Baylor’s  decision  to  move. 

At  the  mid-century  point,  Texas’  three  schools 
graduated  about  200  physicians.  The  lion’s  share, 

94,  came  from  Galveston.  Compared  with  the  total 
number  of  graduates  produced  in  1920  by  Galves- 
ton and  Baylor,  105,  the  percentage  increase  might 
appear  sufficient  because  the  state’s  population  in 
1950,  7,71 1,000,  had  not  doubled  in  the  same  pe- 
riod. That  did  not  mean,  however,  that  the  Lone  Star 
State  had  an  adequate  supply  of  physicians. 

A growing  set  of  conditions  began  to  converge  on 
Texas  and  nearly  all  the  states  that  ultimately  re- 
quired an  expansion  in  medical  schools.  An  explo- 
sion in  population,  industrialization,  and  urbaniza- 
tion occurred.  By  1970,  Texas  had  1 1,197,000 
inhabitants,  79%  of  them  in  cities.  Industrial  wealth 
expanded  nationwide;  Texas  moved  up  to  seventh 
in  value  added  by  manufacturing.  Greater  per  capita 
wealth  brought  a natural  increase  for  health  care, 
and  creation  in  1965  of  the  federal-state  Medicare 
and  Medicaid  programs  also  intensified  demand. 

The  aging  of  veterans  of  World  War  11  and  the  Ko- 
rean Conflict,  plus  the  needs  of  the  younger  Viet- 
nam veterans,  put  more  stress  on  veterans  hospitals. 
The  explosion  of  medical  knowledge  brought  new 
specializations,  longer  residencies,  and  greater  di- 
versification of  classroom  teaching,  thereby  length- 
ening the  time  physicians  spent  in  professional 
preparation.  Schools  felt  pressure  to  diversify  their 
curricula  and  keep  up  with  new  knowledge,  pres- 
sure which  came  in  the  form  of  the  need  for  more 
faculty,  better  library  holdings,  and  new  laboratory' 
equipment.  By  the  mid-1960s,  the  United  States  had 
a “doctor  shortage.”  In  1970  Texas  had  1 1 1 physi- 
cians per  100,000  population,  below  the  recom- 
mended rate  of  133  per  100,000.  In  some  rural 
counties,  the  rate  was  one-third  of  the  national  aver 
age  ( 1 1 ). 

To  combat  the  “MD  crisis,”  the  federal  govern- 
ment began  promoting  medical  education  in  a vari- 


ety of  ways.  Passage  of  the  Health  Professions  Edu- 
cational Assistance  Act  in  1963  enabled  the  govern- 
ment to  provide  matching  grants  for  construction. 
The  Medical  Library  Act  in  1965  provided  funds  for 
library  improvements.  To  assist  with  veterans’  care, 
the  Veterans  Administration  Medical  School  Assis- 
tance and  Health  Manpower  Training  Act  in  1972 
provided  specifically  for  the  creation  of  one  school 
and  four  regional  medical  centers  (12,13). 

With  the  availability  of  federal  funds  and  the 
growing  conviction  that  the  United  States  faced  a 
shortage  of  physicians,  Texas  created  four  new 
schools.  In  1959,  the  legislature  authorized  The 
University  of  Texas  Medical  School  at  San  Antonio, 
which  enrolled  its  first  class  in  1966.  Authorization 
preceded  the  “discovery”  of  the  crisis  in  this  case, 
but  the  San  Antonio  school  benefited  from  federal 
assistance  once  it  got  underway.  Two  more  schools. 
The  University  of  Texas  Medical  School  at  Houston 
and  Texas  Tech  University  Medical  School,  were  au- 
thorized simultaneously  in  1969.  In  the  case  of  the 
West  Texas  school,  the  legislature  hoped  to  combat 
the  severe  shortage  of  doctors  in  the  western  por- 
tion of  the  state.  In  1971  and  1972  respectively, 
they  opened  with  freshman  classes.  The  Veterans 
Administration  Medical  School  Assistance  and  Health 
Manpower  Training  Act  of  1972  specifically  created 
the  Texas  A&M  University  Medical  School  in  order 
to  provide  care  for  the  growing  number  of  veterans. 
It  opened  in  1977  ( 14).  Baylor  Llniversity  benefited 
from  the  surge  of  activity,  though  a private  school, 
because  in  1970  the  legislature  began  appropriating 
$21  million  for  Baylor  to  use  toward  increasing 
enrollment. 

A new  private  school  was  founded  in  1966,  the 
Texas  College  of  Osteopathic  Medicine  in  Fort 
Worth.  Its  first  class  enrolled  in  1970  in  temporary 
quarters  at  the  Fort  Worth  Osteopathic  Hospital.  In 
1975  the  school  became  a tax-supported  institution 
when  it  affiliated  with  North  Texas  State  University, 
and  three  years  later  it  moved  into  permanent  quar- 
ters. Osteopathic  medicine  differs  from  orthodox 
medicine  to  the  extent  that  it  sees  the  body  as  hav- 
ing a self-healing  function,  and  the  osteopath’s  job  is 
to  bring  into  balance  a living  organism’s  structure 
(anatomy)  and  function  (physiology).  Doctors  of 
osteopathy  emphasize  manipulative  therapy  of  the 
musculoskeletal  system.  Otherwise,  they  utilize  all 
scientifically  accepted  methods  of  diagnosis  and 
treatment  (15). 

Texas’  eight  medical  schools  compare  favorably 
with  those  of  other  highly  industrialized  states.  Only 
New  York  has  more,  and  Texas  shares  second  place 
with  three  states.  By  1985,  Texas  had  26,304  physi- 
cians, almost  twice  the  number  of  13,956  in  1974. 
Vacancies  appeared  in  some  schools,  and  since  the 
ratio  of  physicians  to  population  had  climbed  to 
165  per  100,000,  more  schools  probably  will  not  be 
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built  for  the  remainder  of  the  eentur\.  Research  and 
adaptation  to  changing  public  needs  will  certainly 
receive  more  attention,  although  the  older  schools 
have  an  established  record  in  research  (16). 
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also  created  the  Board  of  Eclectic  Medical  Examiners  and 
the  Board  of  Homeopathic  Medical  Examiners  because 
eclecticism  and  homeopathy,  two  irregular  sects  dating 
back  to  the  antebellum  period,  were  still  being  practiced 
in  Texas. 

Tlie  State  of  Texas,  30th  Legislature,  General  Laws 
of  Texas,  SB  26.  Austin,  1907,  p 226. 

8.  Chapman  JS:  The  University-  of  Texas  Southwestern 
Medical  School:  Medical  Education  in  Dallas,  1900—1975. 
Dallas,  1976,  p 18. 

9.  Biennial  Census  of  Manufacturers  1921.  US  Dept  of 
Commerce,  Bureau  of  the  Census,  Government  Printing 
Office,  1924,  pp  1372-1505. 

10.  Statistical  Abstract  of  the  LInited  States,  1950.  US 
Dept  of  Commerce,  Bureau  of  the  Census,  Government 
Printing  Office,  1950,  p 779. 

1 1.  Statistical  Abstract  of  the  United  States,  1977.  US 
Dept  of  Commerce,  Bureau  of  the  Census,  Government 
Printing  Office,  1977,  p 806.  Difference  of  opinion  exists 
over  the  “ideal”  number  of  physicians.  See  Schonfeld  HK: 
Numbers  of  Physicians  Required  for  Primary-  Medical  Care. 
N EnglJ  Med  286  (March  16): 571— 574,  1972.  Newsweek 
(Oct  16)  1965,  p 184;  George  S.  Tiner,  Texas  Tech  Llniver- 
sity  Medical  School,  to  Clayton  Brown,  Oct  10,  1985. 

12.  Klansmeyer  TH:  Federal  support  for  construction  of 


health-related  facilities.  Architectural  Record  139 
(March):  160-163,  1966. 

1 3.  Congressional  Record  1 1 8 ( Oct  1 1 ) pt 
26:35088-35095. 

14.  Personal  communication:  Virginia  L.  Algermissen  to 
Clayton  Brown,  Oct  7,  1985;  Cheves  Smythe  to  Clayton 
Brown,  Oct  10,  1985;  Sondra  Ives  to  Clayton  Brown,  Oct 
11,  1985. 

1 5.  Northup  GW:  What  is  a DO,  What  is  an  MD?  Pam- 
phlet, Fort  Worth,  Texas  College  of  Osteopathic  Medicine, 
Library-,  undated. 

16.  In  1985  two  researchers  at  the  University  of  Texas 
Health  Science  Center  at  Dallas  won  the  Nobel  Prize,  Drs 
Michael  S.  Brown  and  Joseph  L.  Goldstein. 
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equation  equals  the  total  number  of  staff  members  in 
your  professional  practice  or  corporation.  Subtract 
from  that  number  all  but  one  staff  member  — yourself 

Vtliat  do  you  get?  Freedom.  Freedom  from  the 
expense  and  bother  of  personnel-related 
administrative  chores. 

Freedom  to  design  a benefits  and  retirement 
package  which  best  fits  your  own  needs,  without 
the  financial  and  administrative  burden  of  supplying 
like  coverage  for  every'  member  of  your  staff. 

Freedom  to  offer  your  staff  "large  corporation  " 
benefits,  even  if  your  professional  practice  or  company 
is  modest  in  size. 

The  equation  can  work  for  you,  through  the  seiwices 
of  Staff  Leasing,  Inc.  The  concept  is  simple.  Our 
company  hires  your  employees  and  leases  them  back 
to  you.  Your  office  routine  remains  unchanged,  except 
that  Staff  Leasing,  Inc.  handles  all  facets  of  personnel 
administration.  We  assume  responsibility  for  payroll 
and  related  accounting,  make  all  employer  contributions 
to  taxes  and  insurance  on  behalf  of  employees,  and 
manage  the  withholding  and  deposit  of  all  employee 
payroll  deductions. 

Because  a large  number  of  men  and  women  are 
employed  by  Staff  Leasing,  Inc.,  our  company  can 
provide  a package  of  employee  benefits  second  to 
none.  Your  staff  w"!!!  enjoy  group  medical  insurance, 
including  maternity  benefits;  group  dental  insurance; 
group  life  insurance;  a sound  retirement  plan; 
professional  liability  insurance;  worker’s  compensation 
insurance;  and  more. 

Staff  leasing  is  also  a recognized  and  approved 
solution  to  the  affiliated  service  group 
problem  presented  by  Internal  Revenue  Code 
Section  4l4{m). 

Staff  Leasing,  Inc.  is  not  an  employment  agency; 

We  simply  make  it  easier  for  you  to  operate  your 
professional  practice  or  corporation  with  existing 
staff.  Or  we  staff  your  office  with  new  employees, 
subject  to  your  approval. 

Freedom.  It's  writing  one  check  a month  and  letting 
Staff  Leasing,  Inc.  do  the  rest. 

Let  us  work  out  a staff  leasing  plan  for  you.  It 
adds  up  to  a better  way  of  doing  business. 


Texas  office: 

Staff  Leasing,  Inc. 
7557  Rambler  Road, 
Suite  610 

Dallas,  Texas  75231 
(214)  696-0808 


Oklahoma  office: 

Staff  Leasing,  Inc 
PO.  Box  12373 

Oklahoma  City,  Oklahoma  73157 
(405)  943-3310 


Help  Your  Patients 
Understand  AIDS 


When  your  patients  ask  about  AIDS,  can  you  give 
them  ready  answers?  A new  brochure  can  help  you 
allay  the  public’s  fears  caused  by  rumour  and  false 
information.  It  tells  readers  how  to  reduce  or  eliminate 
their  chances  of  contracting  AIDS.  The  brochure  was 
designed  by  your  TMA  Committee  on  Sexually  Trans- 
mitted Diseases  and  its  parent  Council  on  Public 
Health. 

Copies  are  free  to  TMA  members,  with  a shipping 
cost  of  $2.50  for  orders  up  to  950.  For  larger  orders, 
please  inquire  about  charges.  Nonmembers  pay  5C 
per  copy,  plus  tax  and  shipping  charges.  The  bro- 
chures must  be  ordered  in  increments  of  50  and 
prepaid. 

To  receive  a sample  brochure  and  order  form,  mail 
this  form  to:  Texas  Medical  Association,  Communica- 
tion Department,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701 . 


name 


address 


city 


state 


zip 

Texas  Medicine 


The  current  litigation  explosion  means  that  Texas 
physicians  must  cope  in  a volatile  liability  arena. 

Never  before  have  reliable  insurance  services  been  so 
important  nor  selection  of  your  insurance  carrier 

more  meaningful. 

INTEGRITY  . . . the  most  critical  ingredient  in 
choosing  appropriate  protection.  It  means  your  insur^ 
ance  policy  is  hacked  by  a genuine  intent  to  keep  the 

odds  in  your  favor. 

TMLT  has  set  a standard  ot  medical  liability  proteC' 
tion.  Our  very  concept  of  insurance  means  integrity. 

Call  us.  The  Texas  Medical  Liability  Trust - 
exclusively  for  Texas  physicians. 

55 


TEXAS 

MEDICAL 

LIABILITY 

TRUST 

THE  STANDARD  HAS  BEEN  SET 

Statewide  Service  Center:  1-800'252'9179/P.O.  Box  14746,  Austin,  Texas  78761 
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Qlmical  Abstracts 


Clinical  abstracts  are  selected  from  current  reviews  in  100  Facial  clefts  in  sibs  and  children  of  epileptic  patients. 

internationally  recognized  journals  received  by  the  TMA  Me-  Mogens  Laue  Friis,  MD;  Niels  Vilstrup  Holm,  MD;  Erik  Hein 

mortal  Library  each  month.  Sindrup,  MD,  et  al.  American  Academy  of  Neurology,  Neu- 

rology, vol  36,  March  1986,  pp  346-350. 


Squamous  differentiation  in  colorectal  adenomas.  Lit- 
erature review,  histogenesis,  and  clinical  significance. 

Stewart  F.  Cramer,  MD;  Manuel  E.  Velasco,  MD;  Stephen  P. 
Whitlatch,  MD;  and  Michael  E.  Graney,  MD.  J.B.  Lippincott 
Company,  Diseases  of  the  Colon  & Rectum,  vol  29,  no  2,  Feb- 
ruary 1986,  pp  87-91. 

Patterns  of  stratified  squamous  epithelium  have  been  recog- 
nized recently  in  colorectal  adenomas.  Light  microscopic  and 
keratin  immunohistochemical  analysis  of  four  cases  in  the 
present  report  suggested  origin  from  large  intestinal  reserve 
cells,  with  impaired  and  disorderly  maturation  in  the  squa- 
mous foci.  One  case  had  an  invasive  adenocarcinoma  sepa- 
rately in  the  same  polyp,  bringing  the  reported  incidence  of 
malignant  transformation  in  these  adenomas  to  seven  of  48 
( 15%  ).  Evidence  is  presented  to  support  the  notion  that 
squamous  differentiation  may  be  an  inherently  neoplastic  phe- 
nomenon in  colorectal  adenomas,  which  may  be  added  to  tbe 
list  of  markers  for  colorectal  polyps  at  higher  risk  for  malignant 
transformation. 


Hematologic  side  effects  of  psychotropic  drugs.  Richard 
Balon,  MD;  and  Richard  Berchou,  PharmD.  Cliggott  Publishing 
Company,  Psychosoma  tics,  vol  27,  no  2,  February  1986,  pp 
119-120,  125-127. 

Although  hematologic  side  effects  from  psychotropics  are  rare, 
they  may  present  as  serious  or  even  fatal  consequences  of  treat- 
ment. The  hematologic  side  effects  of  neuroleptics,  antidepres- 
sants, anxiolytics,  and  lithium  are  reviewed  in  regard  to  their 
clinical  presentation,  management,  and  when  known,  their 
mechanism  of  action.  Except  for  aplastic  anemia,  these  side 
effects  usually  disappear  after  drug  discontinuation  without  ad- 
verse sequelae  and  rarely  require  further  treatment. 

Carcinoembryonic  antigen  in  breast  cancer.  Clinical  re- 
^(S  view.  David  B.  Beard,  MD,  and  Charles  M.  Haskell,  MD.  Tech- 

nical  Publishing,  American  Journal  of  Medicine,  vol  80, 

February  1986,  pp  241-245. 

Carcinoembryonic  antigen  is  widely  used  as  a tumor  marker 
for  gastrointestinal  neoplasms.  Its  role  in  tbe  management  of 
other  tumors  is  poorly  defined.  This  review  considers  the 
place  of  carcinoembryonic  antigen  measurement  in  the  man- 
agement of  breast  cancer  and  concludes  that  sufficient  data 
exist  to  support  its  use  in  clinical  practice.  Of  the  many  po- 
tential uses,  the  major  role  for  carcinoembryonic  antigen 
measurement  in  breast  cancer  is  in  following  patients  with 
advanced  disease,  especially  patients  with  bone  metastases. 


The  prevalence  of  facial  clefts  in  sibs  and  children  of  2,072 
epileptics  ascertained  in  a defined  region  was  determined  by 
record  linkage  with  a national  cleft  register,  which  also  pro- 
vided expected  figures.  Observed/expected  ratios  were  in- 
creased only  for  cleft  lip  with  or  without  cleft  palate  if  the 
mother  had  manifested  epilepsy:  it  was  4.7  when  anticonvul- 
sants were  given  before  and  during  pregnancy,  2.7  in  cases 
with  no  treatment,  and  0 in  children  born  prior  to  maternal 
epilepsy.  Children  of  epileptic  men  and  sibs  of  epileptics 
showed  no  increase.  The  prevalence  of  isolated  cleft  palate 
was  not  above  expectation  in  any  group. 

The  current  management  of  choledochal  cyst.  Scott  O. 
Caudle,  MD,  and  Michael  Dimler,  MD.  J.B.  Lippincott  Company, 
American  Surgeon,  vol  52,  no  2,  February  1986,  pp  76-80. 

The  diagnosis  and  treatment  of  choledochal  cysts  have  changed 
dramatically  in  the  past  decade.  Although  history  and  physical 
examination  remain  paramount  in  arousing  clinical  suspicions, 
the  classic  triad  of  abdominal  pain,  jaundice,  and  a palpable 
mass  is  present  infrequently.  Ultasonography  can  readily  iden- 
tify' and  precisely  locate  upper  abdominal  masses  and  dis- 
tinguish between  intrahepatic,  extrahepatic,  renal,  and 
gastrointestinal  cystic  and  solid  masses.  Use  of  the  new  imino- 
diacetic acid  tracers  then  allows  visualization  of  these  cysts 
even  in  the  presence  of  significant  jaundice  or  abnormal  liver 
function  tests.  For  many  years  choledochal  cystenterostomy 
was  considered  the  treatment  of  choice  because  of  the  high 
morbidity  and  mortality  originally  associated  with  attempts  at 
total  excision.  Over  the  years,  evaluation  of  cystenterostomy 
has  revealed  an  unacceptable  rate  of  recurrent  jaundice,  as- 
cending cholangitis,  stone  formation,  and  anastomotic  stric- 
ture. In  addition,  a disturbing  incidence  of  highly  malignant 
biliary  duct  carcinoma  that  increases  with  the  passage  of  time 
has  been  reported.  Total  excision  of  choledochal  cysts  has  been 
reported  in  the  English  and  Japanese  literature  with  mini- 
mal morbidity  and  mortality  and  has  become  the  treatment  of 
choice.  The  authors’  recent  experience  of  two  patients  with 
this  relatively  rare  condition  confirms  these  changing  trends. 
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“High 

blood  pressure 
should  be  a 
red  flag  to 
screen  for 
cholesterol...”' 


Wyeth  Laboratories 

I A A Philadelphia.  PA  19101 


\AA 


The  Framingham  Heart  Study^  showed  that 
over  two  thirds  of  the  35  and  older  population 
in  that  study  with  systolic  blood  pressures 
over  145  mmHg  also  had  serum  cholesterol 
levels  of  225  mg/dL  or  more,  and  46%  had 
levels  above  250  mg/dL. 

While  many  clinical  laboratories  still 
report  250  mg/dL  as  “normal”  cholesterol, 
the  NIH  Consensus  Development  Conference 
Statement  on  Cholesterol  and  Heart  Disease^ 
stated  that  any  level  above  220  mg/dL  is 
associated  with  a significantly  increased 
risk  of  coronary  heart  disease. 

pn 


You  need  to  know,  because 
cholesterol  parallels  high  bio 
pressure  as  a CHD  risk  facto 


■0 


Epidemiological  studies  and  large-scale 
prevention  trials  have  indicated  that  as  with 
blood  pressure,  serum  cholesterol  levels 
are  proportionately  related  to  CHD  risk. 


Specifically,  “...for  every  10  mmHg  rise 
in  pressure,  there  appears  to  be  about  a 30°/o 
rise  in  cardiovascular  risk."''  “...for  every  one 
percent  you  go  up  the  American  cholesterol 
scale,  your  subsequent  rate  of  heart  attack 
rises  two  to  three  percent."^ 

And  although  the  specific  impact  on  CHD 
has  not  been  determined,  we  know  that  many 
of  the  principal  agents  used  to  lower  blood 
pressure  actually  increase  cholesterol. 


While  Wytensin  is  not  a cholesterol-lowering 
agent  and  is  not  indicated  for  the  treatment 
of  hyperlipidemia,  in  controlled  clinical  trials® 
it  caused  a slight,  sustained  decrease  in  total 
cholesterol  without  reducing  the  HDL  fraction 
or  altering  serum  triglycerides. 

At  the  same  time,  Wytensin  lowered  blood 
pressure  as  effectively  as  hydrochlorothiazide, 
propranolol,  clonidine  or  methyidopa. 
Drowsiness  and/or  dry  mouth,  the  most  fre- 
quent side  effects  noted  with  Wytensin, 
usually  diminish  or  disappear  over  time.  In 
fact,  in  double-blind  studies  to  date,  dis- 
continuance of  therapy  for  all  side  effects 
occurred  in  about  13%  of  patients. 
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See  important  information  on  following  page. 


RefarancM;  1 . Glueck  CJ:  Remarks  in  the  symposium.  Blood  Pressure,  Cholesterol  and  Coronary  Heart  Disease.  Washington,  D C.,  March  31,1 985,  2.  The  Framingham 
Study.  An  epidemiological  investigation  of  cardiovascular  disease.  Section  28,  U.S.  Dept,  of  Health,  Education,  and  Welfare.  3.  National  Institutes  of  Health  Consensus 
Development  Conference  Statement,  1 984;  Vol  5,  No  7,  p 4.  4.  Chobanian  AV:  The  influence  of  hypertension  and  other  hemodynamic  factors  in  atherogenesis.  Progress  in 
Cardiovascular  Diseases,  XXVI  (3);  1 77,  Nov/Dec,  1 983.  5.  Castelli  WP:  Remarks  in  the  symposium.  Blood  Pressure.  Cholesterol  and  Coronary  Heart  Disease,  Washington,  D.C,, 

March  31,1 985.  6,  Data  on  file,  Wyeth  Laboratories. 
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WIensin. 

(guanabenz  acetate) 

Antihypertensive  therapy 
that  does  not  increase  cholesterol 

Brief  Summary 

Before  prescribing,  consult  the  complete  package  circular. 

Indications  and  Usage:  Treatment  of  hypertension,  alone  or  in  combination  with 
a lb laaide  diuretic 

Contraindication:  Known  sensitivity  to  the  drug 

Precautions:  1 Sedation.  Causes  sedation  or  drowsiness  in  a large  fraction  of  pa- 
tients When  used  with  centrally  active  depressants,  e g.,  phcnoihiazincs,  barbitu 
rates  and  benzodiazepines,  consider  potential  for  additive  sedative  effects  2 
Patients  with  vascular  insufficiency  Like  other  aniihypcrtcnsives  use  with  caution 
in  severe  coronary  insufficiency,  recent  myocardial  infarction,  cerebrovascular  dis 
ease,  or  severe  hepatic  or  renal  failure  3.  Rebound:  Sudden  cessation  of  therapy 
with  central  alpha  agonists  like  Wyteosin  may  rarely  result  in  "overshoot’  hyper- 
tension and  more  commonly  produces  increase  in  serum  catecholamines  and  sub- 
jective symptomatology 

INFORMATION  FOR  PATIENTS  Advise  patients  on  Wyteosin  to  ciercise  caution 
when  operating  dangerous  machinery  or  motor  vehicles  until  it  is  determined  they 
do  not  become  drowsy  or  dizzy  Warn  patients  that  tolerance  for  alcohol  and  other 
CNS  depressants  may  be  diminished.  Advise  patients  not  to  discontinue  therapy 
abruptly 

LAB  TESTS  In  clinical  trials,  no  clinically  signibcant  lab  test  abnormalities  were 
identified  during  acute  or  chronic  therapy  Tests  included  CBC.  urinalysis,  electro- 
lytes. SOOT,  bilirubin,  alkaline  phosphatase,  uric  acid.  BLFN.  creatinine,  glucose,  cal- 
cium. phosphorus,  total  protein,  and  Coombs'  test  During  long-term  use  there  was 
small  decrease  in  serum  cholesterol  and  total  triglycerides  without  change  in  high- 
density  lipoprotein  fraction  In  rare  instances  occasional  nonprogressive  increase 
in  liver  enzymes  was  observed,  but  no  clinical  evidence  of  hepatic  disease 
DRUG  INTERACTIONS  Wyteosin  was  not  demonstrated  to  cause  drug  interactions 
when  given  with  other  drugs,  e g . digitalis,  diuretics,  analgesics,  anxiolytics,  and 
antiinflammatory  or  antiinfeclive  agents,  in  clinical  trials  However,  potential  for  in- 
creased sedation  when  given  concomitantly  with  CNS  depressants  should  be  noted 
DRUG/LAB  TEST  INTERACTIONS  No  lab  test  abnormalities  were  identified  with 
Wyteoslo  use 

CARCINOGENESIS,  MUTAGENESIS.  IMPAIRMENT  OF  FERTILITY  No  evidence  of 
carcinogenic  potential  emerged  in  rats  duringa  two  year  oral  study  with  Wytensin 
at  upto9  5 mg/kg/day.  1 c .al^ut  10  times  maximum  recommended  human  dose  In 
the  Salmonella  microsome  mutagenicity  (Ames ) test  system.  Wyieosln  at  200-500 
meg  per  plate  or  at  30-50  mcg/ml  in  suspension  gave  dose-related  increases  in  num- 
ber of  mutants  in  one  (TA  1537)  of  five  Salmonella  typbimunum  strains  with  or 
without  inclusion  of  rat  liver  microsomes  No  mutagenic  activity  was  seen  at  doses 
up  to  those  which  inhibit  growth  in  the  eukaryotic  microorganism.  Schizorticchar 
omyces pombe.  or  in  Chinese  hamster  ovary  cells  at  doses  up  to  those  lethal  to  the 
cells  in  culture  In  another  eukaryotic  system.  Saccbaromyces  cerevlsiae. 
Wyteoslo  produced  no  activity  in  an  assay  measuring  induction  of  repairable  DNA 
damage  Reproductive  studies  showedadecreased  pregnancy  rate  in  rats  given  high 
oral  doses  (9  fimg'kg).  suggesting  impairment  of  fertility  Fertility  of  treated  males 
(9  6 mg/kg)  may  also  have  been  affected,  as  suggested  by  decreased  pregnancy  rate 
of  mates,  even  though  females  received  drug  only  during  last  third  of  pregnancy 
PREGNANCY  Pregnancy  Category  C WYTENSIN*  MAY  HAVE  ADVERSE  EFFECTS 
ON  FETUS  WHEN  ADMINISTERED  TO  PREGNANT  WOMEN  A teratology  study  in 
mice  indicated  possible  increase  in  skeletal  abnormalities  when  Wyteoslo  is  given 
orally  at  doses  3 to  6 times  maximum  recommended  human  dose  of  I 0 mg/kg 
These  abnormalities,  principally  costal  and  vertebral,  were  not  noted  in  similar 
studies  in  rats  and  rabbits  However,  increased  fetal  loss  has  been  observed  after 
oral  Wyteoslo  given  to  pregnant  rats  ( 14  mg/kg)  and  rabbits  ( 20  mg/kg ) Repro- 
ductive studies  in  rats  have  shown  slightly  decreased  live-birth  indices,  decreased 
fetal  survival  rate,  and  decreased  pup  body  weight  at  oral  doses  of  6 4 and  9 6 mg 
kg  There  are  no  adequate,  well  controlled  studies  in  pregnant  women  Wytensin 
should  be  used  during  pregnancy  only  if  potential  benefit  justifies  potential  risk  to 
fetus 

NURSING  MOTHERS  Because  no  information  is  available  on  Wyteoslo  excretion 
in  human  milk,  it  should  not  be  given  to  nursing  mothers 
PEDIATRIC  USE.  Safety  and  effectiveness  in  children  less  than  12  years  of  age  have 
not  been  demonstrated,  use  m this  age  group  cannot  be  recommended 

Adverse  Reactions:  Incidence  of  adverse  effects  was  ascertained  from  controlled 
clinical  studies  in  U.S.  and  is  based  on  data  from  859  patients  on  Wytensin  for  up 
to  3 years  There  is  some  evidence  that  side  effectsare  dose  related  Following  table 
shows  incidence  of  adverse  effects  in  at  least  5%  of  patients  in  study  comparing 
Wytensin  to  placebo,  at  starting  dose  of  8 mg  b i d 


Adverse  Effect 

Placebo  (%) 
n = 102 

Wyteoslo  (%  ) 
n = 109 

Dry  mouth 

7 

28 

Drowsiness  or 
sedation 

12 

39 

Dizziness 

7 

17 

Weakness 

7 

10 

Headache 

6 

5 

In  other  controlled  clinical  trials  at  starting  dose  of  16  mg/day  in  476  patients,  in- 
cidence of  dry  mouth  was  slightly  higher  ( 38%  ) and  dizziness  was  slightly  lower 
( 12% ).  but  incidence  of  most  frequent  adverse  effects  was  similar  to  placebo -con- 
trolled trial  Although  these  side  effects  were  not  serious,  they  led  to  discontinua- 
tion of  treatment  about  15%  of  the  time  In  more  recent  studies  usingan  initial  dose 
of  8 mg^day  in  274  patients,  incidence  of  drowsiness  or  sedation  was  lower,  about 
20%  Other  adverse  effects  reported  during  clinical  trials  but  not  clearly  distin- 
guishable from  placebo  effects  and  occurring  with  frequency  of  3%  or  less  Car 
diovascular — chest  pain,  edema,  arrhythmias,  palpitations  Gastrointestinal- 
nausea.  epigastric  pain,  diarrhea,  vomiting,  constipation,  abdominal  discomfort 
Central  nervous  system — anxiety,  ataxia,  depression,  sleep  disturbances  ENT  dis- 
orders—nasal  congestion  Eye  disorders— blurring  of  vision  Musculoskeletal- 
aches  in  extremities,  muscle  aches  Respiratory— dyspnea  Dermatologic- rash, 
pruritus  Urogenital — urinary  frequency,  disturbances  of  sexual  function.  Other — 
gynecomastia,  taste  disorders 

Drug  Abuse  and  Dependence:  No  dependence  or  abuse  has  been  reported 
Overdosage:  Accidental  ingestion  caused  hypotension,  somnolence,  lethargy,  irrit- 
ability. miosis,  and  bradycardia  in  rwo  children  aged  one  and  three  years  Gastric 
lavage  and  pressor  substances,  fluids,  and  oral  activated  charcoal  resulted  in  com- 
plete and  uneventful  recovery  within  12  hours  in  both  Since  experience  with  ac- 
cidental overdosage  islimited,  suggested  treatment  ismainly  supportive  while  drug 
is  being  eliminated  and  until  patient  is  no  longer  symptomatic  Vital  signs  and  fluid 
balance  should  be  carefully  monitored  Adequate  airway  should  be  maintained  and, 
if  indicated,  assisted  respiration  instituted  No  data  are  available  on  Wyteosin 
dialyzability 

Dosage  and  Admlnlsiratioo:  Individualize  dosage  A starting  dose  of  4 mg  b i d 
is  recommended,  whether  used  alone  or  with  a thiazide  diuretic  Dosage  may  be 
increased  in  increments  of  4 to  8 mg/day  every  one  to  two  weeks,  depending  on 
response  Maximum  dose  studied  hu  been  32  mg  b i d . but  doses  this  high  are 
rarely  needed 

How  Supplied:  (guanabenz  acetate)  Tablets,  4 mg,  bottles  of  l(X)  and  500;  8 mg  and 
1 6 mg,  bottles  of  1 00.  Revised  2/ 1 4/85 

Wyeth  Laboratories 


TWEIVE 


FORNOTGIVliG 

BliOOD. 


Ui  . I think  I have 
lumbago. 

2.  I’m  type  Z 
negative. 

3.  I’m  on  the 
grapefruit  diet. 

4.1  gave  six 
months  ago. 

5. 1 just  got  back 
from  Monaco. 

6.  The  lines  are 
thirteen  blocks 
long. 

7.  My  mother  won’t 
let  me. 

8.1  didn’t  sign  up. 

9. I’m  going  out 

of  town. 

10.  Asthma  runs  in 
my  family. 

1 1 . 1  forgot  to  eat 
this  morning. 

12.  I’m  allergic  to 


Each  one’s  a doozy, 
but  we’re  hoping  you 
won’t  use  any  of  them. 
Give  blood  through  the 
American  Red  Cross. 
Please,  don’t  chicken  out. 

EXCUSES  DON’T  SAVE  LIVES. 
BLOOD  DOES. 


American 
Red  Cross 
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I DR  BURROSS 

Reflecting  on 
the  presidency 


D.  Clifford  Btitross.  Ml),  has  led  Texas 
Medical  Association  through  an  event- 
ful year.  As  president  of  the  association, 
he  represented  the  medical  profession 
on  many  fronts  during  — I9B6. 

When  he  assumed  the  office  May  11, 

1985,  the  69th  Texas  Legislature  was 
reviewmg  more  than  400  medically- 
related  hills.  Since  the  session  ad 
joumed.  Dr  Burross  has  presented  TMA  ’s 
views  to  the  legislature's  interim  study 
committees  and  to  various  regulatory 
agencies.  He  has  presided  over  official 
association  functions  and  traveled 
throughout  the  state  representing  the 
association.  Time  with  his  family  in  Wi- 
chita Falls  has  been  scarce. 

His  term  as  president  ends  May  10, 
during  the  annual  session  in  Dallas,  hut 
many  responsibilities  to  organized  med 
icine  continue.  During  a recent  inter 
view  with  Texas  Medicine’s  news  editor, 
Donna  Jones,  Dr  Burross  reflected  on  his 
term  as  president  and  speculated  on 
what  the  future  holds 

Texas  Medicine:  What  are  the  major 
issues  facing  TMA  today,  and  have  they 
changed  significantly  since  you  assumed 
office  a year  ago? 

Dr  Burross:  I don’t  think  that  the  issues 
are  that  different.  As  I go  around  the  state 
and  talk  to  physicians,  the  issue  that  is 
foremost  on  their  minds  is  the  liability 
crisis  and  tort  reform.  The  news  media 
interviews  that  I have  reflect  the  same 
concern. 

Members  of  service  clubs  that  I have 
addressed  also  have  asked  questions  con- 
cerning professional  liability.  1 think  the 
public  is  beginning  to  perceive  that  the 
physicians’  liability  problem  really  is  so- 
ciety’s problem.  Physicians  may  be  in  the 
forward  edge,  but  other  professions  are 
catching  up  rapidly 

Another  issue  is  the  question  of  plu- 
ralistic systems  of  health  care  delivery. 
The  preferred  provider  organization/ 
contract  provider  organization  issue 
keeps  cropping  up,  and  the  Board  of 
Trustees  is  trying  to  decide  whether 
there  should  be  a statewide,  physician- 
sponsored  PPO  and  what  is  the  TMA’s 
role  in  PPOs  and  health  maintenance 
organizations. 

Texas  Medicine:  What  do  you  perceive 


as  your  most  important  accomplishment 
as  president? 

Dr  Burross:  That’s  hard  for  me  to  assess, 
but  the  message  that  I’ve  tried  to  take  to 
the  members  is  that  the  issues  that  we 
discussed  are  challenges  and  opportuni- 
ties for  the  profession.  I have  tried  to 
make  sure  that  the  profession  under 
stands  that  we  don’t  have  to  take  a pes- 
simistic approach  to  these  problems,  that 
there  are  many  opportunities  for  physi 
cians  to  provide  appropriate  leadership 
that  no  one  else  can  provide. 

The  other  thing  that  1 tried  to  do  was 
to  follow  Dr  George  Alexander’s  leader 
ship  during  the  previous  year,  in  which’ 
he  tried  to  expand  physicians’  involve- 
ment in  every  level  of  organized  medi- 
cine 1 have  told  physicians  that  even 
though  they  sometimes  may  take  excep 
tion  to  what  the  TMA  or  the  AMA  does, 
that  as  my  wife  says  when  she  talks  about 
me,  “You’re  all  I’ve  got.  ” Our  organiza 
tions  are  all  we’ve  got  The  AMA  is  the 
fraternity;  it’s  the  organization  that  rep- 
resents us.  It  represents  us  whether  we  re 
members  or  not.  If  we  could  expand  that 
fraternity  and  have  everybody  in  there, 
we’d  be  much  better  off.  It’s  time  for  us 
to  address  the  issue  of  unified  member 
ship  again.  And,  I hope  that  we  will  begin 
to  understand  that  we  need  one  another, 
and  we  need  to  be  members  of  the  or- 
ganization at  all  levels  in  order  to  have 
proper  representation. 

Texas  Medicine:  Have  there  been  any 
disappointments  during  your  term? 

Dr  Burross:  One  thing  that’s  been  a 
little  bit  of  a disappointment  is  the  frag- 
mentation that  has  occurred  within  our 
larger  county  societies.  I’m  not  talking 
about  fragmentation  in  the  sense  of  a 
split,  but  in  the  sense  that  they  do  not 
seem  to  be  representative  of  all  the  phy- 
sicians, or  that  the  membership  number 
is  getting  so  large  that  they’re  unwieldy. 
For  instance,  a couple  of  our  larger  so- 
cieties that  I visited  had  very  low  at 
tendance.  I found  out  that  some  of  them 
have  decided  that’s  the  best  way  for  them 
to  conduct  their  business;  they  don’t  try 
to  have  large  meetings,  but  have  repre- 
sentatives conduct  same  for  them.  Maybe 
they’re  right.  One  society  has  its  officers 
and  committees  meet  together  for  dinner 


at  the  beginning  of  the  year.  They  invited 
me  to  attend  that  meeting  and  discuss 
TMA’s  program  I met  with  probably  1 SO 
physicians,  every  one  of  them  being  an 
officer,  committee  member,  or  county  so 
ciety  delegate  to  the  TMA  It  was  an  in- 
teresting thing  because  they  said  that 
was  the  only  time  that  they  all  met  as  a 
group. 

That  was  a unique  approach,  and  I am 
complimentaty  of  it.  I was  able  to  con 
vey  TMA’s  message  at  least  to  their  top 
leadership. 

Texas  Medicine:  Have  there  been  any 
surprises  during  the  year? 

Dr  Burross:  ITie  surprises  have  been  re- 
lated to  trying  to  find  out  how  to  get  to 
some  of  our  county  medical  societies  and 
not  spend  a couple  of  days  in  doing  it. 

For  instance,  1 found  out  that  if  you’re 
taking  a commercial  flight  to  a 6:30  pm 
meeting,  you  may  have  to  be  there  at 
1 1:30  am  1 finally  flew  by  private  plane. 

Another  time,  a private  fliglit  was  nec- 
essary because  the  only  airline  serving 
the  area  was  decertified  by  the  FAA  three 
days  before  my  trip. 

Texas  Medicine:  What  has  been  the  per 
sonal  cost  for  taking  this  office? 

Dr  Burross:  Fhere’s  been  a tremendous 
cost  in  time  and  in  income.  Over  the 
years  my  family  has  become  accustomed 
to  my  activities,  and  before  I held  myself 
out  to  be  elected  to  the  presidency  of 
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this  organization,  I looked  at  the  time 
factor. 

However,  my  wife  laid  down  the  law 
last  week  because  our  younger  daughter 
was  getting  married — 1 could  not  make 
any  type  of  commitment.  My  wife  fre- 
quently travels  with  me,  but  after  my 
daughter  announced  her  wedding,  of 
course,  she  had  to  take  a leave  of  absence. 

Thursday  night  1 went  to  Houston,  and 
1 was  in  Houston  Friday,  and  even  though 
1 finished  a little  early  and  tried  to  get 
out,  the  airlines  were  crowded  and  full. 
So,  that  took  me  away,  and  it’s  frustrating. 
1 do  look  for  opportunities  to  go  home, 
even  if  it’s  for  a short  time. 

Texas  Medicine:  Has  there  been  a cost 
in  terms  of  your  practice? 

Dr  Burross:  I’m  a solo  practitioner,  but 
the  physician  who  rents  the  other  side  of 
my  building  is  willing  to  see  my  patients. 
When  he  does  see  them,  of  course,  they’re 
recorded  as  his  visits.  But.  at  least  my 
patients  are  taken  care  of  And,  if  1 have 
a problem  in  pediatrics  or  obstetrics,  1 
can  ask  faculty  members  on  the  family 
practice  program  to  take  care  of  those 
people,  and  they  have  been  very  gracious 
in  doing  so. 

I have  had  to  do  a lot  of  shifting  sched 
ules  around.  1 alternate  three  week-end 
calls  with  other  physicians,  and  1 have 
made  all  of  my  rotations,  although  at 
times  they  have  had  to  be  willing  to 
change  week-ends  with  me. 

Texas  Medicine:  Are  your  patients 
understanding  about  the  situation? 

Dr  Burross:  Anyone  who  holds  this 
position  must  realize  that  some  patients 
will  leave.  But,  most  patients  understand 
when  a physician  they  have  been  using 
for  many  years  takes  on  other  responsi- 
bilities. They  also  have  a human  char- 
acteristic that  says,  “It’s  alright  for  you 
to  be  gone  when  somebody  else  needs 
you,  but  we  want  you  here  whenever  we 
need  you” 

Texas  Medicine:  What  will  you  miss 
about  being  president? 

Dr  Burross:  Well,  some  of  it  is  going  to 
be  very  aflectionately  missed  in  that  my 
wife  and  1 would  like  to  spend  more  time 


together.  Most  of  our  vacations  over  the 
years  have  been  connected  with  some 
kind  of  a meeting,  and  we  re  looking  for- 
ward to  taking  a vacation  by  ourselves. 

As  immediate  past  president,  1 still  will 
have  one  more  year  to  ser\'e  on  the  exec- 
utive board.  So,  even  though  the  time 
commitment  is  going  to  be  cut  down, 
there  are  going  to  be  certain  ongoing  re- 
sponsibilities that  1 understood  when  1 
took  the  job.  I’ve  been  asked  to  do  other 
things,  but  1 promised  my  wife  I’m  going 
to  learn  to  say  no  to  a few  of  them. 

Texas  Medicine:  You  mentioned  that  as 
immediate  past  president  you  will  con- 
tinue to  serve  on  TMA’s  Executive  Board. 
What  other  roles  will  you  take  in  orga- 
nized medicine? 

Dr  Burross:  Well,  1 have  three  more 
years  to  serve  on  the  National  Board  of 
Medical  Examiners.  1 was  elected  as  an 
alternate  in  the  Texas  delegation  to  the 
AMA,  and  1 hope  to  continue  to  serve  in 
that  role.  I’m  probably  going  to  spend 
more  time  in  my  role  as  director  of  a 
family  practice  residency,  a program  that 
has  18  residents.  And,  1 recently  took  a 
position  as  TMA’s  representative  on  the 
Family  Practice  Advisory  Committee  of 
the  Coordinating  Board,  Texas  College 
and  University’  System. 

Texas  Medicine:  What  message  do  you 
have  for  the  membership  as  you  leave 
office? 


Dr  Burross:  In  numbers  we  have 
strength.  Even  with  an  occasional  differ- 
ence of  opinion,  we  all  should  be  in  the 
same  camp,  we  should  all  still  be  in  the 
same  areas  working  together.  More  than 
60%  of  the  members  of  the  TMA  also  are 
members  of  the  AMA.  On  the  national 
level,  less  than  50%  of  phy  sicians  are 
AMA  members.  We  should  strive  to  make 
that  100%. 

Texas  Medicine:  Do  you  have  any  ad- 
vice to  offer  Dr  Brame  as  he  assumes  the 
office  of  president? 

Dr  Burross:  Dr  Brame  probably  doesn’t 
need  any  of  my  advice.  1 think  he’ll  do  an 
excellent  job. 

But,  1 would  say  to  him  that  it  is  a 
unique  experience.  You  become  aware  of 


the  mantle  of  responsibility  when  you 
walk  in  to  address  a society,  and  the 
membership  spontaneously  rises — not 
necessarily  out  of  respect  for  you  as  an 
individual,  but  out  of  respect  for  the 
office  of  the  presidency.  That  really  is  a 
heart-tugging  experience.  That’s  a thrill. 

But,  with  that  you  realize  that  when 
you  speak,  you’re  no  longer  speaking  as 
an  individual.  You’re  speaking  as  presi- 
dent of  the  Texas  Medical  Association, 
and  you  will  be  quoted  in  that  light.  The 
president  makes  personal  sacrifices  that  1 
know  Dr  Brame  is  willing  to  make,  but  at 
the  same  time,  the  responsibility  carries 
with  it  tremendous  rewards.  And,  1 think 
that  he  will  find  it  very  exciting. 


Texas  Medicine 


Idrbrame 

Looking  toward 
the  presidency 


On  May  10,  1986,  Jim  Bob  Brame,  MD. 
assumes  the  presidency  of  the  Texas 
Medical  Association  m the  elegant  hi 
temational  Ballroom  of  the  Fairmont 
Hotel,  Dallas.  Dr  Brame  comes  into  the 
position  at  a time  when  the  medical 
profession  faces  one  of  its  most  formi- 
dable challenges,  the  battle  for  tort  re 
form.  During  the  coming  year,  he  also 
will  be  called  upon  to  guide  the  associa- 
tion’s response  to  demands  for  change 
in  the  health  care  delivery  system. 

Dr  Brame  was  bom  in  Goose  Creek, 
Tex,  and  for  almost  20  years,  he  has 
lived  and  practiced  as  a family  physi- 
cian in  the  small  West  Texas  community 
of  Eldorado.  Between  his  Goose  Creek 
and  Eldorado  days,  he  was  an  active 
member  of  the  Harris  County  Medical 
Society.  His  contributions  to  organized 
medicine  at  the  county,  state,  and  na 
tional  level  are  numerous.  He  helped 
organize  the  East  Harris  County  Branch 
of  the  Harris  County  Medical  Society 
and  held  various  offices  in  the  society. 

He  has  been  an  active  member  of  the 
Tom  Green  Eight  County  Medical  Society 
since  1968. 

During  a recent  interview.  Dr  Brame 
discussed  his  expectations  about  his 
year  as  president 

Texas  Medicine:  What  are  your  pri- 
orities as  president? 

Dr  Brame:  One  priority  is  to  help  re- 
structure TMA  so  that  we  can  live  within 
our  budget  and  still  accomplish  the  things 
that  we  need  to  accomplish.  By  that  I 
mean  we  have  to  reorganize  our  councils 
and  committees  to  see  that  they  are 
fulfilling  their  constitutional  charges. 

That  throws  us  into  a tittle  conflict  be- 
cause we  want  as  much  physician  repre- 
sentation as  we  can  have,  and  yet,  our 
entire  economy  is  having  to  tighten  its 
belt.  TMA  is  going  to  have  to  tighten  up 
too,  because  we’ve  projected  that  we  ll 
probably  be  at  the  break-even  level  in  a 
couple  of  years. 

The  other  priority  is  to  encourage  and 
work  with  a for-profit  corporation  that 
can  increase  our  nondues  income  at  TMA. 

Those  are  important  priorities.  An- 
other important  one  is  to  tell  my  col- 
leagues that  we  should  avoid  the  defen- 
sive position.  We  re  the  knowledgeable 
people  in  medicine.  We  know  more  about 


it  than  anybody  else.  If  we  start  to  abro- 
gate that  position,  then  we  re  limiting  our 
ability  to  develop  the  atmosphere  that 
we  want. 

And,  of  course,  we  ll  be  working  on 
some  type  of  legislative  relief  from  our 
tort  system  and  our  professional  liability 
problem  during  my  term.  That  has  to  be 
the  number  one  priority  as  TMA  works 
with  the  Texas  Civil  Justice  League. 

Texas  Medicine:  What  makes  you  most 
anxious  about  being  president? 

Dr  Brame:  I'm  fearful  that  the  organiza- 
tion will  move  so  fast  that  I’ll  have  to  run 
to  get  in  front  of  them,  because  I’ve  been 
elected  president  for  a year.  If  I have  an 
apprehension,  it’s  that  we  will  move  too 
fast  in  response  to  the  pressures  on  the 
medical  profession  to  change  our  mode 
of  practice — to  be  creating  HMOs,  IPAs, 
PPOs  just  to  stave  off  the  people  who 
think  they  know  more  about  medicine 
than  we  do. 

Texas  Medicine:  Are  there  personal  and 
professional  costs  for  being  president? 

Dr  Brame:  This  is  coming  at  a ver)' 
opportune  time  in  my  life  and  my  wife 
Holly’s  life.  We  have  no  more  children  at 
home,  and  we  had  both  decided  that  we 
wanted  to  make  it  a full-time  job,  365 
days.  I’ll  be  gone  from  my  practice  for 
that  period  of  time.  I feel  that  there  are 
very  few  things  that  are  more  important 
in  my  life  right  now  than  the  Texas  Medi- 
cal Association. 

Texas  Medicine:  How  do  your  patients 
feel  about  losing  you  for  a year? 

Dr  Brame:  They’re  probably  better  off 
with  my  being  gone  all  the  time  than  my 
trying  to  practice  part  time.  When  I prac- 
tice part  time,  there’s  no  way  I can  follow 
my  patients.  And,  this  has  been  explained 
to  my  patients.  In  fact,  they’re  very  proud 
of  the  idea  that  their  doctor  is  involved 
in  organized  medicine. 

Texas  Medicine:  Will  you  go  back  to  full 
time  practice  after  your  term? 

Dr  Brame:  Oh,  yes.  Yes,  yes! 

Texas  Medicine:  What  are  you  looking 


forward  to  in  the  presidency? 

Dr  Brame:  I’m  looking  forward  to  rep- 
resenting the  physicians  on  a state  level, 
and — I don’t  want  this  to  sound  osten- 
tatious— to  presenting  a media  image 
that  says  we  re  good  people,  and  we’re 
the  experts.  It’s  time  for  physicians  in 
Texas  to  draw  the  line  on  interference  in 
the  practice  of  medicine  by  agencies  and 
individuals  who  are  not  educated  in  the 
physician-patient  relationship. 

Texas  Medicine:  What  personal  charac- 
teristics and  talents  are  going  to  help  you 
achieve  your  goals  as  president? 

Dr  Brame:  I think  the  “personal  char- 
acteristics and  talents”  that  will  help 
me  most  are  those  strong  and  talented 
people  in  the  House  of  Delegates.  We  get 
our  strength  from  our  peers.  Whatever 
I do  is  going  to  be  done  in  the  name  of 
the  physicians  of  Texas  because  I’m  their 
people,  and  they’re  my  people. 

Texas  Medicine:  W’hy  did  you  decide  to 
seek  the  presidency? 

Dr  Brame:  As  I became  more  involved 
in  the  Council  on  Health  Facilities  and 
in  the  House  of  Delegates,  and  seeing 
where  I was  going  to  be — projecting 
from  five  years  ago — this  looked  like 
the  opportune  time  for  me  to  be  in  this 
position. 


Jim  Bob  Brame.  MD,  Eldorado,  1986- 198’’ 
president,  Texas  Medical  Association. 
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AND  ONUfauto  leasing  company  endorsed 
by  both  the  Texas  Medical  Association  and  the 
Tarrant  County  Medical  Society,  with  good  reason. 
Call  our  toll-free  number  for  more  information. 

1-800-442-6158 


TRANS-TEXAS  LEASING 
9330  LBJ  Frwy,  Suite  635 
Dallas,  TX  75243 

1-214-699-9494 


Texas  Medicine 
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health 

CENTER 


AT  lYIFR 


Clinical  Services  and  Consultations 


• Cardiovascular  Diagnosis  and  Surgery 

• Home  Health  Care  Services 

• Infectious  Disease 

Atypical  Mycobacteria,  Pneumonia 
& Related  Diseases,  Tuberculosis 

• Oncology 

• Outpatient  Care 

• Pediatric  Respiratory  Disorders 
Allergy,  Asthma,  Cystic  Fibrosis 
Pneumonia,  Tuberculosis 


• Pulmonary  (Adult) 

Emphysema  & Chronic  Bronchitis 
Occupational  Lung  Diseases 
Pulmonary  Physiology 
Pulmonary  Infiltrative  Disease 
Sleep-Related  Breathing  Disorders 
Pulmonary  Rehabilitation 
Undiagnosed  Pulmonary  Masses 

• Radiology  • Smoking  Cessation 

• Thoracic  Surgery 


A Referral  Center  for  Cardiopulmonary  Diseases 

Located  on  Highway  271  at  SH  155,  5 miles  north  of  Tyler.  Mailing  address: 
P.O.  Box  2003,  Tyler,  TX  75710.  For  information  and  referral  call:  1-800-442-8842 


Getting  behind  in  your  medicai  reading? 
Let  Medical  World  News  dut  you  ahead. 


For  more  than  115,000  busy  physicians  like  you,  Medical 
World  News  is  the  secret  to  staying  informed  about  the 
changing  world  of  medicine. 

Every  two  weeks,  we  will  bring  you  up-to-the-minute 
developments  in  therapy,  research,  practice,  pharmacol- 
ogy, economics,  legislative  action,  highlights  of  other 
periodicals  and  new  medical  trends. 

It’s  no  wonder  Medical  World  News  has  one  of  the  high- 
est cover-to-cover  readerships  in  medical  publishing  today. 
Our  balanced  reporting  means  you'll  get  all  sides  of  the 
issues,  and  our  fast-reading  style  makes  it  enjoyable  to 
stay  informed. 

If  you’re  getting  behind  in  your  medical  reading,  let 
Medical  World  News  put  you  ahead. 


medical 

world 


news 


The  credible  source. 
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M illions  of  Americans  have  high  blood 
pressure.  One  of  the  benefits  of 
controlling  high  blood  pressure  is  a 
longer  and  healthier  life!  And  high  blood 
pressure  can  be  detected  easily  and 
painlessly. 

If  your  doctor  prescribes  medication, 
follow  his  or  her  advice  and  take  your  pills 
on  schedule  every  day.  If  you  lose  extra 
weight  and  cut  down  on  salt,  you  may 
lower  your  blood  pressure. 


May  is 
High  Biood 
Pressure  Month. 


Sponsored  by  the  Texas  High  Blood 
Pressure  Coordinating  Committee 
and  the  TMA  Committee  on 
Cardiovascular  Diseases 


Texas  Mediciru 


Is  your 

malpractice  insurance 
geared  to  the  past, 
instead  of  the  futur^ 


Protecting  today’s  physicians  from  the  on' 
slaught  of  malpractice  litigation  is  a new 
game.  Back  when  malpractice  lawsuits 
were  rare,  old  insurance  companies  sold 
malpractice  policies  to  just  about  anyone. 
Cheap. 

Then  the  malpractice  crisis  of  1975 
appeared — and  the  new  age  of  malpractice 
protection  arrived.  Some  of  the  old  insun 
ance  companies  knee'jerked  away  from 
their  commitment  to  Texas  and  Arkansas 
physicians. 

That’s  when  we  founded 
API  to  offer  the  kind 


of  complete  protection  that  the  old 
insurers  didn’t  offer.  For  all  specialties. 
With  ample  limits.  API  plans  to  offer  this 
complete  protection  in  1995, 2005  and 
beyond.  Modern,  complete  insurance 
coverage  must  adapt  to  change.  And  in 
malpractice  insurance,  complete  protection 
is  all  that  counts. 

You  don’t  have  to  settle  for  less.  API 
guarantees  complete  protection  for  today 
and  the  future. 

When  you’re  ready  for  complete 
malpractice  protection,  call  us.  We’ll 

api 

American  Physicians 
Insurance  Exchange 

1301  Capital  of  Texas  Highway  South 
Austin,  Texas  78746 
Texas  1'800'252'3628 
Arkansas  1'800'527'1414 
Austin  328'1520 
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DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  FANNIN 
HOUSTON,  TEXAS  77030 
(713)  797-9191 

TEXAS  MEDICAL  CENTER 


INTERNAL 

MEDICINE 

ALLERGY 

Arthur  T.  Pedersen,  MD 

CARDIOVASCULAR  DISEASE 

Hugh  F.  Arnold,  MD 
Michael  B.  Paine,  MD 
Michael  A.  Modelski,  MD 
Sigmund  W.  Friedland,  MD 
Boguslaw  Godlewski,  MD 

DERMATOLOGY 

Samuel  F.  Bean,  MD 

ENDOCRINOLOGY  & 
METABOLIC  DISEASES 

Thomas  G.  Vandivier,  MD 
R.  Frederick  Gregory,  MD 
Thomas  J.  Hanson,  MD 
Richard  D.  Jablonski,  MD 
Brian  R.  Tulloch,  MD 

GASTROENTEROLOGY 

W.  Tom  Arnold,  MD 
Belton  G.  Griffin,  MD 
Frederick  R.  Lummis,  MD 
Dean  C.  Solcher,  MD 
Margaret  E.  Bridges,  MD 
Robert  S.  McFadden,  MD 
Daniel  E.  Whitman,  MD 


HEMATOLOGY 

Edmund  N.  Gouldin,  MD 
George  T.  Conklin,  MD 

INFECTIOUS  DISEASES 

Lewie  L Travis,  MD 
George  Burnazian,  MD 
Benjamin  L.  Portnoy,  MD 

INTERNAL  MEDICINE 

Jeffrey  Zatorski,  MD 
Paul  T.  Forth,  MD 
Ronald  R.  Galfione,  MD 
Steve  Rosenbaum,  MD 
Eugene  M.  Hoyt,  MD 

NEPHROLOGY 

K.  Ronald  Bingman,  MD 
R.  Robert  Durrett,  MD 
Garry  L.  Hagstrom,  MD 

NEUROLOGY 

Donald  J.  Russell,  MD 
George  Isaacs,  MD 
Ernesto  Infante,  MD 
Robert  W.  Fayle,  MD 
Simon  J.  Farrow,  MD 

NUCLEAR  MEDICINE 

Donald  A.  Podoloff,  MD 

ONCOLOGY 

Lester  L.  Hoaglin,  MD 
J.  Peter  Sullivan,  MD 
Harry  R.  Price,  MD 
Edward  Middleman,  MD 
Martin  Hrgovcic,  MD 
Elizabeth  W.  Rogg,  MD 


PATHOLOGY 

Paul  B.  Radelat,  MD 
Ashok  M.  Balsaver,  MD 

PULMONARY  DISEASE 

Joel  E.  Reed,  MD 
Gene  R.  Lindley,  MD 
Martin  L.  Kaplan,  MD 
Nelson  A.  Fernandez,  MD 

RADIOLOGY 

William  L.  Hinds,  MD 
C.  P.  Eldridge,  MD 
David  D.  Lawrence,  MD 
Charles  A.  Spain,  MD 
Joe  B.  Wilson,  MD 
Howard  J.  Pollock,  MD 
Jeffrey  A.  Klein,  MD 
Richard  J.  Frachtman,  MD 

RHEUMATOLOGY 

John  E.  Norris,  MD 
Carolyn  A.  Smith,  MD 
John  J.  Zieminski,  MD 

ADMINISTRATION 

Robert  B.  Hall, 
Administrator 


Joan  R.  McClung, 
Associate  Administrator 
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M edicine  and  the  L'/// 


Professional  liability  glossary 

In  response  to  a 1984  mandate  from  the  Home  of  Delegates 
(I),  Texas  Medical  Association  formed  the  Texas  Civil  Justice 
League  in  concert  with  the  Texas  Hospital  Association,  the 
Independent  Insurance  Agents,  and  many  engineering,  pro- 
fessional, and  manufacturing  organizations.  The  league  is 
a growing  coalition  working  to  assure  that  the  70th  Texas 
Legislature  places  tort  reform  on  its  priority  agenda  in  Jan- 
uary /9S7 

According  to  Webster’s  Collegiate  Dictionary,  a tort  is  "a 
urongful  act  ( not  involving  a breach  of  contract)  resulting 
in  an  injury,  loss  or  da?nage,  for  which  the  injured  party  can 
bring  civil  action,  as  trespass,  assault  and  battery,  defama- 
tion and  the  like. " Reform  is  a ‘‘correction  of  an  abme,  a 
urong,  or  errors.  "Many  of  the  issues  that  the  legislature  will 
address  under  the  collective  term  “tort  reform"  involve  con- 
cepts often  discussed  hut  not  always  fully  understood.  The 
following  glossary,  including  some  illmtrative  examples,  is 
offered  as  a reference  for  physicians. 

ACCESS  TO  CARE;  the  ability  to  obtain  needed  medical  care, 
which  may  involve  new  and  complex  technology.  New  treat- 
ment options  may  be  promising,  but  also  may  involve  greater 
risk  for  the  patient. 

BINDING  VOLUNTARY  ARBITRATION:  a process  whereby  par- 
ties voluntarily  submit  a disagreement  to  a third  party  and 
agree  to  be  bound  by  that  person’s  decision  without  filing  a 
lawsuit. 

Texas  law  contains  statutory  and  common  law  bases  for 
valid  arbitration  proceedings.  Common  law  has  evolved  pri- 
marily from  judicial  decisions  based  upon  custom  and  prece- 
dent, rather  than  statutes  or  written  codes.  Although  the 
General  Arbitration  Act  ( 2 ) encourages  and  facilitates  arbitra- 
tion. the  act  specifically  excludes  claims  for  personal  injury' 
unless  counsel  for  all  parties  agree  in  writing.  Common  law 
arbitration  agreements  are  a viable  alternative  to  the  statutory 
method.  However,  such  agreements  are  not  binding  until  after 
an  award  is  made  by  the  arbitrator  ( 3 )• 

CAPS;  limitations  on  damage  awards.  If  not  capped  by  statute,  a 
jury  award  is  virtually  limitless  unless  judicial  review  indicates 
that  the  award  is  based  not  on  the  evidence,  but  on  passion, 
prejudice,  partiality,  or  corruption.  In  that  event,  a trial  or 
appellate  court  will  set  aside  the  award  as  excessive  (4). 

In  1977,  the  Texas  legislature  placed  a 5500,000  cap  on  all 
damages  in  health  care  liability  claims,  except  those  for  ex- 
penses of  necessary  medical,  hospital,  and  custodial  care  re- 
ceived before  judgment  or  required  in  the  future  for  treatment 
of  the  injury.  That  cap  has  risen  with  increases  in  the  Con- 
sumer Price  Index  to  approximately  8880,000. 

CIVIL  JUSTICE:  the  judicial  system  for  resolving  disputes  based 
on  the  private  rights  of  citizens  rather  than  alleged  violations 
of  criminal  law 


“CLAIMS-MADE  ” PROFESSIONAL  LIABILITY  INSURANCE  POL- 
ICY : an  insurance  contract  that  provides  coverage  only  for 
claims  made  and  reported  during  the  current  policy  period. 

A physician  with  claims-made  coverage  in  effect  for  the  pol- 
icy year  1986  would  not  be  protected  for  a claim  presented  in 
1 987  ( no  matter  when  the  underlying  incident  took  place ) 
unless  the  physician  had  ( 1 ) renewed  the  claims-made  cover- 
age for  the  1987  policy  year  or  (2 ) purchased  an  “extended 
reporting  endorsement,”  which  would  enable  the  physician  to 
continue  to  report  claims  after  1986.  An  extended  reporting 
endorsement  normally  is  purchased  when  a physician  changes 
insurance  carriers  or  retires  and,  in  effect,  converts  claims- 
made  coverage  to  occurrence  coverage. 

COLLATERAL  SOURCE  RULE:  a rule  of  evidence  stating  that 
collateral,  or  concomitant,  payments  that  a plaintiff  receives 
from  other  sources,  such  as  insurance,  pension,  or  retirement 
funds,  employee  benefit  accounts,  social  security',  or  old  age 
assistance,  generally  may  not  be  disclosed  to  a jury  during  a 
trial. 

The  collateral  source  rule  allows  some  plaintiffs  to  collect 
twice  for  some  losses.  For  example,  medical  expenses  that  are 
recoverable  by  the  plaintiff  in  a personal  injury  suit  often  have 
been  reimbursed  partially  or  completely  by  an  insurance  car- 
rier by  the  time  a trial  is  completed.  Nevertheless,  the  plaintiff 
may  recover  those  expenses  from  the  defendant  again  as  if  no 
payments  have  been  made.  On  the  other  hand,  abolition  of  the 
collateral  source  rule  also  may  cause  courts  to  allow  the  jury 
to  be  told  whether  a defendant  has  liability  insurance,  a disclo- 
sure that  currently  is  not  permitted. 

CONTINGENT  FEE:  a contractual  arrangement  between  a law- 
yer and  a client  under  which  the  lawyer  will  be  paid  for  legal 
services  rendered  only  if  some  recovery  is  obtained  for  the 
client  through  the  lawyer’s  efforts. 

Usually,  contingent  fees  are  set  at  a percentage  of  the  recov- 
ery; ie,  33 ‘/3%  plus  any  expenses  incurred  while  pursuing  the 
case,  such  as  fees  for  expert  witness  testimony.  Should  a case 
be  appealed,  the  percentage  usually  is  adjusted  upward. 

DEFENSE  ATTORNEY:  the  attorney  representing  the  party 
from  whom  relief  or  recovery  is  sought  in  an  action  or  suit. 

DEFENSrVE  MEDICINE:  the  ordering  of  additional  tests  and/or 
treatment  by  a physician  primarily  to  establish  a stronger  de- 
fense if  a lawsuit  should  be  filed.  Also  included  is  a decision  to 
employ  treatment  that  may  not  be  as  effective  as  other  more 
risky  but  promising  procedures,  again  because  of  the  threat  of 
a lawsuit. 

EXEMPLARY/PUNITfVE  DAMAGES:  damages  that  are  awarded 
not  to  compensate  the  plaintiff  for  actual  injuries  but  as  pun- 
ishment. These  damages  are  intended  to  serve  as  a warning  or 
an  example  to  deter  others  from  engaging  in  similar  wrongful 
or  negligent  conduct. 

JOINT  AND  SEVERAL  LIABIUTY:  a legal  theory  under  which 
multiple  defendants  are  held  jointly  liable  to  a plaintiff  because 
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of  their  common  negligence.  Each  defendant  is  jointly  and  in- 
dividually liable  for  satisfying  the  entire  judgment  in  a negli- 
gence case.  However,  in  Texas  a defendant  whose  negligence  is 
less  than  that  of  the  plaintiff  is  liable  to  the  plaintiff  only  for  the 
portion  of  the  judgment  that  represents  his  or  her  negligence. 

Juries  must  assess  the  negligence  of  all  parties  in  personal 
injury  suits,  including  that  of  the  plaintiff,  if  any.  Suppose  a 
plaintiff  is  held  20%  negligent,  defendant  1 is  determined  to  be 
45%  negligent,  and  defendant  2 is  found  35%  negligent.  De- 
fendant 2 would  be  liable  for  80%  of  the  judgment  if  defen- 
dant 1 is  unable  to  pay  his  share  of  the  judgment  due  to  lack  of 
insurance  coverage  or  personal  assets.  However,  if  the  plaintiff 
is  20%  negligent,  but  defendant  1 is  70%  negligent,  and  defen- 
dant 2 is  10%  negligent,  then  defendant  2 must  pay  only  10% 
of  the  judgment  because  his  negligence  is  less  than  the  plain 
tiff’s.  Defendant  2 is  not  required  to  pay  any  part  of  the  judg- 
ment that  defendant  1 cannot  pay. 

JOINT  UNDERWRITING  ASSOCIATION  (JUA ):  an  entity  cre- 
ated by  statute  and  composed  of  insurance  companies  that 
write  certain  kinds  of  liabilit)'  insurance.  By  statute,  certain 
types  of  companies  must  underwrite  medical  liability  insur- 
ance through  the  JUA  to  provide  a source  of  coverage  for  health 
care  providers  and  hospitals  unable  to  secure  insurance  from 
any  other  source  in  the  commercial  market.  Underwriting 
companies  must  stand  behind  the  JUA  to  assure  its  financial 
stability. 

LAWSUIT:  an  action  or  proceeding  in  a civil  court  instituted  by 
a party  to  recover  damages  for  an  injury  or  to  seek  other  relief 

MEDICAL  MALPRACTICE:  negligence  or  incompetence  in  treat- 
ing or  failing  to  treat  a patient  that  results  in  injury  to  the 
plaintiff. 

NONECONOMIC  DAMAGES:  damages  awarded  for  losses  that 
cannot  be  calculated  by  any  objective  or  quantifiable  standard. 
Damages  for  “pain  and  suffering”  are  an  example  of  noneco- 
nomic damages. 

“OCCURRENCE”  PROFESSIONAL  LIABILITY  INSURANCE  POL- 
ICY: an  insurance  contract  that  provides  coverage  for  acts  or 
omissions  that  occur  during  the  period  for  which  premiums 
are  paid,  no  matter  when  claims  may  be  reported. 

Occurrence  coverage  purchased  for  the  oolicpfcar  1986 
would  provide  protection  for  a physician  up  to^^^olicy 
limits  for  a claim  made  or  a suit  filed  in  1987  or  T®ty  subse- 
quent year  if  the  incident  occurred  in  1986 

PEER  REVIEW:  a broad  concept  including  medical  review  ef 
forts  usually  conducted  by  committees  of  physicians.  Peer  re- 
view activities  may  focus  on  appropriate  use  of  services  and 
facilities,  analyze  medical  practice  patterns,  and  could  impact 
the  credentialling  of  physicians  or  other  aspects  of  the  evalua 
tion  of  patient  care  and  medical  services 

PIAINTIFF  ATTORNEY  the  attorney  representing  the  party 
who  brings  an  action. 


REINSLIRANCE:  insurance  purchased  by  an  insurance  company 
to  cover  all  or  part  of  the  risk  for  which  the  company  is  liable. 

RISK  MANAGEMENT:  reducing  the  likelihood  that  a claim  or 
lawsuit  based  on  alleged  negligence  will  be  filed.  Risk  manage- 
ment often  involves  improving  communication  between  the 
patient  and  physician  and  keeping  good  medical  records. 

STATUTE  OF  LIMITATIONS:  a law  that  limits  the  time  within 
which  a lawsuit  must  be  filed. 

STRUCTURED  SETTLEMENTS:  payment  of  damages  in  install- 
ments over  time  rather  than  in  a lump  sum. 

TORT  REFORM:  the  pursuit  of  changes  in  inequitable  tort  laws 
and  judicial  decisions.  Tort  law  deals  with  wrongful  acts  by 
individuals  or  businesses  that  result  in  injuries  to  persons  or 
corporations. 

TRIAL  ATTORNEY:  a term  used  interchangeably  with  plaintiff 
attorney. 

Summary 

The  sometimes  conflicting  points  of  view  of  the  interest  groups 
involved  will  make  tort  reform  by  the  70th  Texas  Legislature  a 
complicated  process.  Changes  in  the  law  will  impact  not  only 
physicians,  but  also  insurers,  attorneys,  and  others  who  are 
affected  by  our  civil  justice  system.  However,  enactment  of 
lasting  reform  measures  will  depend  upon  informed  communi- 
cation between  physicians  and  their  legislators.  Familiarity 
with  the  terms  in  this  tort  reform  glossary  should  enable  physi- 
cians to  describe  their  concerns  more  effectively. 

HELENE  A ALT,JD 
I'MA  Assistant  General  Counsel 
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June  27-28,  1986 
Four  Seasons  Hotel 
San  Antonio,  Texas 


An  Educational  Seminar 
presented  by 
The  Urology  Center  of  Excellence 
at  Humana  Hospital-San  Antonio 

This  program  is  designed  for  urologists, 
nephrologists,  family  practitioners  and  internists 
to  provide  an  update  in  the  management  of 
patients  with  stone  disease. 

Arthur  S.  Centeno,  M.D.,  and  Howard  Radwin, 
M.D.,  will  lead  a nationally  known  faculty 
including  Ralph  dayman,  M.D.,  Gerhard  Fuchs, 
M.D.,  James  Glenn,  M.D.,  Ed  Lyons,  M.D., 
Charles  Pak,  M.D.,  Martin  Resnick,  M.D.,  and 

Michael  Warren,  M.D. 

Emphasis  will  be  placed  on  metabolic,  non- 
operative  management  of  recurrent  stone 
formers  as  well  as  the  operative  approaches 
including  percutaneous  nephrolithotomy, 
traditional  open  surgery,  and  particularly, 
extracorporeal  shockwave  lithotripsy. 

Continuing  medical  education  credit  will 

be  available. 


For  registration  information, 
please  contact 


The  Urology  Center  of  Excellence 

+lumaiia  Hospital  - San  Antonio 

8026  Floyd  Curl  Drive 
San  Antonio,  Texas  78229 
(512)  692-3537 


'<  IVKS  M.irrioll  1 lolt  ls 


Now  you  can  have 
convenience  to  the 
Medical  Center 
with  the  luxury  of 
Marriott. 

The  new  Marriott  Hotel  is  linked  to  the 
Te.xas  Medical  Center  by  an  enclosed  walkway. 
No  hotel  is  more  convenient  or  as  special. 

All  guest  rooms  are  spacious  and  richly 
appointed.  Our  concierge  level  offers  you  a 
private  lounge,  continental  breakfast, 
complimentary  hors  d'oeuvres.  and  honor  bar. 

Our  recreation  faeilities  feature  an  indoor 
pool  and  whirlpool,  plus  adjoining  fitness 
center  with  an  indoor  track,  racquethall, 
complete  weight  training,  and  excercise 
equipment. 

We  have  9,000  sq.  ft.  of  conference  space 
including  the  Grand  Ballroom  and  several 
conference  rooms  - perfect  for  .seminars, 
business  meetings,  or  product  introductions. 

Our  three  restaurants  and  lounge  offer  a variety 
of  food  and  beverage  options. 

Make  your  next  trip  to  the  Texas  Medieal 
Center  convenient,  and  we  will  make  sure  it  is 
special.  For  reservations,  call  us  direct  at 
713-796-0080.  call  your  travel  agent,  or  call 
Marriott  toll  free  1-800-228-9290. 
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J.E.  Burk 

Joseph  Edward  Burk,  MD,  71,  died  Jan  16,  1986.  Dr  Burk  had 
practiced  medicine  in  San  Antonio  for  40  years. 

Born  in  Sweetwater,  Tex,  Dr  Burk  earned  his  medical  degree 
from  The  University  of  Texas  Medical  Branch  at  Galveston  in 
1939.  He  was  a captain  in  the  medical  detachment  of  the  14 1st 
Infantry  Regiment  United  States  Army  during  World  War  II, 
serving  in  the  European-North  African-Middle  Eastern  Theatre. 
He  was  awarded  the  Purple  Heart  for  wounds  incurred  during 
the  Anzio  Invasion  of  the  Italian  Campaign.  He  retired  from  the 
Army  in  1946. 

Dr  Burk  is  survived  by  his  wife,  E.  Elizabeth  Burk,  and 
mother,  Ethel  Harp  Burk,  both  of  San  Antonio;  daughters, 
Marcella  Burk  Schroder,  Hamburg,  Germany,  and  Martha  Burk, 
Harlingen,  Tex;  son,  Joseph  E.  Burk,  Jr,  MD,  San  Antonio;  and 
two  grandsons. 

J.L.  Childress 

James  Lyvonne  Childress,  MD,  64,  died  Jan  10,  1986.  Dr  Chil- 
dress had  been  a San  Benito  physician  since  1 948. 

Born  in  Shelby  County,  Texas,  Dr  Childress  received  a BS  in 
biology  from  Stephen  F.  Austin  College.  He  graduated  from 
Southwestern  Medical  School  in  Dallas  in  1945.  He  served  an 
internship  at  Baylor  University  Hospital  and  then  served  two 
years  in  the  US  Army.  Upon  discharge  from  the  Army,  Dr  Chil- 
dress moved  to  San  Benito  to  begin  a general  practice.  In  1950 
he  entered  The  University  of  Texas  Medical  Branch  at  Galves- 
ton for  completion  of  his  surgery  training.  He  returned  to  the 
Rio  Grande  Valley,  establishing  a surgical  practice. 

Dr  Childress  is  survived  by  his  wife,  Eleanor  Childress,  San 
Benito;  sons,  John  Childress,  Houston;  Tom  Childress,  San  Be- 
nito; and  Steve  Childress,  Dallas;  mother,  Ethel  Childress,  Joa- 
quin, Tex;  sisters,  Laura  Butcher,  Fort  Worth,  and  Joyce  Shahan, 
Logansport,  La;  two  stepchildren;  and  seven  grandchildren. 

W.C.  Dine 

William  Clay  Dine,  Jr,  MD,  78,  died  Dec  25,  1985.  Dr  Dine  had 
practiced  internal  medicine  in  Amarillo  since  1940. 

Born  in  Maroa,  111,  Dr  Dine  attended  the  University  of  Illi- 
nois. He  received  his  MD  degree  in  1932  from  the  University 
of  Illinois  College  of  Medicine.  He  served  as  attending  physi- 
cian in  the  division  of  medicine,  Billings  Hospital,  and  at  the 
Max  Epstein  Clinic,  both  at  the  University  of  Chicago,  from 
1935  until  1940. 

Dr  Dine  is  survived  by  his  wife,  Dorothy  Elliott  Dine,  Ama- 
rillo; sons,  Scott  Clay  Dine,  St  Louis,  Mo,  and  Dr  David  Dine, 
Portland,  Ore;  and  daughter,  Ann  Dine  Gray,  Gunnison,  Colo. 

L.B.  Entzminger 

Lindell  Baker  Entzminger,  MD,  67,  died  Jan  9,  1986.  Dr  Entz- 
minger had  been  an  eye,  ear,  nose,  and  throat  specialist  in 
Houston  for  40  years. 

Born  in  Dayton,  Tex,  Dr  Entzminger  attended  The  University 
of  Texas  at  Austin.  He  received  his  MD  from  The  University 
of  Texas  Medical  Branch  in  Galveston  in  1942.  He  left  a resi- 
dency at  New  York  Eye  and  Ear  Infirmary  in  1943  to  serve  in 
the  United  States  Medical  Corps.  After  discharge  from  active 
duty.  Dr  Entzminger  moved  to  Houston. 


Dr  Entzminger  is  survived  by  his  wife,  Gladys  McCormack 
Entzminger,  and  daughter,  Dorothea  Baldwin,  both  of  Houston; 
brother,  Joe  Entzminger,  Bay  City,  Tex;  seven  granddaughters; 
and  one  grandson. 

M.  Freiberg 

Milton  Freiberg,  MD,  a retired  Tyler  physician,  died  Jan  19, 
1986.  He  was  72. 

Born  in  New  York,  Dr  Freiberg  received  his  premedical  edu- 
cation at  the  University  of  North  Carolina.  In  1936  he  was 
graduated  from  the  Medical  University  of  South  Carolina,  and 
then  completed  an  internship  at  Trinity  Hospital  in  Brooklyn, 
NY,  and  postgraduate  training  in  orthopedic  surgery  at  the 
University  of  Iowa.  During  1941  - 1946,  Dr  Freiberg  served  in 
the  US  Air  Corps.  He  practiced  in  the  Veterans  Administration 
Hospital  in  McKinney,  Tex,  for  two  years  before  moving  to 
Tyler,  where  he  practiced  orthopedic  surgery  until  his  retire- 
ment in  1975. 

Dr  Freiberg  is  survived  by  his  wife,  Elizabeth  Freiberg,  Tyler; 
and  daughters,  Susan  Urbach,  Dallas,  and  Nancy  Bunker,  Ma- 
rietta, Ga. 

C. R.  Johnson 

Chester  R.  Johnson,  MD,  65,  died  Jan  8,  1986.  Dr  Johnson 
practiced  obstetrics  and  gynecology  in  Midland. 

He  was  born  in  Indiana  and  received  a bachelor  of  arts 
degree  from  Indiana  University  in  1941.  In  1944  he  was  gradu- 
ated from  Indiana  University  School  of  Medicine  in  India- 
napolis. His  internship  was  at  Wilson  Memorial  Hospital  in 
Johnson  City,  NY,  and  his  residency  was  at  Jersey  City  (NJ)  Medi- 
cal Center.  Dr  Johnson  practiced  in  Littlefield,  Tex,  and  in  Los 
Angeles  before  serving  in  the  US  Air  Force  during  1953—1955. 
He  moved  to  Midland  in  1955. 

Surviving  Dr  Johnson  are  his  wife,  Margaret  Johnson,  Mid- 
land; sons,  Stephen  Johnson,  Lubbock;  David  Johnson,  Skelly- 
town,  Tex;  and  Timothy  Johnson,  Houston;  daughter,  Janis 
Whitaker,  Ruidoso,  NM;  and  sister,  Virginia  Morgan,  Vandalia, 
Ohio. 

AjV.  Kosinski,  MD 

Alexander  A.  Kosinski,  MD,  a retired  Dallas  pathologist,  died 
Jan  1,  1986,  at  age  69. 

Dr  Kosinski  was  born  in  New  York  and  was  a 1939  graduate 
of  Albany  (NY)  Medical  College  of  Union  University.  He  re- 
mained in  New  York  until  1 967,  when  he  joined  the  staff  of  the 
Veterans  Administration  Hospital  in  Dallas.  After  two  years.  Dr 
Kosinski  began  a private  practice  of  pathology  in  Dallas.  He 
retired  in  1980. 

Surviving  family  members  include  his  wife,  Barbara  C.  Kosin- 
ski; daughters,  Katherine  J.  Kosinski  and  Constance  K.  Holy; 
and  son,  Peter  A.  Kosinski,  all  of  Dallas;  and  brother,  T.S.  Kosin- 
ski, DDS,  Latham,  NY. 

D. M.  Martz 

David  M.  Martz,  MD,  48,  died  Jan  8,  1986.  Dr  Martz  had  prac- 
ticed psychiatry  in  Houston  for  20  years. 

A native  of  Covington,  Ky,  he  was  a 1959  graduate  of  Rice 
University  and  a 1963  graduate  of  Baylor  College  of  Medicine 
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in  Houston.  He  completed  an  internship  at  Methodist  Hospital 
in  Houston  and  a residency  in  psychiatry  at  Baylor  affiliated 
hospitals. 

Surviving  Dr  Martz  are  his  wife,  Marilynn  Revis  Martz,  Hous- 
ton; daughters,  Laura  Martz,  Austin,  Tex,  and  Rosalind  Martz, 
Houston;  and  parents,  Ralph  and  Ruth  Martz,  Houston. 

J.  Meneses 

Javier  Meneses,  MD,  an  El  Paso  physician,  died  Jan  3,  1986.  Dr 
Meneses  practiced  obstetrics  and  gynecology. 

A native  of  Mexico,  he  attended  the  University  of  Hidalgo 
(Mexico)  before  receiving  his  medical  degree  from  the  Na- 
tional University  of  Mexico  School  of  Medicine  in  1953.  Dr 
Meneses  held  residencies  in  pathology  and  in  obstetrics  and 
gynecology  at  the  University  of  Vermont,  Mary  Fletcher  Hospi- 
tal, in  Burlington  during  1953—1959.  He  was  a professor  of 
gynecology  at  the  Univerity  of  Chihuahua  School  of  Medicine 
in  Mexico  and  then  an  instructor  in  obstetrics  and  gynecology 
and  pathology  at  Tufts  University  School  of  Medicine  in  Bos- 
ton. He  moved  to  El  Paso  in  1966. 

He  is  survived  by  his  wife,  Carole  Meneses,  and  sons,  Daniel 
Meneses  and  David  Meneses,  all  of  El  Paso. 

R.C.  Overton,  Jr 

Robert  C.  Overton,  Jr,  MD,  Houston,  died  Jan  9,  1986.  Dr 
Overton,  62,  was  a thoracic  surgeon  and  clinical  professor  at 
Baylor  College  of  Medicine. 

A native  of  Cleveland,  Tex,  he  was  a 1946  graduate  of  The 
University  of  Texas  Medical  Branch  at  Galveston.  He  interned 
at  Kings  County  Hospital  in  Brooklyn,  NY,  and  then  served  two 
years  in  the  US  Air  Force.  He  moved  to  Houston  in  1949  for 
residencies  at  the  Veterans  Administration  Hospital  and  Baylor 
affiliated  hospitals. 

He  is  survived  by  his  wife,  Lois  Laird  Overton,  Houston; 
daughters,  Laura  Wheless  and  Robin  Sengmann,  Houston,  and 
Maudie  Stocker,  Fort  Worth;  son.  Carter  Overton,  Houston; 
mother,  Tula  Wilcox  Overton,  Cleveland,  Tex;  and  sister,  Peggy 
Neighbors,  Austin. 

A.C.  Ressmann 

Arthur  Christian  Ressmann,  MD,  67,  died  Jan  4,  1 986. 

Dr  Ressmann  was  a native  and  lifetime  resident  of  San  An- 
tonio. He  had  practiced  dermatology  there  since  1946  and  was 
a past  president  of  the  San  Antonio  and  Texas  Dermatological 
societies. 

He  received  his  medical  degree  from  The  University  of  Texas 
Medical  Branch  at  Galveston  in  1942,  and  then  interned  at 
Robert  B.  Green  Hospital  in  San  Antonio.  During  1943- 1946, 
Dr  Ressmann  served  as  a captain  in  the  US  Army  Air  Force. 

He  is  survived  by  his  wife,  Ruth  Ressmann,  San  Antonio; 
sons,  Ronald  J.  Ressman,  MD,  and  Kenneth  A.  Ressmann,  both 
of  San  Antonio;  and  Arthur  C.  Ressmaim,  Jr,  Austin,  Tex;  sister, 
Christine  Ressmann,  and  brother,  Richard  Ressmann,  both  of 
San  Antonio;  and  seven  grandchildren. 

R.C.  Stow,  Jr 

Robert  C.  Stow,  Jr,  MD,  a life  member  of  the  Texas  Medical 
Association  and  past  president  of  the  Tarrant  County  Medical 


Society,  died  Jan  9,  1986.  He  was  71. 

Dr  Stow,  a native  of  Connecticut,  was  a 1936  graduate  of 
Texas  Christian  University  in  Fort  Worth  and  a 1939  graduate 
of  Baylor  College  of  Medicine  in  Dallas.  His  internship  and  resi- 
dency were  at  Hermann  Hospital  in  Houston.  In  1941  Dr  Stow 
moved  to  Fort  Worth  to  begin  practice  as  a family  physician. 

He  retired  in  1984. 

Surviving  family  members  include  his  wife,  Jean  Stow,  and 
son,  Robert  C.  Stow  III,  both  of  Fort  Worth;  daughters,  Carole 
Teague,  Little  Rock,  Ark;  Judy  Williams,  Fort  Worth;  and  Marsha 
Rogers,  Pine  Bluff,  Ark;  and  1 2 grandchildren. 

MA.  Zionts 

Martin  A.  Zionts,  MD,  a retired  Houston  internist,  died  Jan  19, 
1986,  at  age  74. 

A Pennsylvania  native.  Dr  Zionts  received  his  premedical 
education  at  Pennsylvania  State  University.  In  1937  he  was 
graduated  first  in  his  class  from  Jefferson  Medical  College  in 
Philadelphia.  He  remained  in  Philadelphia  for  a two-year  in- 
ternship at  Einstein  Medical  Center,  and  then  moved  to  New 
York  for  a residency  at  Mt  Sinai  Hospital.  He  began  his  Houston 
practice  in  1941,  interrupted  his  practice  for  service  in  the  US 
Army  Medical  Corps  ( 1942—  1946),  and  then  returned  to 
Houston. 

Dr  Zionts  is  survived  by  his  wife,  Selma  Zionts;  son,  Michael 
Zionts,  MD;  and  daughter,  Mrs  Janice  Gerber,  all  of  Houston; 
seven  grandchildren;  brothers,  Sam  Zionts,  Pittsburgh,  and 
Harold  Zionts,  Cherry  Hill,  NJ;  and  sister,  Della  Slater,  Pitts- 
burgh. 
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RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


J.E.  BURK 

San  Antonio,  1914-1986 
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San  Benito,  1921-1986 
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Amarillo,  1907-1986 

L. B.  ENTZMINGER 
Houston,  1918-1986 
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Tyler,  1913-1986 
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Midland,  1920-1986 

A.A.  KOSINSKI 
Dallas,  1916-1986 


D.M.  MARTZ 
Houston,  1937-1986 

j.  MENESES 
El  Paso,  1927-1986 

R.C.  OVERTON,  JR 
Houston,  1923-1986 

A.C.  RESSMANN 
San  Antonio,  1918-1986 

R.C.  STOW,  JR 
Fort  Worth,  1915-1986 

MA.  ZIONTS 
Houston,  1911-1986 


The  Memorial  Library  of  the  Texas  Medical 
Association  stands  as  a permanent  memorial 
to  physicians  who  have  served  their  patients, 
their  profession,  and  the  people  of  Texas. 

The  Friends  of  the  TMA  Memorial  Library 
is  an  organization  dedicated  to  enhancing  the 
Library  collection  through  support  by  individ- 
uals. Funds  for  this  organization  are  raised 
through  membership  recruitment  and  memo- 


rial donations  and  are  added  to  the  Texas  Me- 
morial Medical  Library  Fund. 

Contributions  to  the  Texas  Memorial  Medi- 
cal Library  Fund  provide  a valuable  support 
function  to  the  Memorial  Library  which  offers 
a full  range  of  medical  reference  and  audio- 
visual services  to  TMA  members  through- 
out the  state. 


THE  FRIENDS  OF  THE  TMA  MEMORIAL  LIBRARY  FUND 
1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 
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I wish  to  become  enrolled  as  a Friend. 

□ Student  $ 5.00  □ Patron  $ 100.00 

□ Sustaining  $15.00  □ Life  $1,000.00 
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having  a hard  time  coping  with  the 
high  costs  of  learning. 

Please  give  to  the  college  of  your 
choice. 
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Medicine  in  Literature  is  a randomly  selected  sample  of  medi- 
cal texts  recently  purchased  by  the  TMA  Memorial  Library.  In 
1986  the  library  will  add  more  than  600  book  titles  to  its 
57, 800 -volume  collection  of  books  and  bound  journals,  and 
regularly  increases  its  holdings  of  motion  pictures,  audio- 
cassettes, videocassettes,  and  slide  presentations.  In  addition, 
the  library  subscribes  to  1,045  medical  and  health-related 
journals.  For  additional  information,  call  the  Memorial  Li- 
brary at  (512)477-6704. 

In  the  TMA  Library 

Allen  HH,  Nisker  JA  (eds);  Cancer  in  Pregnancy.  Therapeutic 
Guidelines.  Mount  Kisco,  NY,  Futura  Publishing  Company,  Inc, 
1986. 

Andres  R,  Bierman  EL,  Hazzard  WR:  Principles  of  Geriatric 
Medicine.  New  York,  McGraw-Hill  Book  Company,  1985. 

Artal  R,  Wiswell  RA  (eds);  Exercise  in  Pregnancy.  Baltimore, 
Williams  & Wilkins,  1986. 

Bennett  DH;  Cardiac  Arrhythmias.  Practical  Notes  on  Inter- 
pretation and  Treatment,  ed  2.  Bristol,  England,  John  Wright  & 
Sons  Ltd,  1985. 

Carson  CC,  Dunnick  NR  (eds):  Endourology.  New  York, 
Churchill  Livingstone,  1985. 

Cooley  DA:  Surgical  Treatment  of  Aortic  Aneurysms.  Phila- 
delphia, W.B.  Saunders  Company,  1986. 

Curtin  BJ;  The  Myopias.  Basic  Science  and  Clinical  Manage- 
ment Philadelphia,  Harper  & Row,  Publishers,  1985. 

Easton  EJ  Jr,  Powers  JA:  Musculoskeletal  Magnetic  Resonance 
Imaging.  Thorofare,  NJ,  SLACK  Incorporated,  1986. 

Ellestad  MH:  Stress  Testing.  Principles  and  Practice,  ed  3. 
Philadelphia,  E.A.  Davis  Company,  1986. 

Faro  S ( ed ).  Diagnosis  and  Management  of  Female  Pelvic 
Infections  in  Primary  Care  Medicine.  Baltimore,  Williams  & 
Wilkins,  1985. 

Hutton  P,  Cooper  G:  Guidelines  in  Clinical  Anaesthesia 
Boston,  Blackwell  Scientific  Publications,  1985. 

Jones  PF,  Siwek  RJP:  Color  Atlas  of  Colorectal  Surgery.  Chi- 
cago, Year  Book  Medical  Publishers,  Inc,  1986. 

Kaminski  MV  Jr  (ed);  Hyperalimentation.  A Guide  for  Clini- 
cians. New  York,  Marcel  Dekker,  Inc,  1985. 

Katz  J (ed):  Handbook  of  Clinical  Audiology,  ed  3.  Baltimore, 
Williams  & Wilkins,  1985. 


Kirklin  JW,  Barratt-Boyes  BG:  Cardiac  Surgery.  Morphology, 
Diagnostic  Criteria,  Natural  History,  Techniques,  Results,  and 
Indications.  New  York,  John  Wiley  & Sons,  1986. 

Lough  MD,  Doershuk  CF,  Stern  RC:  Pediatric  Respiratory’ 
Therapy,  ed  3-  Chicago,  Year  Book  Medical  Publishers,  Inc, 
1985.  ’ 

Osterweis  M,  Solomon  F,  Green  M (eds):  Bereavement  Re- 
actions, Consequences,  and  Care.  Washington,  DC,  National 
Academy  Press,  1984. 

Peyman  GA,  Schulman  JA:  Intravitreal  Surgery.  Principles  and 
Practice.  Norwalk,  Conn,  Appleton-Century-Crofts,  1 986. 

Rallison  ML:  Growth  Disorders  in  Infants,  Children,  and  Ado- 
lescents. New  York,  John  Wiley  & Sons,  1986. 

Ratz  JL;  Lasers  in  Cutaneous  Medicine  and  Surgery.  Chicago, 
Year  Book  Medical  Publishers,  Inc,  1986. 

Sande  MA,  Smith  AL,  Root  RK  (eds):  Bacterial  Meningitis.  New 
York,  Churchill  Livingstone,  1985. 

Serjeant  GR:  Sickle  Cell  Disease.  New  York,  Oxford  University 
Press,  1985. 

Schneidman  E:  Definition  of  Suicide.  New  York,  John  Wiley  & 
Sons,  1985. 

The  Health  Consequences  of  Smoking:  Cancer  and  Chronic 
Lung  Disease  in  the  Workplace.  A Report  of  the  Surgeon  Gen- 
eral Rockville,  Md,  US  Department  of  Health  and  Human  Ser- 
vices, 1985. 

Webster  JG,  Cook  AM,  Tompkins  WJ,  et  al:  Electronic  Devices 
for  Rehabilitation.  New  York,  John  Wiley  & Sons,  1985. 

Wiener  JM  (ed):  Diagnosis  and  Psychopharmacology  of 
Childhood  and  Adolescent  Disorders.  New  York,  John  Wiley  & 
Sons,  1985. 

Wiesel  SW,  Feffer  HL,  Rothman  RH;  Industrial  Low  Back  Pain. 
A Comprehensive  Approach.  Charlottesville,  Va,  The  Michie 
Company,  1985. 

Yen  SSC,  Jafife  RB;  Reproductive  Endocrinology.  Physiology, 
Pathophysiology  and  Clinical  Management  ed  2.  Phila- 
delphia, W.B.  Saunders  Company,  1986. 
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An  exceptionally  safe  choice  for  angina 
patients  with  coexisting  hypertension, 
diabetes,  asthma,  or  COPD'^ 


Proven  efficacy  when  used  alone 
in  angina' 
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and  nitrates^ 


Please  see  brief  summary  of  prescribing  informafion  on  fhe  next  page 


CARDIZEM 


60  mg  fid 
or  qid 


diltiazem  HCI/Marion 

FEWER  SIDE  EFFECTS  IH  RRTIAH&MM  nERAFT 


BRIEF  SUMMARY 

CARDIZEM"''  (diltiazem  hydrochloride)  is  a calcium  ion  influx  inhihi- 
tor  (slow  channel  blocker  or  calcium  antagonist) 

INDICATIONS  AND  USAGE 

1 Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM  is 
indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm.  CARDIZEM  has  been  shown  effective  m the  treat- 
ment of  spontaneous  coronary  artery  spasm  presenting  as  Prinz- 
metal's variant  angina  (resting  angina  with  ST-segment  elevation 
occurring  during  aUacks). 

2 Chronic  Stable  Angina  (Classic  Effort-Associated  Angina). 
CARDIZEM  IS  indicated  in  the  management  of  chronic  stable 
angina.  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  folerance 

There  are  no  confrolled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  dilfiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  m patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities 
CDNTRAINDICATIDNS 

CARDIZEM  is  contraindicated  in  (1)  patients  with  sick  sinus  syn- 
drome except  in  the  presence  of  a functioning  ventricular  pacemaker. 
(2)  patients  with  second-  or  third-degree  M block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients  with 
hypotension  (less  than  90  mm  Hg  systolic) 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refractory 
periods  without  significantly  prolonging  sinus  node  recovery  time, 
except  in  patients  with  sick  sinus  syndrome  This  effect  may 
rarely  result  m abnormally  slow  heart  rates  (particularly  in 
patients  with  sick  sinus  syndrome)  or  second-  or  third-degree  AV 
block  (six  of  1243  patients  for  0.48%).  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction  A patient  with  Prinzmetal's  angina 
developed  periods  of  asystole  (2  to  5 seconds)  after  a single  dose 
of  60  mg  of  diltiazem 

2 Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemo- 
dynamic studies  in  humans  with  normal  ventricular  function 
have  not  shown  a reduction  in  cardiac  index  nor  consistent 
negative  effects  on  contractility  (dp/dt).  Experience  with  the  use 
of  CARDIZEM  alone  or  in  combination  with  beta  blockers  in 
patients  with  impaired  ventricular  function  is  very  limited  Cau- 
tion should  be  exercised  when  using  the  drug  m such  patients 

3 Hypotension  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension. 

4 Acute  Hepatic  Injury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes. 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metabo- 
lized by  the  liver  and  excreted  hy  the  kidneys  and  in  bile  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and  higher 
in  rats  were  associated  with  histological  changes  m the  liver  which 
were  reversible  when  the  drug  was  discontinued  In  dogs,  doses  of 
20  mg/kg  were  also  associated  with  hepatic  changes;  however,  these 
changes  were  reversible  with  continued  dosing 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there  may  be 
additive  effects  m prolonging  AV  conduction  when  using  beta-blockers 
or  digitalis  concomitantly  with  CARDIZEM  (See  WARNINGS.) 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated  Available  data  are  not  sufficient,  however,  to  predict  the 
effects  of  concomitant  treatment,  particularly  m patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities  In  healthy 


volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin  levels 
up  to  20% 

Carcinogenesis,  Mutagenesis.  Impairment  of  Fertility.  A 24  month 
study  in  rats  and  a 21-month  study  in  mice  showed  no  evidence  of 
carcinogenicity  There  was  also  no  mutagenic  response  in  m vitro 
bacterial  tests  No  intrinsic  effect  on  fertility  was  observed  in  rats 

Pregnancy.  Category  C Reproduction  studies  have  been  conducted 
in  mice,  rats,  and  rabbits.  Administration  of  doses  ranging  from  five  to 
ten  times  greater  (on  a mg/kg  basis)  than  the  daily  recommended 
therapeutic  dose  has  resulted  in  embryo  and  fetal  lethality.  These 
doses,  m some  studies,  have  been  reported  to  cause  skeletal  abnor- 
malities In  the  pennatal/postnatal  studies,  there  was  some  reduction 
in  early  individual  pup  weights  and  survival  rates.  There  was  an 
increased  incidence  of  stillbirths  at  doses  of  20  times  the  human  dose 
or  greater. 

There  are  no  well-controlled  studies  m pregnant  women;  therefore, 
use  CARDIZEM  (diltiazem  hydrochloride)  in  pregnant  women  only  if  the 
potential  benefit  justifies  the  potential  risk  to  the  fetus 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk  Because  many  drugs  are  excreted  m human  milk,  exercise 
caution  when  CARDIZEM  is  administered  to  a nursing  woman  if  the 
drug's  benefits  are  thought  to  outweigh  its  potential  risks  in  this 
situation 

Pediatric  Use.  Safety  and  effectiveness  m children  have  not  been 
established 


ADVERSE  REACTIDNS 

Serious  adverse  reactions  have  been  tare  m studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than  that 
reported  during  placebo  therapy 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology  of 
calcium  influx  inhihition.  In  many  cases,  the  relationship  to  CARDIZEM 
has  not  been  established  The  most  common  occurrences,  as  well  as 
their  frequency  of  presentation,  are;  edema  (2,4%).  headache  (2.1%), 
nausea  (19%),  dizziness  (15%).  rash  (1.3%),  asthenia  (1.2%),  AV 
block  (1.1%)  In  addition,  the  following  events  were  reported  infre- 
quently (less  than  1%)  with  the  order  of  presentation  corresponding  to 
the  relative  frequency  of  occurrence 


Cardiovascular 
Nervous  System; 
Gastrointestinal 

Dermatologic 

Other 


flushing,  arrhythmia,  hypotension,  bradycardia, 
palpitations,  congestive  heart  failure,  syncope 
Paresthesia,  nervousness,  somnolence,  tremor, 
insomnia,  hallucinations,  and  amnesia. 
Constipation,  dyspepsia,  diarrhea,  vomiting, 
mild  elevations  of  alkaline  phosphatase.  SCOT. 
SGPT,  and  LDH 

Pruritus,  petechiae,  urticaria,  photosensitivity 
Polyuria,  nocturia 


The  tollowing  additional  experiences  have  been  noted 
A patient  with  Prinzmetal's  angina  experiencing  episodes  of  vaso- 
spastic angina  developed  periods  of  transient  asymptomatic  asystole 
approximately  five  hours  after  receiving  a single  60-mg  dose  of 
CARDIZEM. 

The  following  postmarketing  events  have  been  reported  infrequently 
in  patients  receiving  CARDIZEM  erythema  multiforme;  leukopenia,  and 
extreme  elevations  of  alkaline  phosphatase,  SCOT,  SGPT,  LDH,  and  CPK. 
However,  a definitive  cause  and  effect  between  these  events  and 
CARDIZEM  therapy  is  yet  to  be  established 


DVERDDSAGE  DR  EXAGGERATED  RESPDNSE 

Overdosage  experience  with  oral  diltiazem  has  been  limited  Single 
oral  doses  of  300  mg  of  CARDIZEM  have  been  well  tolerated  by  healthy 
volunteers  In  the  event  of  overdosage  or  exaggerated  response,  appro 
pnate  supportive  measures  should  be  employed  in  addition  to  gastric 
lavage  The  following  measures  may  be  considered; 

Bradycardia  Administer  atropine  (0  60  to  10  mg).  If  there  is 

no  response  to  vagal  blockade,  administer  iso- 
proterenol cautiously. 


High-Degree 
AV  Block 

Cardiac  failure 

Hypotension 


Treat  as  tor  bradycardia  above.  Fixed  high- 
degree  AV  block  should  be  treated  with  cardiac 
pacing. 

Administer  inotropic  agents  (isoproterenol, 
dopamine,  or  dobutamine)  and  diuretics. 
Vasopressors  (eg.  dopamine  or  levarferenol 
bitartrate). 


Actual  treatment  and  dosage  should  depend  on  the  severity  of  the 
clinical  situation  and  the  judgment  and  expenence  of  the  treating 
physician 

The  oral  LDso’s  m mice  and  rats  range  from  415  to  740  mg/kg  and 
from  560  to  810  mg/kg.  respectively.  The  intravenous  LOjo's  in  these 
species  were  60  and  38  mg/kg,  respectively.  The  oral  LD50  in  dogs  is 
considered  to  be  in  excess  of  50  mg/kg,  while  lethality  was  seen  in 
monkeys  at  360  mg/kg.  The  toxic  dose  in  man  is  not  known,  but  blood 
levels  in  excess  of  800  ng/ml  have  not  been  associated  with  toxicity. 
DOSAGE  AND  ADMINfSTRATIDN 

Exertional  Angina  Pectoris  Due  to  Atherosclerotic  Coronary  Ar- 
tery Disease  or  Angina  Pectoris  at  Rest  Due  to  Coronary  Artery 
Spasm.  Dosage  must  be  adjusted  to  each  patient's  needs.  Starting 
with  30  mg  four  times  daily,  before  meals  and  af  bedtime,  dosage 
should  be  increased  gradually  (given  in  divided  doses  three  or  tour 
times  daily)  at  one-  to  two-day  intervals  until  optimum  response 
is  obtained  Although  individual  patients  may  respond  to  any  dos- 
age level,  the  average  optimum  dosage  range  appears  to  be  180  to 
240  mg/day  There  are  no  available  data  concerning  dosage  require- 
ments in  patients  with  impaired  renal  or  hepatic  function.  It  the  drug 
must  be  used  in  such  patients,  titration  should  be  carried  out  with 
particular  caution 

Concomitant  Use  With  Other  Antianginal  Agents: 

1 Sublingual  NTG  may  be  taken  as  required  to  abort  acute  anginal 
attacks  during  CARDIZEM  therapy 

2 Prophylactic  Nitrate  Therapy  CARDIZEM  may  be  safely  co- 
administered with  short-  and  long-acting  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  antianginal  effective- 
ness of  this  combination. 

3 Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS.) 

HOW  SUPPLIED 

CARDIZEM  30-mg  tablets  are  supplied  in  bottles  of  100  (NDC  0088- 
1771-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDC  0088-1771- 
49).  Each  green  tablet  is  engraved  with  MARION  on  one  side  and  1771 
engraved  on  the  other  CARDIZEM  60-mg  scored  tablets  are  supplied  in 
bottles  of  100  (NDC  0088  1772-47)  and  in  Unil  Dose  Identification 
Paks  of  100  (NDC  0088-1772-49).  Each  yellow  tablet  is  engraved  with 
MARION  on  one  side  and  1772  on  the  other.  Issued  4/1/84 


See  complete  Professional  Use  Information  before  prescribing. 
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'vicodriL. 


hydrocodone  bitartrate  5 mg  (Warning:  May  be  habit  forming.) 
with  acetaminophen  500  mg 


Brief  Summary 

INDICATIONS  AND  USAGE:  For  the  relief  of  moderafe  fo  moderafely  severe  pain, 

CONTRAINDICATIONS:  Hypersensifivily  fo  ocelammoptien  or  hydrocodone 

WARNINGS 

Drug  Abuse  and  Dependence:  VICODIN  is  subject  to  the  Federal  Controlled  Substances  Act  (Schedule  III). 
Psychic  dependehce,  physicol  dependence  and  tolerance  may  develop  upon  repeated  administration  ol  norcot- 
ics,  therefore,  VICODIN  should  be  prescribed  and  administered  with  the  some  coution  appropriate  to  the  use  of 
other  orol-norcotic-containing  medications. 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone  moy  produce  dose-reloted  respira- 
tory depression  by  acting  directly  on  brain  stem  respiratory  centers,  Hydrocodone  olso  affects  centers  that  control 
respiratory  rhythm,  and  moy  produce  irregular  and  periodic  breathing 

Head  Injury  ond  Increosed  Introcroniol  Pressure:  The  respiratory  depressont  effects  of  narcotics  and  their  ca- 
pacity to  elevate  cerebrospinol  fluid  pressure  moy  be  markedly  exaggerated  in  the  presence  of  head  injury,  other 
introcraniol  lesions  or  o preexisting  increose  in  mfiacranial  pressure  Furthermore,  norcotics  produce  adverse 
reactions  which  may  obscure  the  clinical  course  of  patients  with  heed  injuries. 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may  obscure  the  diagnosis  or  clinical  course  of 
patients  with  acute  abdominal  conditions 

PRECAUTIONS 

Speciol  Risk  Patients:  VICODIN  should  be  used  with  caution  in  elderly  or  debilitoted  patients  and  those  with 
severe  impairment  ol  hepotic  or  renal  function,  hypothyroidism,  Addison's  disease,  proslatic  hypertrophy  or 
urethral  stricture 

Intormotion  For  Potients:  VICODIN,  like  all  narcotics,  moy  impair  the  mental  and/or  physical  abilities  required  lor 
the  performance  ot  potentially  hazardous  tasks  such  os  driving  a car  or  operating  machinery,  potients  should  be 
coutioned  accordingly 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex,  caution  should  be  exercised  when  VICODIN  is  used 
postoperotively  and  in  patients  with  pulmonary  disease. 

Drug  Interoctions:  The  CNS-depressont  effects  of  VICODIN  may  be  additive  with  that  ot  other  CNS  depressants 
When  combined  therapy  is  contemplated,  the  dose  of  one  or  both  agents  should  be  reduced  The  use  ot  MAO 
inhibitors  or  tricyclic  antidepressants  with  hydrocodone  preparations  may  increase  the  effect  ot  either  the  cntide- 
pressont  or  hydrocodone.  The  concurrent  use  of  anticholinergics  with  hydrocodone  moy  produce  porolytic  ileus 
Usage  in  Pregnancy:  Pregnancy  Category  C,  Hydrocodone  has  been  shown  to  be  teratogenic  in  hamsters  wheh 
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given  in  doses  700  times  the  human  dose  There  ore  no  adequate  and  well-controlled  studies  in  pregnant 
women  VICODIN  should  be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus- 

Nonteratogenic  Effects:  Bobies  born  to  mothers  who  have  been  taking  opioids  regularly  prior  to  delivery  will  be 
physically  dependent  The  intensity  of  the  syndrome  does  not  always  correlate  with  the  duration  of  moternal 
opioid  use  or  dose 

Lobor  and  Delivery:  Administration  of  VICODIN  to  the  mother  shortly  before  delivery  may  result  in  some  degree  of 
respirotory  depression  in  the  newborn,  especially  if  higher  doses  are  used 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk,  therefore,  a decision  should  be 
mode  whether  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the  importance  of  the  drug  to 
the  mother 

Pediotric  Use:  Sotety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy,  impairment  ot  mental  and  physical 
performance,  anxiety,  fear,  dysphoria,  dizziness,  psychic  dependence,  mood  changes 
Gastrointestinal  System:  Nousea  and  vomiting  may  occur,  they  are  more  frequent  in  ambulatory  thon  in  recum- 
bent potients  Prolonged  odministrotion  of  VICODIN  may  produce  constipation 
Genitourtnory  System:  Ureteral  sposm,  spasm  of  vesicol  sphincters  ond  urinary  retention  have  been  reported 
Respiratory  Depression:  (See  WARNINGS ) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the  seventy  ol  the  pom  ond  the 
response  of  the  patient  However,  tolerance  to  hydrocodone  con  develop  with  continued  use,  and  the  incidence  of- 
untoward  effects  is  dose  related 

The  usual  dose  is  one  tablet  every  six  hours  as  needed  for  pain  (If  necessory  this  dose  may  be  repeated  at  tour- 
hour  intervals, ) In  cases  ot  more  severe  poin,  two  tablets  every  six  hours  (up  to  eight  tablets  in  24  hours)  may  be 
required  Revised,  April  isfo 
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MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work  by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are;  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name 

(Please  Print) 

Address 

City 

State 

Zip 

( ) 

Specialty 

Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 
2296  Henderson  Mill  Road 
Suite  402 


Texas  Physicians’  Directory 


ALLERGY 


CLINICS 


CORPUS  CHRISTI  ALLERGY  CLINIC 


Saul  Grossman,  MD,  FACA,  FAACIA,  Allergy-Dermatology 
Wallace  A.  Crozier,  MD,  FACA,  Certified  American  Boards  Pediatrics 
and  Allergy,  Diplomate  American  Board  of  Allergy  and  Immunology 

2530  Morgan,  Corpus  Christi,  Texas;  882-3487 


CHARLES  A.  RUSH,  JR,  MD 

Diplomate/American  Board  of  Allergy  & Immunology 
Fellow,  AAA,  ACA,  AACIA 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


Two  complete  neurological  and  behavioral  medicine  facilities  dedicated 
to  DIAGNOSIS  AND  COMPREHENSIVE  CARE  OF  PATIENTS  WITH 
CHRONIC  RECURRENT  HEADACHES  with  emphasis  on  prophylactic 
treatment. 


HOUSTON  HEADACHE 
CLINIC 

Park  Plaza  Prof.  Bldg. 

1213  Hermann  Dr.  #855 
Houston,  Texas  77004 
713  528-1916 


DALLAS  HEADACHE 
CLINIC 

Douglas  Plaza 
8226  Douglas  Ave.  #325 
Dallas,  Texas  75225 
214  692-7011 


CAT  scan;  EEC;  EMC;  Evoked  Potentials;  Thermography;  Personality, 
Behavioral  and  Psychological  Evaluations.  Multimodality  approach  to 
management  of  headache  including  prophylactic  medications,  bio- 
feedback and  behayioral  therapy. 


NINAN  T.  MATHEW,  MD,  FRCP  (C) 

Neurologist-Director 


JAMES  A.  AYERS,  MD,  FAACIA,  FAAA,  FACA 

Adult  and  Pediatric  Allergy 


3130  S.  Alameda,  Corpus  Christi,  Texas  78404 
512  884-2841;  exchange  512  884-0661 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


John  P.  McGovern,  MD 
DIRECTOR-CONSULTANT 


Theodore  ).  Haywood,  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng,  MD 
Lawrence  C.  Thorne,  MD 
Venugopal  K.  Menon,  MD 
Robert  E.  Smith,  MD 
Gerald  T.  Machinski,  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 
Lyna  Kit  Lee,  MD 
Harlan  W.  Sindell,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinbere.  MD,  PhD 
Chinavudh  Wanissorn,  PhD 
Gienna  M.  Kyle,  PhD 


CONSULTANTS 
Evan  M.  Hersh,  MD 
IMMUNOLOGY 

James  A.  Knight,  MD 
PSYCHIATRY 

R.  John  Prevost,  MS 
AIR  POLLUTION 

Reuben  D.  Wende,  PhD 
ANTIGEN  AND  CLINICAL 
LABORATORIES 

John  A.  Thomas,  PhD 
BIOMETRICS 

Warren  E.  Schaller,  HSD 
Charles  F.  Kegley,  PhD 
ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland,  HSD 
HEALTH  EDUCATION 

George  R.  Kerr,  MD 
NUTRITION 


Certified  American  Board  of  Allergy  and  Immunology 
Diplomates  American  Boards  of  Pediatrics  and  Allergy 
6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  B-322,  Dallas,  Texas  75230 
214  991-6000 


CARDIOLOGY 

J.  Edward  Rosenthal,  MD,  FACC 
Dayid  A.  Schwartz,  MD 

GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 
Charles  S.  White,  III,  MD 

ALLERGY  AND  IMMUNOLOGY 
William  R.  Lumry,  MD 


RHEUMATOLOGY 
Carlos  M.  Kier,  MD 

INTERNAL  MEDICINE 
Joan  P.  Donley,  MD 
Larry  Dossey,  MD 
Tom  L.  Hampton,  MD 
David  A.  Haymes,  MD 
Carl  Thomas  Long,  III,  MD 
Jack  F.  Melton,  MD 
Joe  H.  Sample,  MO 
Peter  S.  Stack,  MD 
Rick  T.  Waldo,  MD 


Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology,  Gastroenterologv,  Hematology  and  Oncology 


PROVIDENCE  HOSPITAL  LASER  CENTER 

Approved  for: 

Pulmonary  & Thoracic 
Philip  Croyle,  MD— 817  752-9276 
Philip  Sanger,  MD— 817  753-8827 

Urology 

Robert  Corwin,  MD — 817  756-5448 
Marc  Barrett,  MD — 817  752-1611 

Gastroenterology 

Ed  Carpenter,  MD — 817  753-1020 

Providence  Hospital,  1700  Providence  Drive,  Waco,  Texas  76703; 
817  753-4551 


JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


TMA  Physician  Health  and  Rehabilitation 


ANESTHESIOLOGY 


Hotline— 512  477-5575 


EDWARD  A.  TALMAGE,  MD,  PA 

Pain  Management— Epidural  5teroid  Therapy  . . . Another  service  of  your  association 

Diagnostic  & Therapeutic  Nerve  Blocks 
Surgical  & Obstetrical  Anesthesiology 

Diplomate  American  Board  of  Anesthesiology 

7777  Southwest  Freeway,  Suite  1052,  Houston  77074;  713  988-7558 
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COLON  & RECTAL  SURGERY 

DIAGNOSTIC  RADIOLOGY 

FT.  WORTH  PROCTOLOGIC  CLINIC,  PA 

Colon  and  Rectal  Surgery  and  Colonoscopy 

Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

1050  West  Rosedale,  Fort  Worth,  Texas  76104; 

817  338-4501  (24  hours) 

COMPUTED  TOMOGRAPHY 

Temple  Independent  Scanner 

Stephen  J.  Vancura,  MD 

High  Resolution  In/Out  Patient  CT  (Head  or  Body) 

Including  Tumor  Biopsy,  Interventional  Radiology 

2027  S.  61st  St.,  Suite  116,  Temple,  Texas  76501 

817  774-9994 

Note:  24  hr.  Emergency  Services  Available 

DAVID  S.  PITA,  MD 

Colon  and  Rectal  Surgery 

Colonoscopy 

ENDOCRINOLOGY 

Barnett  Tower,  Baylor  Medical  Plaza,  3600  Gaston  Avenue,  Suite  411,  Dallas, 
Texas  75246;  214  821-4300 

122  W.  Colorado,  Dallas,  Texas  75208;  214  942-8734 

ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld,  MD,  FACP 

Richard  Sachson,  MD,  FACP 

Steven  Dorfman,  MD,  FACP 

DERMATOLOGY 

Stephen  Aronoff,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

5480  LaSierra  Drive,  Dallas,  Texas  75231;  214  363-5535 

DAVID  R.  WEAKLEY,  MD,  FACP 

Dermatology — Dermatological  Surgery 

Including  Dermabrasion,  Chemical  Peeling 
and  Collagen  Injections 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 

Dallas,  Texas  75230;  Phone  214  661-7460 

ERIC  A.  ORZECK,  MD,  FACP 

Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 

WILLIS  1.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 

GASTROENTEROLOGY 

Baylor  Medical  Plaza,  3600  Gaston  Avenue 

Suite  1154,  Dallas,  Texas  75246;  214  827-5960 

HERBERT  A.  BAILEY,  MD,  PA 

Diseases  of  the  Digestive  System 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 

DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209;  512  222-8651,  222-2001 

(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 blocks  to 

Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and  arrows.) 

GENERAL  SURGERY 

DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S.  Alkek,  MD 

Hair  Transplantation,  Scalp  Reduction, 

Dermabrasion,  Chemical  Peel  and  Collagen 

Medical  City  Dallas,  7777  Forest  Lane,  Building  B, 

Suite  309,  Dallas,  Texas  75230;  telephone  214  788-0088 


DRS.  VANDERPOOL,  LANE,  WINTER  & BONE 

David  Vanderpool,  MD,  FACS  John  W.  Winter,  MD,  FACS 

B.  Ward  Lane,  MD,  FACS  C.  Edward  Bone,  MD,  FACS 

Diplomates  American  Board  of  Surgery 

General  & Peripheral  Vascular  Surgery 

1008  N.  Washington,  Dallas,  Texas  75204;  214  823-2650 
7777  Forest  Lane,  Suite  204,  Dallas,  Texas  75230;  214  661-7860 


MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 

Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


TMA  1986/1987  Calendar  of  Events 


Annual  Session,  Dallas,  May  7-11 


Fall  Conference,  Austin,  September  13 

TMA  Physician  Placement  Service 

Interim  Meeting  House  of  Delegates,  Austin,  November  21-22 


. . . Another  service  of  your  association 


Winter  Conference,  Austin,  February  6 


HAND  SURGERY  DOCTORS  SMITH,  WHEELER  AND  PARKER,  PA 


L.  LEE  LANKFORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

DAVID  J.  ZEHR,  MD — Microsurgery 
ARNOLD  V.  DiBELLA,  MD 

Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 


ROBERT  E.  BUNATA,  MD,  PA 
B.  J.  WROTEN,  MD,  PA 

Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 
David  Allen  Cech,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 

DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 

Charles  W.  Simpson,  MD  Richard  H.  Jackson,  MD 

Morris  Sanders,  MD  Mark  J.  Cwikla,  MD 

W.  Robert  Hudgins,  MD  Casey  E.  Patterson,  MD  (Retired) 

5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg.,  Suite  620, 

Dallas,  Texas  75235;  214  637-0420 

8210  Walnut  Hill  Lane,  Presbyterian  Professional  Bldg.,  Suite  905; 

Dallas,  Texas  75231;  214  369-7596 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane,  Suite  606,  Dallas,  Texas  75231;  214  368-3776 


1302  Lane  St.,  Copper  Tree  Medical  Center,  Suite  300, 
Irving,  Texas  75062;  214  259-4768 


JACK  E.  McCALLUM,  MD,  PA 
PHILIP  C.  BECHTEL,  MD,  PA 
WARREN  D.  WILSON,  MD,  PA 


KENNETH  D.  GLASS,  MD,  FACS 
Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Bivd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 


ADRIAN  E.  FLATT,  MD,  FRCS 

Chief,  Department  of  Orthopaedic  Surgery 
Baylor  Uniyersity  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue, 
Dallas,  Texas  75246;  Office  214  823-9440 


Diplomates  of  the  American  Board  of  Neurological  Surgery 
1522  Cooper,  Fort  Worth,  Texas  76104;  817  336-1300 

EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Computerized  Tomography 

John  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  MD,  Neurology  and  Electroencephalography 


ROBERT  A.  ERSEK,  MD 

Diplomate  of  American  Board  of  Plastic  Surgery 

Surgery  of  the  Hand 

30th  & Red  River,  Austin,  Texas  78704 
24  HR#  512  474-HAND 


Murchison  Medical  Bldg.,  Suite  307 
1810  Murchison  Drive,  El  Paso,  Texas  79902 
Telephone  915  532-8901 


NUCLEAR  MEDICINE 


WILLIAM  J.  VAN  WYK,  MD,  PA 

Surgery  of  the  Hand 

803  West  Terrell,  Port  Worth,  Texas  76104 
Telephone  817  877-3113 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3800  Gaston  Ave.,  Suite  303,  Dallas,  Texas  75246; 
214  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116,  Dallas,  Texas 
75230;  214  661-7010 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology.  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen,  Jr.,  MD,  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


NEUROLOGICAL  SURGERY  HERBERT  C.  ALLEN,  MD,  FACNM 

Practice  Limited  to  Nuclear  Medicine 


DRS.  LONG,  SCOTT  & COON 
NEUROSURGERY  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 
R.  Gordon  Long,  MD,  FACS 
Bennie  B.  Scott,  MD,  FACS 
John  V.  Coon,  MD,  FACS 

Dinlomates  American  Board  of  Neurological  Surgery 

Baylor  Medical  Plaza,  605  Barnett  Tower,  3600  Gaston  Ayenue, 

Dallas,  Texas  75246;  Telephone  214  826-7060 


100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 

TMA  Action  monthly  newsletter 
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ONCOLOGY 


HEMATOLOGY-ONCOLOGY  ASSOCIATES  OF 
HOUSTON,  PA 

Gary  B.  Fleishman,  MD 
Joel  W.  Abramowitz,  MD,  PhD 

Oiplomates  of  the  American  Boards  of  Internal  Medicine  & Medical  Oncology 
Diplomate  of  the  American  Board  of  Hematology  (JWA) 

909  Frostwood,  Suite  120,  Houston,  TX  77024;  713  467-1630 
6565  DeMoss,  Suite  211,  Houston,  TX  77074;  713  270-1188 


OPHTHALMOLOGY 


SOUTHWEST  RETINA  CONSULTANTS,  PA 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Roy  A.  Levit,  MD 
Clifford  M.  Ratner,  MD 

Sierra  Towers,  Suite  3800,  1700  Curie, 

El  Paso,  Texas  79902;  91S  532-3912 


JUDSON  P.  SMITH,  MD 

Diplomate/American  Board  of  Ophthalmology 

General  Ophthalmology  and  Ophthalmic  Surgery 
of  the  Anterior  Segment 

1350  South  Main,  Suite  3100,  Fort  Worth,  Texas  76104;  817  338-4081 


TEXAS  RETINA  ASSOCIATES 

Albert  Valser,  MD  Owain  C.  Fuller,  MD 

William  B.  Snyder,  MO  Cary  Edd  Fish,  MD 

William  L.  Hutton,  MD  Rand  Spencer,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra,  Dallas,  Texas  75231;  214  692-6941 
3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  £,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


OPHTHALMOLOGY  ASSOCIATES 

JOE  L.  BUSSEY,  MD — Cataract  and  Lens  Implant  Surgery 
RUFUS  A.  ROBERTS,  MD — Diseases  and  Surgery  of  the  Retina 
Cataract  and  Lens  Implant  Surgery 

THOMAS  H.  SMITH,  MD — Ophthalmic  Plastic  and  Reconstructive  Surgery 
DAN  E.  BRUHL,  MD — Cataract  and  Lens  Implant  Surgery 
JOHN  W.  ZERDECKI,  MD — Cataract  and  Lens  Implant  Surgery 
Refractive  Surgery 

DORiS  E.  JENSEN,  MD— Medical  Ophthalmology 

DAVID  HENDRICKS,  MD — Medical  and  Surgical  Ophthalmology 

JAMES  A.  SAVAGE,  MD — Glaucoma  Consultation  and  Surgery 

308  S.  Henderson,  Fort  Worth,  Texas  76104 
1-800-6-SICHT,  817  355-5435,  appointments  817  335-6070 
se  habla  espanol 


EYE  ASSOCIATES 


JOHN  E.  BISHOP,  MD 


Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
William  Decker,  MD 

7777  Southwest  Freeway,  St.  916,  Houston,  Texas  77074;  713  777-7145 


Sub-Specialty  Pediatric  Ophthalmology 
and  Adult  Strabismus 

3301  South  Alameda,  Suite  505 
Corpus  Christi,  Texas  78411;  512  857-6600 


STUART  A.  TERRY,  MD 

Sub-Specialty  Glaucoma 

M&S  Tower,  Sutie  401,  730  N.  Main, 

San  Antonio,  Texas  78205;  512  226-5191 

LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 

EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 


HOUSTON  EYE  ASSOCIATES 

Charles  E.  Russo,  MD,  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins,  MD,  FACS 
Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 
Paul  C.  Salmonsen,  MD,  FACS 
Richard  L.  Kimbrough,  MD,  FACS 
Jeffrey  B.  Arnoult,  MD 
Louise  Cooley  Kaldis,  MD 
William  H.  Quayle,  MD 
Sylvan  Brandon,  MD,  FACS,  FICS 

Richard  S.  Ruiz,  MD,  FACS 
Charles  A.  Garcia,  MD,  FACS 
Jack  T.  Holladay,  MD,  FACS 
Rosa  A.  Tang,  MD 

Houston  Eye  Associates  Building,  2855  Gramercy,  Houston,  Texas 
77025;  713  668-6828 

South  Pennzoil  Tower,  711  Louisiana,  Houston,  Texas  77002; 

713  224-4433 

Fountain  View  Medical  Plaza,  1622  Fountain  View,  Houston,  Texas 
77057;  713  782-4406 

Hermann  Eye  Center,  1203  Ross  Sterling,  Houston,  Texas  77030; 
713  797-1777 


RETINA-VITREOUS  ASSOCIATES 


W.  Rex  Hawkins,  MD 
Van  W.  Teeters,  MD 
Ronan  E.  O'Malley,  MD 

Limited  to  Retina  and  Vitreous 

1200  Binz,  Suite  400,  Houston,  Texas  77004; 
1-800-833-5921  or  713  524-1111 


TMA  Physicians  Benevolent  Fund 


HAROLD  GRANEK,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 


. . . Another  service  of  your  association 


1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


Texas  Medicine 


ORTHOPEDIC  SURGERY 


L.  Ray  Lawson,  MD  R.  Stephen  Curtis,  MD 

Robert  D.  Vandermeer,  MD  William  A.  Bruck,  MD 

Wynne  M.  Snoots,  MD  W.  Z.  Burkhead,  |r.,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 
Orthopedic  Surgery 
A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204;  214  521-2191 


ORTHOPAEDIC  SURGERY  ASSOCIATES  OF 
SAN  ANTONIO,  PA 

lesse  C.  DeLee,  MD  John  A.  Eyans,  MD 

Diplomates  ABOS  Fellows  AAOS 

Athletic  Medicine,  Reconstructive  and  Traumatic 
Surgery  of  the  Foot,  Knee  and  Hip 
414  Navarro,  Suite  1128,  San  Antonio,  Texas  78205;  512  225-6045 
7711  Louis  Pasteur,  Suite  209,  San  Antonio,  Texas  78229;  512  697-9888 


OTOLARYNGOLOGY 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817  335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Caines,  MD 
Steven  J.  Mackey,  MD,  PA 


Drs.  Morton,  Blumenfeld  & Charbonneau,  PA 

ENT,  ENT  Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton,  Jr,  MD,  FACS 

Ronald  J.  Blumenfeld,  MD,  FACS 

Paul  A.  Charbonneau,  MD,  FACS 

Diplomates,  American  Board  of  Otolarynftology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 

10470  Vista  del  sol.  Suite  110,  El  Paso,  Texas  79925;  915  592-8666 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 
Mervyn  B.  Fouse,  MD 
John  H.  Judd,  Jr,  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

Diplomates  American  Board  of  Orthopedic  Surgery 
1701  Pine  Street,  Abilene,  Texas  79601 


HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz,  MD 
Thomas  S.  Padgett,  MD 
John  J.  DeBender,  MD 

Twelve  Oaks  Tower,  4126  Southwest  Freeway,  Suite  200, 
Houston,  Texas  77027;  713  622-5100  and 
Parkway  Towers  Professional  Building,  Suite  202, 

150  West  Parker  Road,  Houston,  Texas  77076;  713  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DDS,  MD,  PA 
John  Paul  Theo,  MD,  PA 
Robert  A.  Pelnert,  Jr,  MD 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Cunn,  MD  James  M.  Lancaster,  MD 

Huntly  C.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
MerJical  City  Dallas  I!,  7777  Forest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 

Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin,  MD 

6161  Harry  Hines,  Suite  220,  Dallas  75235;  214  630-8646 


PATHOLOGY 


FORT  WORTH  MEDICAL  LABORATORIES 

Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue,  Fort  Worth  Texas  76104 
Mailing  address:  P.O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


J.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES, 
INC. 

J.  S.  Wilkenfeld,  MD 

Diplomate  of  the  American  Board  of  Pathology 
Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008,  Houston,  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


AUSTIN  PATHOLOGY  ASSOCIATES 
MEDICAL  PARKWAY  CLINICAL  LABORATORY 

Anatomic  and  Clinical  Pathology,  Electron  Microscopy, 
Cytology  and  Dermatopathology 

Computerized  Results  Reporting  With  Telecommunications  Available 

A.  Q.  Da  Silva,  MD  Paul  A.  LeBourgeois,  MD 

Donald  A.  Parsons,  MD  Phillip  C.  Collins,  MD 

William  J.  Reitmeyer,  MD  David  R.  Ralph,  MD 

RENAL  PATHOLOGY:  Gerald  A.  Beathard,  MD 
Main  Lab:  711  W.  38th  Street— Suite  C-11,  Austin,  Texas  78705 
Mailin’  Address:  P.O.  Box  9806,  Austin,  Texas  78766-0806 
Telephone:  512  452-2529 

Specimens:  Mail  to  Main  Lab 
Office  Pickup  Service  in  Austin  Area 


Representing  TMA's  legislative  views 


G.  S.  GILL,  MD,  PA 

Orthopedic  Surgery — Surgery  of  the  Hand  . 

® ® ' ...  Another  service  of  your  association 

3601  22nd  Place,  Lubbock,  Texas  79410 

Telephone  806  797-9119 


TMA  HealthWise  Series 

. . . Another  service  of  your  association 
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PHYSICAL  MEDICINE  & REHABILITATION 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper,  Administrator 
Larry  E.  Browne,  MD,  Medical  Director 


ROBERTO  C.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


PLASTIC  SURGERY 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  street.  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler,  Texas  75705;  214  593-8296 


JAMES  L.  MOORE,  MD,  FACS,  PA 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1200  Binz,  Suite  730 

Houston,  Texas  77004;  713  526-6161 


Thomas  D.  Cronin,  MD,  FACS  Laurence  E.  Wolf,  MD,  FACS 

Raymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen,  MD,  FACS 

Thomas  M.  Biggs,  MD,  FACS  Ernest  D.  Cronin,  MD,  FACS 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 


PLASTIC  SURGERY  CLINIC  OF  AUSTIN 

Robert  A.  Ersek,  MD 

Diplomate  of  American  Board  of  Plastic  Surgery 

Aesthetics,  Plastic,  Reconstructive, 

Suction  Lipectomy,  and  Hand  Surgery 

30th  & Red  River,  Austin,  Texas  78705 
24  HR#  512  479-6805  & 512  474-HAND 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS 
Jonathan  j.  Dora,  MD,  FACS 
David  J.  Katrana,  DDS,  MD,  FACS 
lames  8.  Stafford,  IV,  MD 
David  A.  Lee,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  713  795-5575 

FORT  WORTH  PLASTIC  SURGERY  CLINIC 

David  A.  Grant,  MD,  FACS 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  and  Reconstructive  Plastic  Surgery 

Raymond  A.  Faires,  MD 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 
Hand  and  Micro  Surgery 
Craniofacial  Surgery 

606  Medical  Plaza  Building 

800  Eighth  Avenue,  Fort  Worth,  Texas  76104 

817  335-4752  817  332-9441 


VALENTIN  GRACIA,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Burns 


1001  W.  Rosedale,  P.O.  Box  2476,  Fort  Worth,  Texas  76113;  817  336-0446 


The  Burn  Care  Associates  has  been  organized  to  provide  care  for  burned 
patients.  Care  for  every  phase  of  burn  trauma  will  be  provided  from 
resuscitation  to  late  rehabilitation. 

John  E.  Carter,  MD  David  Mclnnis,  MD 

Lebaron  W.  Dennis,  MD  Donald  Novick,  MD 

Michael  M.  Duffy,  MD  Millie  Smith,  Coordinator 

Joe  Ford,  MD 

BURN  CARE  ASSOCIATES 

302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973  


ROBERT  M.  WRIGHT,  JR,  MD 
VALERIE  WRIGHT,  MD 

Plastic,  Reconstructive,  Hand 
and  Microvascular  Surgery 

1700  Providence  Drive,  Waco,  Texas  76707 
Telephone  817  756-0111 


ROGER  D.  HARMAN,  MD 

Aesthetic,  Plastic  and  Reconstructive  Surgery 
Hand  and  Microsurgery 

747  Eighth  Avenue,  Fort  Worth,  Texas  76104 
817  335-4044 


NEAL  R.  REISMAN,  MD,  PA,  FACS 

Diplomate  American  Board  of  Plastic  Surgery 
Diplomate  American  Board  of  Surgery 

Creenpark  I,  7515  S.  Main,  Suite  500,  Houston,  Texas  77030;  713  795-5353 
West  Houston  Doctors'  Center,  12121  Richmond,  Suite  211,  Houston, 

Texas  77082;  713  558-5353 

Member  American  Society  of  Plastic  Surgeons 
Member  American  Society  Surgery  of  the  Hand 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  512  454-7659 


TMA  Postgraduate  Courses 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Plastic  Surgery  Another  Service  of  yOUr  association 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  Office  512  696-2390;  Medical  Exchange  512  227-6331 


Texas  Medicine 


PSYCHIATRY 


DALLAS  PSYCHIATRIC  ASSOCIATES 
A PARTNERSHIP 


ROBERT  E.  HAZLEWOOD,  MD 

Psychiatry,  Somatic  Therapies,  Alcoholism  and 
DruR  Abuse,  Individual  & Croup  Psychotherapy, 

(Adult  & Adolescent — Hospitalization  & Outpatient) 

Medical  Science  Psychiatric  Center 

711  W.  38th,  Suite  C-4,  Austin,  Texas  78705;  512  458-9286 


GONZALO  A.  AILLON,  MD 

Psychiatry-Bilingual 


Inpatient  and  Outpatient  Services  for 
Adolescent  Psychiatry,  Adult  Psychiatry, 

Treatment  of  Alcoholism 

Larrie  W.  Arnold,  MD 
Cary  L.  Etter,  MD 
Bradford  M,  Coif,  MD 
Fred  L.  Criffin,  MD 
R.  Sanford  Kiser,  MD 
Crover  Lawlis,  MD 

Brookhaven  Professional  Plaza,  LBJ  at  Webbs  Chapel 

10  Medical  Parkway,  Suite  304,  Dallas,  Texas  75234 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  2411,  Dallas,  Texas  75230 

Telephone  214  247-1150 


Claude  R.  Nichols,  MD 
William  M.  Pederson,  MD 
Leslie  H,  Secrest,  MD 
Angela  M.  Wood,  MD 
John  M.  Zimburean,  MD 


3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75211;  214  296-6241 


PULMONARY  DISEASES 


RICHARD  C.  JAECKLE,  MD 

Psychiatry 

Diplomate,  American  Board  Psychiatry  & Neurology,  Child  Psychiatry 
Diplomate,  American  Board  Psychiatry  & Neurology,  Psychiatry 

Presbyterian  Professional  Building  II,  Suite  404, 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  696-0964 

C.  MARSHALL  BRADSHAW,  MD,  PA 

Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


John  R.  Burk,  MD,  FACP  David  R.  Stoop,  MD,  FACP,  FCCP 

Mitchell  C.  Kuppinger,  MD,  FCCP  W.  Steven  Trombold,  MD,  FCCP 
David  M.  Webb,  MD,  FCCP  David  H.  Plump,  MD,  FCCP 

R.  L.  "Lin"  Cash,  Jr,  MD 

Diplomates  of  American  Board  of  Internal  Medicine 

PULMONARY  CONSULTANTS  OF  TEXAS,  PA 

Physiology,  Diagnosis  Therapy,  Bronchoscopy, 

Pulmonary  Function,  Intensive  Care,  Pulmonary 
Angiography,  Pulmonary  Rehabilitation, 

Sleep  Apnea 
Reactive  Airway  Disease 

1413  Eighth  Avenue,  Suite  A,  Fort  Worth,  Texas  76104;  817  926-0242 

911-C  Medical  Centre  Dr.,  Arlington,  Texas  76012; 

817  461-0201  (Metro) 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Child, 

Adolescent  and  Adult  Psychiatry 

Jerry  M.  Lewis,  MD 
Doyle  I.  Carson,  MD 
Keith  H.  Johansen,  MD 
James  K.  Peden,  MD 
Charles  G.  Markward,  MD 
Byron  L.  Howard,  MD 
Roy  H.  Fanoni,  MD 
Mark  P.  Unterberg,  MD 
John  C.  Looney,  MD 
Kathleen  B.  Erdman,  MD 
Don  C.  Payne,  MD 
Mark  J.  Blotcky,  MD 
L.  Dwight  Holden,  MD 

4600  Samuell  Blvd.,  Dallas,  Texas  75228 
214  381-7181 


RADIOLOGY 


THERAPEUTIC  RADIOLOGY  AT 
MEMORIAL  HOSPITAL 

Radiotherapy  Department 
7600  Beechnut 
Houston,  Texas  77074 

713  776-5622  Day  Phone 

713  776-5170  Night  and  Weekends 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 
External  or  Internal  Irradiation 
Inpatient  and  Outpatient  Services 


RHEUMATOLOGY 


Paul  M.  Hamilton,  MD 
Jerry  M.  Lewis,  III,  MD 
Tom  G.  Campbell,  MD 
Jeffrey  Class,  MD 
Crover  M.  Lawlis,  MD 
Conway  McDanald,  MD 
Cary  L.  Malone,  MD 
Edgar  P.  Nace,  MD 
Ernest  N.  Brownlee,  MD 
Michael  Madigan,  MD 
Perry  Talkington,  MD 
Joseph  D.  Caspari,  MD 


TITUS  HARRIS  CLINIC 

Inpatient  & Outpatient  Services 
(Open  and  Closed  Units) 

Practice  limited  to  Psychiatry 

E.  C.  McDanald,  Jr,  MD — Individual  and  Croup  Psychotherapy 
Grace  K.  Jameson,  MD — Child,  Adolescent  and  Family  Psychiatry 
E.  Ahmed  Zein-Eldin,  MD — General  Psychiatry,  Somatic  Therapies 
William  W.  Bondurant,  III,  MD — General  Psychiatry,  Somatic  Therapies 
A.  O.  Singleton,  III,  MD— General  and  Adolescent  Psychiatry 
J.  B.  Rust,  MD — Substance  Abuse  Program,  Child  Psychiatry 
Constance  Stout,  ACSW — Individual  and  Family  Psychotherapy 
Pam  Peirsol,  ACSW — Individual  and  Family  Psychotherapy 
Ann  Brestrup,  ACSW — Individual  and  Family  Psychotherapy 
Mark  Middlebrooks,  MSW — Individual  and  Family  Psychotherapy 

200  University  Boulevard,  Suite  620,  Galveston,  Texas  77550 
Telephone  4J)9  765-6321 


TMA  Memorial  Library 

. . . Another  service  of  your  association 


DON  E.  CHEATUM,  MD,  FACP,  FCCP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


Representing  the  Profession 


. . . Another  service  of  your  association 
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THORACIC  SURGERY 


ALLAN  L.  GRAHAM,  MD,  FACS* 

KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L SHEPHERD,  MD,  FACS 

Oiplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

'Also  certificate  of  special  qualification  in  general  vascular  surgery, 

American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 

RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 

Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 

Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  Sy  Appointment 


BERNARD  R.  JACK,  MD,  PA,  FACS 

Oiplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 

Cardiac,  Vascular  & Thoracic  Surgery 

800  Eighth  Avenue,  Suite  432,  Fort  Worth,  Texas  76104 
817  336-1700 


UROLOGY 


ELGIN  W.  WARE,  JR,  MD 
GEORGE  E.  HURT,  ]R,  MD 
L MICHAEL  GOLDSTEIN,  MD 
STEVE  M.  FROST,  MD 

Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Dolphus  E.  Compere,  MD  Ira  N.  Hollander,  MD 

Grant  F.  Begley,  MD  j.  Daniel  Johnson,  MD 

Hugh  Lamensdorf,  MD  A.  E.  Thurman,  MD 

Diplomates  of  American  Board  of  Urology 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $32.00  per  column  inch  per  month  and  listings  must 
run  for  a minimum  of  six  months.  A discount  of  5%  is  allowed 
for  six  months'  advance  payment.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
Deadline  is  the  5th  of  the  month  preceding  publication  month. 


1836-1986 


EUGENE  R.  TODD,  MD,  PA 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology-Adult  and  Pediatric 

3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Wadlev  Tower,  Suite  755,  Dallas,  Texas  75246 
214  826-3500 


DALLAS  UROLOGY  ASSOCIATES 

David  0.  Reisman,  MD,  PA 
Donald  J.  Logan,  MD,  PA 
Donald  L.  McKay,  MD,  PA 
Christopher  D.  Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


KIRBY  B.  TARRY,  MD,  FACS 

Diplomate,  American  Board  of  Urology 

Adult  and  Pediatric  Urology 

Impotence  with  Prosthesis-Vasovasostomy 

1405  West  Illinois,  Midland,  Texas  79701 
915  687-4553 


SOUTHWEST  UROLOGY  ASSOCIATES 

Adult  and  Pediatric  Urology 

Ted  Boone,  MD  Wm.  A.  Freeborn,  MD 

Warren  M.  Greene,  MD  H.  Pat  Hezmall,  MD 

James  T.  Coggins,  MD  Kenneth  I.  ticker,  MO 

Oiplomates  of  American  Board  of  Urology 
221  W.  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 
3450  W.  Wheatland  Road,  #60,  Dallas,  Texas  75211 
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Classified  Advertising 


OPPORTUNITIES  AVAILABLE 


Academic/ Government 

Looking  for  a creative  challenge  in  clinical  psy* 
chiatry?  Tired  of  urban  crush?  DRG  blues?  Why 
not  a correctional  career?  Texas  Department  of 
Corrections  needs  full-time,  dynamic,  board 
eligible/board  certified  psychiatrists  for  our  renovat- 
ing delivery  system.  Starting  annual  salary  is 
$56,856  with  excellent  benefit  package,  Including 
$6,000  annual  housing  allowance  if  not  living  in 
state  housing;  an  additional  $5,000  per  annum  may 
be  added  to  salary  at  the  discretion  of  the  Deputy 
Director  of  Health  Services.  For  information  con- 
tact Health  Services  Division  Personnel,  Texas  De- 
partment of  Corrections,  P.O.  Box  99,  Huntsville, 
Texas  77340;  409  294-2755.  We  know  you'll  like 
the  difference!  Equal  opportunity  employer. 

The  Department  of  Family  Practice  at  The  University 
of  Texas  Medical  School,  Houston,  has  immediate 
openings  for  faculty  positions.  We  encourage  appli- 
cations from  residency  trained,  board  certified  or 
board  eligible  family  physicians  and  pediatricians 
who  desire  to  engage  in  duties  including  teaching, 
research,  and  direct  patient  care  in  an  established 
family  practice  department  with  graduate  and  under- 
graduate programs.  Interested  applicants  should 
submit  credentials  and  curriculum  vitae  to  Harold 
T.  Pruessner,  MD,  7600  Beechnut,  Houston,  Texas 
77074.  An  equal  opportunity  employer.  Women  and 
minorities  are  encouraged  to  apply. 

Wanted:  physician.  $56,000.  State  retirement,  health 
coverage,  state  holidays,  vacation  and  sick  leave. 
Small  town  environment.  Texas  licensed  MD  or  DO. 
Contact  Medical  Director,  Mexia  State  School,  P.O. 
Box  1132,  Mexia,  Texas  76667.  Telephone  817  562- 
2821,  ext.  404. 

Occupational  health  physicians  certified  or  with 
occupational  health  experience  wanted  for  part-time 
clinic  services  in  Occupational  Health  Clinics  in 
Houston,  Fort  Worth,  Austin,  San  Antonio,  El  Paso. 
Reply  to  U.S.  Department  of  Health  and  Human 
Services,  PHS  Occupational  Health  Division,  1200 
Main  Tower  Building,  Dallas,  Texas  75202. 

Clinical  Director — Dynamic  health  department  that 
offers  full  range  of  primary  health  care  is  accepting 
applications  for  the  position  of  clinical  director. 
The  successful  applicant  will  be  responsible  for  the 
direction  of  the  medical  clinics  of  the  department. 
Position  requires:  1)  License  to  practice  medicine 
in  Texas  by  State  Board  of  Medical  Examiners; 
2)  Five  to  10  years  experience  in  a public  health 
agency  or  community  health  clinics  with  three  years 
involving  the  planning  and  coordination  of  public 
health  activities  and  at  least  two  years  of  super- 
visory responsibilities;  3)  Special  training  in  pre- 
ventive medicine  or  public  health  which  must 
include  certification  by  the  American  Board  of 
Preventive  Medicine.  Completion  of  one  academic 
year  of  study  and  the  Master  of  Public  Health 
Degree  may  be  substituted  for  the  special  training; 
4)  Bilingual:  English/Spanish.  Contact  Personnel 
Office,  Laredo-Webb  County  Health  Department, 
P.O.  Box  2337,  Laredo,  Texas  78044-22337  or  call 
collect  512  723-2051,  ext.  65  or  50.  Closing  date: 
As  soon  as  position  is  filled. 

Full  Time  Physician — Board  certified/eligible  inter- 
nist or  family  practice.  Frequent  Category  I CME 
lecture  series  available,  also  medical  library,  affil- 
iated with  Texas  A&M  Medical  School  and  Baylor 
University.  Two  hundred-bed  hospital  located  in 
beautiful  Central  Texas.  Contact  Chief  of  Staff,  VA 
Medical  Center,  Marlin,  Texas  76661  or  call  817 
883-3511,  ext.  212.  Equal  opportunity  employer. 

Physician — Kerrville  State  Hospital — Opening  for  a 
knowledgeable  generalist,  family  practitioner  or  in- 
ternist in  a 500-bed  gero-psychiatric  facility.  Ideal 
locale.  Excellent  teaching  program.  Salary  up  to 
$62,000  depending  upon  qualifications,  more  for 
board  certified.  Contact  Director  of  Psychiatric 
Services,  Kerrville  State  Hospital,  P.O.  Box  1468, 
Kerrville,  Texas  78029-1468.  Telephone  512  896- 
2211,  ext.  212  or  221.  Must  have  Texas  license. 


Emergency  Medicine 

Needed:  Emergency  physicians.  North  Central  Texas 
area,  full  and  part-time.  For  an  application  call 
817  336-8600  or  write  Emergency  Medicine  Con- 
sultants, PA,  1533  Merrimac  Circle,  Suite  202,  Fort 
Worth,  Texas  76107. 

Texas  Emergency  Medicine — Full  and  part-time  posi- 
tions available  in  the  Central  and  South  Texas 
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areas.  Excellent  pay.  Primary  considerations  given 
to  applicants  with  two  years'  experience  in  emer- 
gency medicine  or  board  certified  or  board  eligible 
in  emergency  medicine,  family  practice,  internal 
medicine  or  surgery.  Contact  Arthur  Allison,  MD, 
or  Susan  Dill,  Emergency  Physicians  Associates, 
2702  McCullough  #3,  San  Antonio,  Texas  78212; 
512  222-0746. 

Emergency  Physician — Local  Houston  ER  group 
needs  experienced  ER  physician.  Fee-for-service 
with  guarantee.  Contact  Greater  Houston  Emergency 
Physicians  Associates,  P.O.  Box  7445,  Houston, 
Texas  77248;  713  861-7942. 

Texas:  Dallas-Fort  Worth  & East  Texas.  Full-time 
positions  available  at  several  hospitals  in  the  Dallas- 
Fort  Worth  and  East  Texas  areas,  with  extremely 
attractive  fee-for-service  compensation  and  hourly 
guarantees.  Compensation  ranges  from  $65,000  to 
$105,000  annually.  Very  desirable  geographic  loca- 
tions include  Tyler,  Longview,  Greenville  and 
Marshall,  Texas.  Association  with  a strong  physician- 
oriented  group  provides  attractive  professional  op- 
portunities for  emergency  physicians.  Positions  are 
also  available  for  primary  care  physicians  in  clinic 
settings.  Contact  Brenda  Lancaster,  Vice  President, 
Professional  Services,  EmCare,  Inc.,  3310  Live  Oak, 
Suite  400,  Dallas,  Texas  75204,  or  call  toll  free 
1-800-527-2145. 

Need  a full-time  physician  to  work  in  a minor 
emergency  clinic.  Hours  are  9 am-5  pm,  five  days 
a week.  Salary  and  fringe  benefits.  Send  CV  to 
Gerry  Jubang,  Northeast  Minor  Emergency  Center, 
3603  NE  24th,  Amarillo,  Texas  79107. 

Emergency  Medicine  Opportunities — Part-time  and 
full-time  positions  available  in  more  than  40  facili- 
ties throughout  Texas.  Competitive  hourly  income, 
flexible  scheduling  without  on-call,  and  occurrence 
malpractice  coverage.  For  details  respond  in  confi- 
dence to  Spectrum  Emergency  Care,  Inc.,  P.O.  Box 
27352,  St.  Louis,  MO  63141;  1-800-325-3982;  314 
878-2280. 

Texas  Gulf  Coast — Full  time  emergency  physician. 

Moderate  volume  ER  with  excellent  staff  backup. 
Few,  if  any,  weekends.  Position  available  June  15. 
Elaine  Fleming,  MD,  713  333-3568. 

Texas,  Nacogdoches — Positions  for  Texas  licensed 

physicians  in  emergency  department  of  182-bed 
county  hospital.  Experience  in  emergency  medicine 
and  trauma  preferred.  Competitive  compensation 
and  paid  malpractice  insurance.  For  additional  in- 
formation call  or  write  C.  D.  Haynes,  MD,  Rt.  5, 
Box  1595,  Nacogdoches,  Texas  75961;  home  409 
564-8369,  work  409  564-4611,  ext.  108. 

ED  Physicians — Ready  for  your  own  ED  contract? 

PSR,  Inc.  gets  ED  physicians  and  hospital  adminis- 
trators together  without  long  term  involvement  of 
middle  man.  Results  are:  Higher  income  for  doctors 
and  lower  cost  to  hospitals.  Tired  of  someone  else 
profiting  from  your  efforts,  send  CV  to  PSR,  Inc., 
P.O.  Box  1492,  Lewisville,  Texas  75067. 


Family/General  Practice 

Wanted:  General  Practitioner/Industrial  Medicine. 

Position  available  with  12-doctor  multispecialty 
group.  All  benefits  paid  by  the  group,  afternoon 
off,  rotating  call  schedule.  Send  curriculum  vitae  to 
Charles  E.  Allbrilton,  Administrator,  Suite  240, 
7777  Forest  Lane,  Dallas,  Texas  75230;  phone  214 
661-7700. 

Wanted:  Family/general  practitioner  to  locate  in 
northeast  Texas  area.  Croup  setting.  Contact  Paul  R. 
Bennett,  300  West  Upshur,  Cladewater,  Texas 
75647;  phone  214  845-2281. 

Family  physician  wanted  to  associate  with  family 
ohysician  in  clinic  in  beautiful,  small  town  in  the 
scenic  Hill  Country  north  of  San  Antonio.  Primarily 
ambulatory/emergency  care  with  hospital  25  miles 
away.  No  OB.  Partnership  possible.  Reply  to 
Ad-570,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 

Southeast  Texas — Take  over  existing  ACC  practice  at 
no  cost  to  you.  Opportunity  to  earn  over  $100,000 
the  first  year.  Must  have  excellent  rapport  with 
patients  and  ability  to  get  along  with  staff.  Require 
American  trained  and  board  certified/FP.  Call  or 
write  Robert  Morris,  2497  Liberty,  Beaumont,  Texas 
77702;  409  838-2636. 

Family  Practitioner,  Collingsworth  County,  Texas — 

BC/BE  family  practitioner  for  solo  practice.  Hospital 
adjacent  to  clinic.  Community  offers  comfortable 
rural  lifestyle  with  cultural  amenities  such  as 
symphony  and  theater  in  Amarillo  and  water  recrea- 
tion easily  accessed.  Ideal  area  for  horse  breeding 
and  training.  Guaranteed  income  first  year  and 


other  benefits  offered  by  the  county  hospital  dis- 
trict. Send  CV  to  Dr.  j.  M.  Orr,  1014  15th  Street, 
Wellington,  Texas  79095. 

Family  Practice,  BC  or  BE — Major  hospital  in  West 
Texas  commercial  center.  Serves  trade  area  of 
125,000  population.  Provides  management  services 
and  acts  as  secondary  receiving  center  for  surround- 
ing rural  hospitals.  First  year  guarantee,  relocation 
packa<?e.  Contact  and  send  CV  to  Wayne  E.  Ulrich, 
FACHE,  Vice  President,  Professional  Services,  St. 
John's  Hospital,  P.O.  Box  5741,  San  Angelo,  Texas 
76902. 

Family  Practice — Enjoy  freedom,  excellent  income, 
paid  malpractice,  travel,  and  housing.  Join  the  PRN 
staff  as  an  independent  contractor  providing  tempo- 
rary practice  coverage  for  our  colleagues.  Assign- 
ments from  one  week  to  several  months.  Contact 
PRN  (Physician's  Relief  Network),  1000  North  Wal- 
nut, Suite  A,  New  Braunfels,  Texas  78130;  512 
629-5858. 


Internal  Medicine 


Internist,  board  certified  or  eligible  for  association 
with  successful  solo  practice  in  affluent  Northeast 
Dallas  suburb.  Terms  to  be  negotiated.  Only  Ameri- 
can trained  need  apply.  Family  person  preferred. 
Please  reply  to  Ad-608,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

General  Internist  Wanted:  An  excellent  opportunity 
for  a young  internist  to  associate  with  an  estab- 
lished board  certified,  38  year  old  internist.  Salaried 
position,  or  will  help  start-up  in  own  new  office 
with  me.  Reply  with  CV:  7210  Louis  Pasteur  Drive, 
San  Antonio,  Texas  78229. 


Obstetrics/ Gynecology 

Needed:  Board  certified  or  board  eligible  OBG. 

Coverage  available  and  terms  negotiable.  Central 
Texas.  Call  collect  817  526-9576. 

Obstetrician/gynecologist  needed  to  join  18  phy- 
sician multispecialty  group.  High  first  year  guaran- 
tees and  no  first  year  expenses.  Excellent  benefits 
with  paid  relocation  expenses.  Send  CV  to  Tammy 
Stripling,  Malone  and  Hogan  Clinic,  1501  West  11th 
Place,  Big  Spring,  Texas  79720. 


Pediatrics 

Pediatrician — Excellent  opportunity  to  join  well 
established  active  practice.  Spacious  new  office, 
laboratory,  x-ray.  Popular  vacation  area,  warm 
climate,  lakes,  ocean  beaches,  university,  good  rec- 
reational facilities.  Population  250,000.  Salary  pro- 
gressing to  ownership.  Contact  Adele  Bromiley, 
MD,  Brownsville  Pediatric  Association,  2335  Central 
Blvd.,  Brownsville,  Texas  78520;  512  546-3126  (of- 
fice), 542-0856  (home). 

Pediatrician  Wanted — JCAH  accredited  hospital  in 
the  northeast  Texas  area.  Contact  Paul  R.  Bennett, 
300  West  Upshur  Avenue,  Cladewater,  Texas  75647; 
phone  214  845-2281. 

Established  BC  pediatrician  needs  BC/BE  pedia- 
trician to  join  young  ambulatory  pediatric  practice. 
Salary  and  fringe  benefits  with  eventual  association. 
Please  reply  to  Ad-603,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


Other  Opportunities 

Immediate  Opening:  Excellent  opportunity  for  a 
specialist  in  FP,  OBG,  IM,  general  surgery  or  in- 
dustrial medicine  to  join  well  established  and 
rapidly  expanding  family  practice  group  in  San 
Antonio.  (Dur  facility  is  fully  equipped  as  a total 
health  care  center  with  laboratory,  x-ray,  stress 
testing,  holter  monitoring,  and  pulmonary  function 
testing  already  established.  Plans  are  underway  to 
move  to  larger  facility  and  offer  increased  services. 
We  offer  competitive  guaranteed  salary,  corporate 
benefits  with  paid  professional  liability,  administra- 
tive and  support  staff,  affiliation  with  large  com- 
munity hospitals,  and  call  sharing  opportunities. 
Requires  well-rounded  abilities  in  both  an  out- 
patient and  hospital  practice.  Board  certification 
or  eligibility  required.  Dedicaton  to  high  quality, 
excellent  patient  empathy  and  communicative  skills 
mandatory.  Leadership  skills  and  entrepreneural 
interest  in  practice  desirable.  Tremendous  growth 
potential.  Immediate  opening  due  to  building  ex- 
pansion and  broadening  patient  base.  Send  CV, 
references  to  William  Gonzaba,  MD,  PA,  The 
Doctor's  Office,  2101  Lockhill-Selma,  Suite  208, 
San  Antonio,  Texas  78213. 


Physicians  Wanted — Progressive  hospital  in  East 
Texas.  Contact  Paul  Bennett,  Administrator,  Clade- 
water  Municipal  Hospital,  300  West  Upshur,  Clade- 
water,  Texas  75647;  telephone  214  845-2281, 

Wanted;  Orthopedic  Surgeon.  Position  available 
with  12-doctor  multispecialty  group  located  in  the 
Medical  City  Dallas  complex  in  North  Dallas.  All 
benefits  paid  for  by  the  group,  afternoon  off, 
rotating  call  schedule.  Send  curriculum  vitae  to 
Charles  E.  Allbritton,  Administrator,  7777  Forest 
Lane,  Suite  240,  Dallas,  Texas  75230;  phone  214 
661-7700, 

Physicians — We  have  positions  available  in  family 
practice,  emergency  medicine,  pediatrics,  OBC,  in- 
ternal medicine,  gastroenterology  and  orthopedic 
surgery.  Call  Marilyn  Blaker,  713  789-1550,  MEDEX, 
2401  Fountain  View,  Suite  510,  Houston,  Texas 
77057.  From  outside  Texas  call  1-800-231-7578. 

Are  you  looking  for  a paved  highway  toward 
financial  success — where  you  will  receive  referrals 
from  other  doctors  because  they  are  too  busy  or 
retiring — where  there  is  no  animosity  towards  new 
physicians!  Immediate  openings  for  family  physi- 
cians, OBC,  internists,  pedis,  orthopods,  and 
surgeons  in  smaller  towns  in  Texas.  Contact  Texas 
Doctors  Group,  702  Colorado,  Suite  102,  Austin, 
Texas  78701;  512  476-7129.  Toll  free  in  Texas 
1-800-331-8472. 

Arhona-based  physician  recruitment  firm  has  posi- 
tions in  Dallas/Ft.  Worth  area,  as  well  as  Central 
and  West  Texas.  Professionals  working  with  profes- 
sionals. Over  13  years  experience.  Call  602  795- 
7474,  or  send  CV  to  Mitchell  & Associates,  Inc., 
2761  N.  Country  Club  Road,  Suite  202,  Tucson,  AZ 
85716. 

MDs  full-time  or  part-time  in  beautiful  East  Texas 
Piney  Woods  for  new  ambulatory  care  center. 
Excellent  salary.  Please  contact  Barbara  at  409  637- 
1800  or  send  CV  to  Lufkin  Immediate  Care  Center, 
P.O.  Box  2325,  Lufkin,  Texas  75901. 

Texas,  North  of  Dallas — Immediate  full-time  and 
part-time  positions  in  hospital  affiliated  family  prac- 
tice clinic.  Offering  attractive  incentive  for  purchase 
of  clinic  as  practice.  Beautiful  resort  area  has  stable 
patient  population  with  great  growth  potential.  Con- 
tact Emergency  Consultants,  Inc.,  2240  South  Airport 
Road,  Room  29,  Traverse  City,  Michigan  49684;  or 
call  1-800-253-1795  or  in  Michigan  1-800-632-3496. 

Good  Move.  We  are  now  placing  permanent  and 
part-time  physicians  for  minor  emergency  clinics  in 
excellent  locations  all  over  Texas.  Please  send  your 
complete  resume  or  CV  to  Good  Move,  P.O.  Box 
4062,  Bryan,  Texas  77802.  All  replies  will  remain 
confidential. 

MD  radiologist — board  certified/board  eligible 
needed  in  busy  166-bed  Dallas  area  hospital.  Must 
be  proficient  in  special  procedures,  CT,  and  nuclear 
medicine.  Send  confidential  resume  to  Ad-599, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

HCA  owns  or  manages  55  hospitals  in  Texas.  Op- 
portunities for  all  non-hospital  based  specialties  in 
both  metropolitan  and  rural  areas.  Send  curriculum 
vitae  to:  Dan  Olphie,  HCA,  P.O.  Box  1575,  Nash- 
ville, Tennessee  37202  or  call  1-800-251-1537. 

Otolaryngology,  BC  or  BE — Major  hospital  in  West 
Texas  commercial  center.  Serves  trade  area  of 
125,000  population.  Provides  management  services 
and  acts  as  secondary  receiving  center  for  sur- 
rounding rural  hospitals.  First  year  guarantee,  relo- 
cation package.  Contact  and  send  CV  to  Wayne  E. 
Ulrich,  FACHE,  Vice  President,  Professional  Ser- 
vices, St.  John's  Hospital,  P.O.  Box  5741,  San 
Angelo,  Texas  76902. 

Family  practitioners/mternists  (board  certified  or 
board  eligible)  wanted  for  full  or  part-time  posi- 
tions in  a primary  care  group.  Flexible  schedule, 
malpractice,  competitive  compensation.  Write  or 
call  San  Antonio  Family  Care  Centers,  6100  Ban- 
dera Road,  Suite  300,  San  Antonio,  Texas  78238; 
512  680-8985. 

Physicians  Needed — All  specialties,  especially  gen- 
eral/family practice  and  radiology.  We  have  placed 
loo  many  of  our  locum  tenens  doctors  into  per- 
manent positions  and  urgently  need  physicians  to 
work  locum  tenens  assignments  in  Texas.  For  more 
information,  call  Michael  Kurth  at  IPR  Medical, 
1-800-545-4141,  ext.  257. 

Full  and  part-time  experienced  physicians  for 
established  and  expanding  family  care  clinic  in 
Northwest  Houston.  Excellent  remuneration  and 
working  conditions;  flexible  scheduling.  Contact 
director.  Medical  Center,  7925  EM  1960  West, 
Houston,  Texas  77070;  713  469-4560. 

Full-time  physician  needed  immediately  for  ambula- 
tory minor  care  center  in  Northeast  Texas  city,  pop- 
ulation 75,000,  three  to  four  days  per  week.  Salary 
$60,000  per  year  and  up.  Opportunity  for  partner- 
ship. Immediate  Care  Center,  1905  Northwest  Loop 
281,  Longview,  Texas  75604;  214  297-7311. 

Your  choice  of  lifestyles  makes  up  the  winning 
combination  with  Medical  Networks.  Practice  oppor- 
tunities in  Emergency  Medicine  and  Medstop  Con- 
venience Clinics  with  good  clinical  income  and 


paid  malpractice.  Also,  hospital  sponsored  private 
family  practices.  Contact  Director,  Physician  Man- 
agement Services,  Medical  Networks,  P.O.  Box  4448, 
Houston,  Texas  77210  or  call  collect  to  713  999- 
4353. 

Locum  tenens,  then  purchase  practice  if  desired. 
Nets  $115K-$150K  per  year.  No  nights,  weekends, 
or  holidays  to  work.  Primary  care  and  industrial 
medicine.  Phone  214  357-1132,  1-3  pm  weekdays. 

Ophthalmologist  needed  to  join  18  physician  multi- 
specialty group.  High  first  year  guarantees  and  no 
first  year  expenses.  Excellent  benefits  with  paid  re- 
location expenses.  Send  CV  to  Tammy  Stripling, 
Malone  and  Hogan  Clinic,  1501  West  11th  Place, 
Big  Spring,  Texas  79720. 

Psychiatrist/Clinical  Director — We  have  an  excellent 
opportunity  for  a board  certified/eligible  psychia- 
trist to  assume  the  clinical  director  position  for  a 
20-bed  acute  inpatient  psychiatric  unit  at  St, 
Joseph's  Hospital  in  Paris,  Texas.  St.  Joseph's  Hos- 
pital is  a well  established  health  care  institution 
that  has  recently  undergone  dynamic  expansion  to 
meet  the  demands  of  the  ever  changing  community 
for  health  care  services.  Administrative  stipend, 
patient  billings  and  opportunity  for  private  practice 
allow  for  income  potential  well  in  excess  of 
$100,000.  Send  CV  to;  Director  of  Recruitment, 
Dept.  TXM,  Mental  Health  Management,  Inc.,  1500 
Planning  Research  Drive,  Suite  250,  McLean,  VA 
22102,  or  call  toll-free  at  1-800-368-3589. 

The  Medical  and  Surgical  Clinic  of  Sherman,  Texas 
is  currently  expanding  its  multispecialty  group  to 
include  specialists  in  pediatrics,  ophthalmology  and 
otolaryngology.  Interested  parties  please  contact 
Ron  Marshall,  Administrator,  214  893-5138  (collect). 

Internist,  OBG,  Orthopedist — BE/BC  to  Join  a small 
medical  staff  in  a SO-bed  rural  hospital  in  the 
beautiful  Davis  Mountains.  High  elevation,  cool 
climate,  friendly  people,  and  superb  hunting. 
Present  specialists  include  one  internist,  one  gen- 
eral surgeon,  two  radiologists.-  Excellent  opportunity 
to  establish  a busy  practice  in  a pleasant  setting. 
Additional  opportunities  for  ophthalmologist  and 
second  general  surgeon.  Potential  for  development 
of  a regional  multispecialty  clinic.  Send  CV  to 
Stephen  Daugherty,  MD  or  Ricardo  Alvillar,  MD, 
Brewster  Memorial  Hospital,  Alpine,  Texas  79830. 

Positions  Available — Seeking  BC/BE,  OBG,  general 
internist,  HEM/ON,  PS,  general  surgery  .endocri- 
nologist to  join  an  established  multispecialty  (non- 
prepaid)  clinic  in  South  Central  Texas.  Contact 
Leroy  W.  Kitch,  Administrator,  Skinner  Clinic,  124 
Dallas  Street,  San  Antonio,  Texas  78205. 

San  Antonio:  Family  practice/emergency  medicine. 
Immediate  opening  in  minor  emergency  center 
operating  14  hours  per  day.  Salary  and  fringes 
negotiable.  Contact  Robert  W.  Kottman,  MD,  8210 
Pat  Booker  Road,  San  Antonio,  Texas  78233;  512 
653-8989. 

Physician — General  practice  and  minor  surgery  clinic 
established  14  years  has  an  immediate  opening  for 
a refined  physician  to  work  4 or  8 hours  a day. 
Knowledge  of  family  practice,  office  surgery  and 
orthopedic  experience.  US/British/Canadian  medi- 
cal school  grad  a must.  Up  to  70  years  of  age. 
Excellent  benefits.  Apply  with  resume  only  to  Clinic 
Administrator,  10907  Norlhleaf  Ct.,  Houston,  Texas 
77086. 

Immediate  opening  for  family  practitioner  or  in- 
ternist to  join  group  of  primary  care  physicians  in 
Waco.  Superb  medical  community  in  a pleasant  city 
with  multiple  educational  and  recreational  activi- 
ties. Currently  operating  two  primary  care  clinics. 
Optional  emergency  department  coverage  available 
to  further  supplement  income  if  desired.  Part-time 
applications  also  considered.  R.  L.  Kaspar,  MD, 
1700  Providence,  Waco,  Texas  76707;  817  7S3-4551, 
ext.  7950. 

Urologist  wanted — BE/BC  to  join  solo  urologist  in 
DFW  area.  Experience  in  penile  implants  helpful. 
Fully  equipped  office  near  hospitals.  Three  cysto 
rooms  and  x-ray.  Excellent  opportunity.  Early  full 
partnership.  Send  CV  to  Ad-613,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

Physicians — Have  you  contacted  the  Texas  Medical 
Association  Placement  Service?  We  have  informa- 
tion for  many  specialties  on  practice  opportunities 
throughout  the  state.  Send  inquiries  to  Physicians 
Placement  Service,  Texas  Medical  Association,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701.  Call  512 
477-6704,  ext.  263.  No  charge  to  TMA  members! 

Full-time  physician  position  for  general  practice/ 
internal  medicine  clinic.  Partnership  available  in 
one  year.  Excellent  opportunity.  Write  or  call  S.  J. 
Kechejian,  MD,  609  S.  Main  St.,  Duncanville,  Texas 
75116;  214  780-0093. 


OPPORTUNITIES  SOUGHT 


We  have  physicians  who  are  looking  to  |oin  solo, 
partnerships,  or  multispecialty  groups  in  the  Texas 
area.  For  more  information  call  Medical  Advisory 
Croup,  Inc.,  214  758-9939. 


Family  Physician  Coverage  Service — Two  days  to 
two  weeks.  Licensed  MD  with  14  years  experience 
in  family  practice.  Urban  or  rural.  English  and 
Spanish.  Texas,  UTMB  graduate,  Galveston.  Always 
in  good  medical  standing.  No  malpractice  ever. 
Written  or  phone  references,  recommendations. 
512  473-6996,  leave  message. 

Wanted— radiology  locum  tenens  possibly  leading 
to  permanent  position.  Texas  born  and  raised 
diagnostic  radiology  resident.  US,  CT,  MRI,  neuro, 
angio  training.  Finish  June  1987.  Call  507  284-2311 
or  write  to  J.  Martin  Stewart,  MD,  c/o  Mayo  Clinic 
(East  2),  Rochester,  Minnesota  55905. 

Locum  tenens  physicians  available,  in  most  special- 
ties, for  both  short  and  long  term  assignments. 
Permanent  positions  filled.  Cjuality  coverage  at 
reasonable  rates.  For  more  information  or  coverage, 
call  Michael  Kurth  at  IPR  Medical,  1-800-545-4141, 
ext.  257,  or  write  to  him  at  IPR,  7207  West  Green- 
field Avenue,  Milwaukee,  Wisconsin  53214. 

Native  Texan,  pediatric  ophthalmologist,  board  cer- 
tified, fellowship  trained,  AAPOS,  FAAP,  seeks  op- 
portunity in  private  practice,  administration, 
corporate  medicine,  or  HMO.  Please  reply  to  Ad- 
605,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 

Pathologist  available — ABP  AP/CP.  Subspecialty  in- 
terest in  hematopathology  seeks  practice  in  either 
AP  and/or  hematopathology;  teaching/medical 
school  affiliation  desired.  Available  July  1986. 
Please  reply  to  Ad-604,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

Foreign  medical  graduate.  Fluent  English  and 
French.  Hard  worker,  seeking  research,  teaching,  or 
PA  while  preparing  for  US  evaluation  exams.  Please 
reply  to  Ad-609,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

General  Internist/Family  Practitioner — American 
graduate  seeking  assumption  of  or  association  with 
active  primary  care  practice.  Extensive  experience. 
Available  May  1986.  Please  reply  to  Ad-614,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

Group  of  board  certified  surgeon  and  internist 
willing  to  provide  health  care  for  nursing  home, 
in  Houston  area.  Salaries  or  fee-for-services.  Call 
713  524-5030  for  information. 

General  surgeon  wanting  to  relocate.  Texas  license, 
ABS.  Willing  to  do  some  general  practice.  Will 
consider  HMO,  free-standing  clinic,  or  suitable  ER. 
Available  immediately.  Please  reply  to  Ad-611, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

We  have  listings  of  physicians  desiring  to  relocate 
in  Texas.  Nearly  all  specialties  are  represented. 
There  is  no  charge  to  TMA  members  for  this 
service.  Contact:  Physicians  Placement  Service,  Tex- 
as Medical  Association,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701.  512  477-6704,  ext.  263. 

Radiologist — Board  certified  diagnostic  radiologist 
and  nuclear  medicine.  University  trained  American 
graduate.  Well  versed  all  imaging  modalities,  in- 
cluding MRI  and  mammography.  Some  specials. 
Hospital  or  out-patient  facility  considered.  Avail- 
able immediately.  All  Texas  locations.  Please  reply 
to  Ad-61S,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


FOR  SALE  OR  LEASE 


Medical  Equipment 

50%  off  previously  owned  medical  laboratory, 
office,  x-ray,  ultra-sound  equipment  in  excellent 
condition.  We  buy,  sell,  broker  and  repair.  Ap- 
praisals by  Certified  Surgical  Consultants,  Medical 
Equipment  Resale,  Inc.,  24026  Haggerty  Road, 
Farmington,  Michigan  48018;  313  569-4407  anytime. 


Office  Space/Property 

Austin — New  medical  center  on  Capitol  of  Texas 
Highway  (Loop  360)  in  Austin's  rapidly  growing 
northwest  area.  Space  available  for  family  prac- 
titioner and/or  specialist.  Beautiful  new  facility 
offers  unique  features  for  an  enjoyable  practice. 
Located  at  the  hub  of  Austin's  northwest  economic 
growth  corridor,  two  miles  from  Lake  Austin,  and 
just  minutes  from  Westlake  Hills,  Northwest  Hills, 
multiple  new  neighborhoods,  and  Lake  Travis. 
512  454-2596,  8010  Shoal  Creek,  Austin,  Texas 
78758. 

San  Antonio— General  internist  desires  to  sublease 
ready-to-RO  office  space  with  five  exam  rooms. 
Rapidly  growing  North  Central  location.  Ideal  for 
allergist,  dermatologist,  or  other  primary  care 
physician.  For  information  call  512  377-3224. 

Austin,  Texas — General  irjtemist  desires  to  share 
2200  square  feet  in  Medical  Arts  complex  near  St. 
David's  Hospital.  Six  examination  rooms,  chest  x-ray 
facilities,  large  waiting  room,  free  parking.  Prefer 

Texas  Medicine 


non-internist  or  medical  subspecialist.  Full  or  part- 
time  occupancy.  Terms  negotiable.  Call  512  476- 
9145. 

Need  general  practitioner  willing  to  set  up  practice 

in  resort  area  of  Canyon  Lake,  Texas.  Traffic  flow 
of  750,000.  Designated  by  AMA  as  area  in  need 
of  physician.  Have  office  space  available  in  new 
professional  building  in  April  1987.  An  established 
pharmacy  will  move  in  bv  physician.  For  more  in- 
formation call  512  935-4341. 

For  Sale — Hillside  Country  Home.  Trees  and  fields, 
150  miles  north  of  Dallas.  3 bedroom,  garage 
apartment.  Sw.  PI.  barn/tool  house.  I'/r  bath 
Phone  405  298-2314,  405  298-3365  or  reply  to 
Ad-612,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 

Austin — Three  story  office  building  for  sale  (gross 
area  5767  sq.  ft.  approximately).  Located  at  4111 
Medical  Parkway,  prime  medical  complex  area,  4 
blocks  from  Seton  Hospital.  Excellent  for  owner/ 
user.  Priced  $549,000.  Terms:  20%  down,  first 
mortgage  assumable,  owner  carry  2nd  mortgage. 
Morton  S.  Plotsky,  Realtor.  512  453-4080. 


IMAGINE 
KNOWING  THAT 
TODAf  ISTHE 
BEST  DlAf  YDITLL 
EVER  HAVE. 


Practices 

Retiring  doctor  has  general  practice  to  sell.  In- 
cludes eouipment.  Please  send  responses  to  800 
Navarro,  Suite  210,  San  Antonio,  Texas  78205. 


BUSINESS  AND  FINANCIAL 
SERVICES 


Physician's  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt, 
courteous  service.  Competitive  fixed  rate,  with  no 
points,  fees  or  charges  of  anv  kind.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free 
1-800-241-6905.  Serving  MDs  for  over  ten  years. 


If  you  had  a progressive  neuronuiscular 
disease,  every  tomorrow  would  bring  you 
greater  weakness  and  more  muscle  waste.  And 
the  best  day  you  could  hope  for  would  he  the 
one  you  wete  having  right  now. 

That’s  because  most  neuromuscular  dis- 
eases progress  day  by  day,  gradually  wasting  a 
patient’s  muscles  away.  This  muscle  degen- 
eration can’t  be  halted.  And,  it  can  nevet 
be  reversed. 


At  the  Muscular  Dystrophy  Associa- 
tion, we’re  striving  to  put  an  end  to  twelve 
fomis  of  muscular  dystrophy  and  twenty- 
eight  other  neuromuscular  diseases.  Because 
we  believe  there  are  no  incurable  diseases — 
just  disea.5es  fot  which  cures  haven’t  yet  been 
found.  And  because  it’s  the  only  way  that 
tens  of  thousands  of  people  with  neuro- 
muscular disease  can  look  forward  to  a 
better  tomorrow. 


Muscular  Dystrophy  Association,  Jerry  Lewis,  National  Chaitman 


MISCELLANEOUS 


Abortion  Alternatives!  Licensed  maternity  service 
offers  residential  and  non-residential  program  with 
counseling  and  medical  plan  for  the  expectant 
mother  who  Is  planning  adoption  for  her  baby. 
Costs  adjusted  to  ability  to  pay.  MARYWOOD.  510 
West  26th  Street,  Austin,  Texas  78705;  phone  512 
472-9251.  (Formerly  Home  of  the  Holy  Infancy) 

Doctor,  you  can't  beat  the  quality  or  the  price! 
Holter  Monitor  Scanning  Service.  Physician  owned, 
trained  ,and  supervised.  Now  using  UP  Service  for 
faster  turnaround  time.  No  contracts  to  sign.  We 
can  arrange  for  lease/purchase  of  Holter  equip- 
ment. New  Holter  dual  channel  recorders  $1295. 
Now  is  the  time  to  buy.  DCC  Interpretation  Holter 
Scanning  Services,  313  879-8860. 

Practice  Wanted — Wanted  to  buy  general  practice 
or  general  practice  with  general  surgery.  Prefer 
small  or  medium  size  community.  Licensed  in  Tex- 
as. Could  take  over  the  practice  immediately. 
Please  reply  to  Ad-610,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

Attract  new  patients  to  your  practice!  The  Market- 
ing Guide  for  Physicians  provides  working  knowl- 
edge and  successful  techniques  to  promote  your 
practice.  $6. 50/copy.  Order  from  The  Pennsylvania 
Medical  Society's  Trust,  20  Erford  Road,  Lemoyne, 
PA  17043.  Other  publications  also  available. 


Classified  Ad  Rates  & Data;  Classified  ad- 
vertising sells  for  $30  (US  currency)  per 
issue  for  50  words  or  less,  payable  in 
advance.  Ad  numbers  can  be  substituted 
for  formal  addresses  upon  request  at  no 
extra  cost.  Name  and  address  of  ad  num- 
ber listings  cannot  be  given  out  unless 
specific  permission  to  do  so  has  been 
given.  The  advertising  office  will  not  con- 
tact ad  number  holders  except  by  mail. 
Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age 
unless  bona  fide  occupational  qualifica- 
tions. Copy  deadline  is  the  5th  of  the 
month  preceding  publication.  Send  copy 
to  Advertising  Manager,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


Leave  your  markon  life 


You  don’t  have  to  move  mountains  to  make  a difference 
on  this  earth. 

By  leaving  even  the  smallest  legacy  to  the  American 
Cancer  Society  in  your  will,  you  can  leave  j 
a loving  and  lasting  impression  on  life.  I 

And  giving  life  is  the  greatest  way  of  ^CANCER 
leaving  your  mark  on  it.  ^ SOCIETY® 


For  more  inforniatiori.  i all  your  loeal  ACS  L'nit  or  write  to  the 
•American  Cancer  Society,  4 West  .JStli  Street,  New  'ibrk.  N't  lOOOI. 
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YOU  CAN  KEEP  THEM  IN  BALANCE  — YOUR 
FAMILY  LIFE  AND  YOUR  MEDICAL  PRACTICE 

We’d  like  to  help  you  spend  more  time  with  your  family,  yet 
receive  professional  satisfaction  from  your  medical  practice. 
As  a member  of  the  Air  Force  health  care  team,  you’ll  be  able 
to  participate  in  our  group  practice  concept  which  will  free 
you  of  most  of  your  administrative  duties. 

Air  Force  benefits  are  also  very  attractive.  You  and  your  family 
will  enjoy  30  days  of  vacation  with  pay  each  year,  plus  many 
more  Air  Force  advantages. 

Contact  TSgt  Tommy  Tucker  at  (71 3)  784-31 32 


92 


FnTSlGUNS 


are  announcing  opportunities  for 
serve  your  country  as  an  Air  Force 
Reserve  phvsician/officer.  You  can  make 
new  professional  associations,  obtain 
CME  credit  and  help  support  the  Air 
Force  mission.  For  those  who  qualify, 
retirement  credit  can  be  obtained  as 
well  as  low  cost  life  insurance.  One 
weekend  a month  plus  two  weeks  a 
, year  or  less  can  bring  you  pride  and 
satisfaction  in  serving  your 
country 


Call:  (512)  479-3245  or  (512)  385-1816  (Collect) 
Or  Fill  Out  Coupon  and  Mall  Todayl 
To:  Haalth  Profaaalona  Racrulting 
HO  10  AF/RSH 

Bargalrom  AFB,  TX  76743-6002 

Name 


Address . 
City 


.Zip. 


Phone . 


.Prior  service?  Yes . 


Medical  Specialty. 


.Date  of  Birth . 


AIR  FORCE  RESERVE 


10-601-1174 


A GREAT  \AAY  TO  SERVE 
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Texas  Medicine 


Continuing  Education  directory 


COURSES 


JUNE 

Cardiovascular  Disease 
June  5-6,  9-10,  1986 

US  JAPAN  CARDIOLOGY  UPDATE— NEW  APPROACHES  TO  CORO 
NARY  ARTERY  DISEASE  PTCA  AND  PET  Tokyo  Hilton  Hotel,  Tokyo, 
and  Miyako  Hotel,  Kyoto,  Japan.  Fee  S400.  Category  1,  AMA  Physician's 
Recognition  Award;  24  hours.  Contact  Alice  Reardon,  Office  of  Con- 
tinuing Education,  The  University  of  Texas  Medical  School,  6431  Fan- 
nin, MSB  G.004,  Houston,  TX  77030  (713)792-5346,  1-800-231-9481 

Emergency  Care 

June  5-6,  1986 

4TH  ANNUAL  EMERGENCY  CARE  UPDATE.  Hyatt  Regency  Hotel,  Dal 
las.  Fee  185.  Credit  TBA.  Contact  Dawn  Petko,  Public  Relations  Depart- 
ment, Methodist  Hospitals  of  Dallas,  PO  Box  225999,  Dallas,  TX  75265 
(214)944-8322 

Family  Medicine 

June  4-8,  1986 

FAMILY  MEDICINE  REVIEW  La  Mansion  Hotel,  Austin,  Tex.  Fee  8350. 
Category  1,  AMA  Physician’s  Recognition  Award;  40  hours.  Contact 
Sharon  Stermer,  Scott  and  White  Memorial  Hospital,  2401  S 31st  St, 
Temple,  TX  76508  (817)774-4073 

General  Medicine 

June  9-13,  1986 

PFTYSICIAN  IN  MANAGEMENT.  Antlers  Hotel,  Colorado  Springs,  Colo. 
Fee  8645  members,  American  Academy  of  Medical  Directors;  8695 
nonmembers.  Category  1,  AMA  Physician’s  Recognition  Award;  31 
hours.  Contact  the  AAMD,  4830  W Kennedy  Blvd,  Ste  648,  Tampa,  FL 
33609  (813)873-2000 

Organ  Donation  and  Transplantation 

Friday,  June  20,  1986 

SYMPOSIUM  ON  ORGAN  DONATION  AND  TRANSPLANTATION. 
Flagship  Hotel,  Galveston.  Fee  850  or  less.  Credit  TBA.  Contact  Mike 
Rosson,  RN,  Southwest  Organ  Bank,  PO  Box  82,  Substation  1 , IJTMB, 
Galveston,  TX  77550  (409)  761-4934 

Otolaryngology 

June  19-24,  1986 

OTOLOGY  UPDATE  1986.  San  Luis  Hotel,  Galveston,  Tex.  Fee  8200 
physicians,  1100  residents.  Category  1,  AMA  Physician’s  Recognition 
Award;  13  hours.  Contact  Martha  Berlin,  Room  3 324  Learning  Center, 
Route  J34,  The  University  of  Texas  Medical  Branch,  Galveston,  TX 
77550  (409)761-2934 

Pediatrics 

June  12  14,  1986 

1986  ANNUAL  PEDIATRIC  REVIEW  AND  UPDATE.  San  Luis  on  Gal- 
veston Isle,  Galveston,  Tex.  Fee  8275  before  May  5,  8315  after  May  5. 
Category  1,  AMA  Physician’s  Recognition  Award;  15  hours.  Contact 


Gayle  McKay,  Office  of  Cxjntinuing  Education,  The  University  of  Texas 
Medical  Branch,  (ialveston,  TX  77550  ( 409  )76l  -29.34 

June  16-20,  U>86 

ACUTE  CARE  PEDIATRICS:  REVIEW  AND  UPDATE  OF  THE  STATE  OF 
THE  ART.  Mariner’s  Inn,  Hilton  Head,  SC.  Fee  8325  physicians,  8225 
residents.  Categoiy  1,  AMA  Physician’s  Recognition  Award;  26  hours. 
AAFP  prescribed.  Contact  Carol  Soroka  or  Lila  Lerner,  Office  of  Con- 
tinuing Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Hous- 
ton, TX  770.30  (713  )799-6020 


Radiology 

June  16-20,  1986 

POSTGRADUATE  WORKSHOP  IN  MAGNETIC  RESONANCE  IMAGING 
AND  SPECTROSCOPY.  Baylor  Biomedical  NMR  Center,  Houston.  Fee 
8800  physicians,  8400  residents.  Category  1 , AMA  Physician’s  Recogni- 
tion Award;  32  hours.  Contact  Vicki  Forgac,  Office  of  Continuing 
Education- 184A,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Hous- 
ton, TX  770.30  (713  )799  6020 

Sports  Medicine 

June  27-28,  1986 

4TH  ANNUAL  CONFERENCE  ON  INNOVATIONS  IN  SPORTS  MEDI 
CINE.  Learning  Center,  The  University  of  Texas  Medical  Branch  Cam- 
pus, Galveston,  Tex.  Fee  8150  physicians,  875  residents  and 
nonphysicians.  Category  1 , AMA  Physician’s  Recognition  Award;  hours 
15.5.  Contact  Gayle  McKay,  Office  of  Continuing  Education,  3.324 
Learning  Center,  UTMB,  Galveston,  TX  77550  (409)761  2934 


JULY 

Psychiatry 

July  23-27,  1986 

GROUP  PSYCHOTHERAPY.  Gant  Conference  Center,  Aspen,  Colo  Fee 
8395.  Category  1,  AMA  Physician’s  Recognition  Award;  18  hours.  Con- 
tact Donna  Smith,  Division  of  Continuing  Education,  The  Menninger 
Foundation,  Box  829,  Topeka,  KS  66601  (913)273-7500,  ext  5992 


AUGUST 

Anesthesiology 

Aug  23-24,  1986 

3RD  ANNUAL  PAIN  SYMPOSIUM.  Texas  Tech  University  Health  Sci- 
ences Center,  Lubbock,  Tex.  Fee  TBA.  Category  1 , AMA  Physician’s 
Recognition  Award;  hours  TBA.  Contact  Vicki  Hollander,  Office  of  Con- 
tinuing Medical  Education,  TTUHSC,  Lubbock,  TX  794.30 
(806  )743-2929 

Pediatrics 

Aug  3-6,  1986 

PEDIATRIC  IMAGING:  STATE  OF  THE  ART.  The  Broadmoor,  Colorado 
Springs,  Colo.  Fee  8.325  physicians,  8200  fellows  and  residents.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  12  hours.  Contact  Lynne 
Tiras  or  Lila  Lerner,  Office  of  Continuing  Education,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  Houston,  TX  770.30  (713)799-6020 
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SEPTEMBER 
Anesthesiology 
Sept  19-21,  1986 

BAVTOR  ANESTHESIA  REVIEW:  1986  II  Houston  Contact  Carol 
Soroka  or  Lynne  Tiras,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  77030  (713  )799  6020 

Cardiovascular  Disease 

.Sept  21  23,  1986 

16TH  ANNUAL  SYMPOSIUM  OF  THE  TEXAS  HEAR  T INSTITOTE/ 
INTERNATIONAL  .SYMPOSIUM  ON  INTERVENTIONAL  CARDIOLOCY 
Houston.  Contact  Debby  Butler.  Texas  Heart  Institute,  3-276,  PO  Box 
20269,  Houston,  TX  77225  ( ^1 3 )791-2 1 S” 

Oncology 

Sept  16-19,  1986 

C;ARC;IN0GENESIS:  critical  MOLECLIIAR  determinants  Hous 
ton.  Contact  Shirley  Roy,  Conference  Services.  M D Anderson  Hospital 
and  Tumor  Institute,  Box  131,  6723  Bertner  Ave,  Houston,  TX  "'■'030 
(713)792-2222 

Ophthalmology 

Sept  11-13,  1986 

WELSH  CATARACT  CONGRESS  Houston  Contact  Lila  Lerner  or  Lynne 
Tiras,  Office  of  Continuing  Education,  Baylor  College  of  Medicine,  t)ne 
Baylor  Plaz.a,  Hou.ston,  TX  77030  (“’13)799-6020 

Radiology 

Sept  22-26,  1986 

POSTGRADUATE  WORKSHOP  IN  MAGNETIC  RESONANCE  IMAGING 
AND  SPECTROSCOPY  Houston,  tiontact  Vicki  Forgac,  Office  of  Cain- 
tinuing  Education  18-t A,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  IN  77030  (713  )799-6020 

Urology 

September  1986 

URE'TEROSCXIPY  Houston  Contact  Alice  Henderson.  PO  Box  25147, 
Houston,  IN  77265  ( “^  1 3 )79 1 1 -470 


OCTOBER 
General  Medicine 
Oct  23-24,  1986 

DIACiNOSlS,  TREAl  MEN T AND  PREVEN  TION  OF  PE.STICIDE  RE 
LATED  1LLNE.SSES  AMONG  FARM  WORKJiRS  San  Antonio,  Tex  Con 
tact  Frances  Bernhards,  Ketchum  Publications.  1625  Eye  St,  NW, 
Washington,  Dt;  20006  ( 202  )785  1 -47 1 

Obstetrics  and  Gynecology 

Oct  21  25,  1986 

CON  TEMPORARY  ISSUES  AND  PRAC  TICES  IN  OB/C.YN  Location  TBA 
Contact  June  Bovill,  Division  of  t.ontinuing  Education.  The  University 
of  Texas  Southwestern  Medical  School.  5323  Harry  Hines  Blvd,  Dallas, 
IN  75235(214  )688-2 1 66 

Orthopedic  Surgery 

Oct  16-18,  1986 

OR'TIRITICS  AND  PROSTHE  TICS  Dallas,  f.ontact  Ann  f:arlton,  RP'T, 
The  University  of  Texas  Health  Science  Center,  5323  Harr\  Hines  Blvd, 
Dallas,  IN  75235  (214)688  3525 

Otorhinolaryngology 

Oct  10,  1986 

VISITING  PROFESSOR  IN  01  ORHlNOlAR\T\t.OLO(.Y  Location  TBA 
Contact  Division  of  Continuing  Education,  Ihe  University  of  Texas 


Southwestern  Medical  School,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)688-2166 

Radiology 

Oct  20  24,  1986 

POSTGRADUATE  WORKSHOP  IN  MAGNETIC  RESONANCE  IMAGING 
AND  SPECTROSCOPY.  Houston.  Contact  Vicki  Forgac,  Office  of  Con- 
tinuing Education- 1 84A,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  IN  77030  (713  )799-6020 

Oct  22  25,  1986 

INTERNATIONAL  S^NIPOSILIM  AND  COURSE  ON  DIAGNOSIS  OF 
BREAST.  Houston.  Contact  Alice  Reardon,  Office  of  Continuing  Educa- 
tion, The  Liniversity  of  Texas  Health  Science  Center,  6431  Fannin  St, 
M.SB  G.OO4,  Houston,  TX  77030  (71 3)792-5346 

Oct  24-26,  1986 

DIAGNOSTIC  RADIOLOGY  UPDATE.  Location  TBA  Contact  Dolly 
Cffiristensen,  Department  of  Radiology,  The  University'  of  Texas  South- 
western Medical  School,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2502 


NOVEMBER 

Anesthesiology 

Nov  “’-8,  1986 

BAY-CAP  XL  Houston.  Contact  Lynne  Tiras  or  Vicki  Forgac,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Hou.ston,  TX  77030  (713) 
799-6020 

Gastroenterology 
Nov  11  15,  1986 

CURRENT  APPROACHES  FOR  THE  DIAGNOSIS  AND  TREATMENT  OF 
GASTROINTE.STINAL  CANCER.  Houston.  Contact  Shirley  Roy,  Confer- 
ence Serv’ices,  HMB  131,  M.  D.  Anderson  Hospital  and  Tumor  Institute, 
6723  Bertner  Ave,  Houston,  TX  770.30  (713)792-2222 

General  Medicine 

Nov  2 6,  1986 

PREVEN  FIVE  MEDICINE.  Houston.  Contact  Carol  Soroka  or  Lila 
Lerner,  Office  of  Continuing  Education,  Baylor  College  of  Medicine, 
One  Baylor  Plaza,  Houston,  'IN  770.30  (713)799-6020 

Internal  Medicine 

Nov  14-15,  1986 

UPDATE  IN  SEXUALLY  TRANSMITTED  DISEASES.  Location  TBA.  Con- 
tact Continuing  Education,  Department  of  Internal  Medicine,  The  Uni- 
versity of  Texas  Southwestern  Medical  School,  5323  Harry-  Hines  Blvd, 
Dallas,  TX  75235  (214)688-2166 

Monday- Friday 

POS  TGRADUATE  WORKSHOP  IN  NEURORADIOLOGY.  ( Date  a.ssigned 
by  individual  request. ) Methodist  Hospital,  Houston.  Fee  S450.  Cate- 
gory I,  AMA  Phy.sician's  Recognition  Award;  40  hours.  (Contact  Vicki 
Forgac,  Office  of  (Continuing  Education  184-A,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  IN  77030  (71.3)799-6020 

Monday-Friday 

POSTGRADUATE  WORKCOURSE  IN  DIAGNOSTIC  ULTRASOUND. 

( Date  a.ssigned  by  individual  request. ) Ben  Taub  General  Hospital, 
Houston.  Fee  S600  Category  1,  AMA  Physician's  Recognition  Award; 
40  hours.  Contact  Vicki  Forgac,  Office  of  Continuing  Education  184-A, 
Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(■’13  )799-6020 

Tuesdays.  1 2 pm 

MEDICAL  AND  SURGICAL  REVIEWS  Sierra  Medical  Center,  El  Paso, 
Tex  Category  1 . AMA  Physician’s  Recognition  Award;  1 hour  weekly. 
(Contact  M Nazemi,  MD,  Sierra  Medical  (Center,  1625  Medical  Center 
Dr,  El  Pa.so,  TX  79902 


Texas  Medicine 


Tuesdays  (all  but  last  Tuesday  of  each  month) 

SliRGICAL  GRAND  ROl'NDS.  Board  Room,  Brackenridge  Hospital,  Aus- 
tin, Tex.  Free.  Category  1,  AiMA  Physician's  Recognition  Award;  1-hour 
session.  Caintact  Nancy  Strandhagen,  Surgery  Kducation,  Central  Texas 
Medical  Foundation,  601  E ISth  St,  Austin,  TX  "’B"’!)!  ( 512)4 ■’6-6-161 
ext  5 fa 

Wednesdays,  1 2 pm 

CONTlNl'Gl'S  REVIFVC  OF  INTERNAL  MEDICINE  Sid  Richard.son  Au 
ditorium,  Scott  and  White  Memorial  Hospital,  Temple,  Tex  Category  1, 
AMA  Physician's  Recognition  Award;  1 hour  weekly.  Contact  Lynn  C;al- 
vert.  Office  of  Continuing  Medical  Education,  Scott  and  White  Memo- 
rial Hospital,  2401  S .51st,  Temple,  TX  ^6508  (81')^74-2.550 

Thursdays,  8 am 

INTERNAL  MEDICINE  GRAND  ROUNDS  Brackenridge  Hospital,  Aus 
tin,  Tex.  Category  1 , AMA  Physician's  Recognition  Award;  1 hour 
weekly.  Contact  Janna  Ashford,  Central  Texas  Medical  Eoundation, 

1 500  E Ave,  Austin,  TX  "’8^0 1(512  )480  1 869 

Thursdays,  1 2 pm 

UROLOGY  CORE  Cl  RRICULUM  Scott  and  VLhite  Memorial  Hospital, 
Temple,  Tex.  Category  1,  AMA  Physician's  Recognition  Award;  1 hour 
weekly.  Contact  Lynn  Calvert,  Office  of  Continuing  Medical  Education, 
Scott  and  White  Memorial  Hospital,  2401  S .51st,  Temple,  TX  "’6508 
(81^)774-2550 

Thursday-Friday 

POSTGRADUATE  WORKSHOP  IN  REAL  TIME  OBSTETRICAL  L LTRA 
SONOGRAPETt’.  ( Date  assigned  by  individual  request. ) Jefferson  Davis 
Hospital,  Houston.  Fee  S5"'5.  Category  1,  AMA  Physician's  Recognition 
Award;  16  hours;  16  cognates,  ACOG.  Contact  Vicki  Forgac,  Office  of 
Continuing  Education  184-A,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77050  (715  >799-6020 

Fridays,  1 2 pm 

NEUROLOGY  GRAND  ROUNDS.  Sid  Richardson  Auditorium,  Scott  and 
VOiite  Memorial  Hospital,  Temple,  Tex.  Category  1,  AMA  Physician’s 
Recognition  Award;  1 hour  weekly.  Contact  Lynn  Calvert,  Office  of 
Continuing  Medical  Education,  Scott  and  White  Memorial  Hospital, 
2401  S 51st,  Temple,  TX  ^6508(817)774-2550 

Fridays,  1 2 pm  ( 2nd  and  4th  ) 

TEACHING  CASE  CONFERENCE.  Park  Place  Hospital,  Port  Arthur,  Tex 
Category’  1,  AMA  Physician’s  Recognition  Award;  2 hours  monthly. 
Contact  Phil  Newman,  MD,  Box  1648,  Port  Arthur,  TX  "’■’640  (409) 
985-4951 

Date  assigned  by  individual  request 

POSTGRADUATE  WORKSHOP  IN  CLINICAL  NMR  Biomedical  NMR 
Center,  Baylor  College  of  Medicine,  Houston.  Fee  SI, 000;  S500-lecture 
series  only.  Category  1,  AMA  Physician’s  Recognition  Aw’ard;  40  hours. 
Contact  Vicki  Forgac,  Office  of  Continuing  Education  184-A,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  770.50  ("’15) 

799  6020 


TELECONFERENCE  NETWORK  OF  TEXAS 


Every  other  Thursday,  1 2:50  pm 

CLINICAL  TOPICS  IN  MEDICINE  The  University  of  Texas  Health  Sci- 
ence Center,  San  Antonio,  Tex,  and  teleconference  network  sites.  Fee 
S55-program,  hospital  subscription  program.  Category  1,  AMA  Physi- 
cian’s Recognition  Award.  Contact  Phyllis  Wood,  Acting  Director,  Tele 
conference  Network  of  Texas,  ■'705  Floyd  Curl  Dr,  San  Anutnio,  'IX 
■'8284  (512)691-7291 


PRACTICE  MANAGEMENT  WORKSHOPS 


The  following  are  practice  management  workshops  and  seminars  spon- 
sored by  the  Texas  Medical  Association.  Participants  in  the  workshops 
and  seminars  will  receive  Category  1 credit  toward  the  AMA  Physi- 
cian’s Recognition  Award  where  indicated.  For  further  information. 


contact  the  Department  of  Practice  Management,  Texas  Medical  Asso- 
ciation, 1801  N Utmar  Blvd,  Austin,  TX  ■'B^'OI  ( 5 1 2 )47‘’-6^’04. 

MAY 

MARKE  l’lNG  TECHNIQUES  FOR  A SUCCESSFUL  PRACTICE— 2 hours 
May  21,  1986,  Wyndham  Hotel,  San  Antonio 
May  22,  1986,  l.a  Mansion,  Austin 

May  25,  1986,  Houston  Marriott-Medical  ('.enter,  Houston 
May  28,  1986,  El  Paso  Marriott,  El  Pa.so 

JUNE 

PRACTICE  MANAGEMENT  SERIES— 2 hours 

June  5-4,  1986,  Sheraton-Amarillo  Hotel  and  Towers,  Amarillo 

June  5-6,  1986,  Dallas  Marriott-Market  Onter,  Dallas 

June  1^'-18,  1986,  El  Paso  Marriott,  El  Paso 

June  19-20,  1986,  Bexar  County  Medical  Society  Headquarters,  San 
Antonio 

June  24-25,  1986,  Stouffer  Greenway  Plaza  Hotel,  Houston 
June  26-27,  1986,  Embassy  Suites  North,  Austin 

JULY 

INTRODUCTION  TO  INSURANCE  CLAIMS  PREPARATION  AND 
CODING 

July  1,  1986,  Sheraton-Amarillo  Hotel  and  Towers,  Amarillo 

July  2,  1986,  Sheraton  Wichita  Palls  Hotel,  Wichita  Falls 

July  5,  1986,  Ramada  Hotel,  Tyler 

July  15,  1986,  Embassy  Suites  North,  Austin 

July  16,  1986,  Waco,  Hillcrest  Baptist  Medical  Center 

July  I”',  1986,  Embassy  Suites,  Abilene 

July  29,  1986,  Holiday  Inn  Beaumont  Plaza,  Beaumont 

July  50,  1986,  Corpus  Christ!  Marriott,  Corpus  Christ! 

July  51,  1986,  Embassy  Suites,  McAllen 


CALENDAR  OF  MEETINGS  ■ Denotes  Texas  Meetings 


MAY 

1986  NATIONAL  CONFERENCE  ON  HEALTH  CARE  LEADERSHIP  AND 
MANAGEMENT,  Monterey,  Calif,  May  12-16,  1986.  Sherry  Mason, 
American  Academy  of  Medical  Directors,  4850  W Kennedy  Blvd,  Suite 
648,  Tampa,  FL  5.5609  (815  )8’:'5-2000 

6TH  FRONTIERS  OF  PHARMACOLOGY  SYMPOSIUM,  Philadelphia, 

May  22-25,  1986.  William  Chaveas,  Executive  Director,  American  Col- 
lege of  Clinical  Pharmacology,  19  S 22nd  St,  Philadelphia,  PA  1910.5 
(215)565-9560 

22ND  NATIONAL  CONFERENCE  ON  BREAST  CANCER.  Boston,  May 
12-16,  1986.  American  College  of  Radiology,  Breast  Cancer  Confer- 
ence, 1891  Preston  White  Dr,  Reston,  VA  22091  (705)648-8900 

45RD  ANNUAL  MEETING  OP  THE  AMERICAN  CLEFT  PAIATE  ASSOCI- 
ATION, New  York,  May  16-19,  1986.  Jane  Graminsui,  551  Salk  Hall, 
University  of  Pittsburgh,  Pittsburgh,  PA  15261  (412)681-9620 

ADOLESCENT  MEDICINE  AND  THE  LAW  , W ashington,  DC,  May  9-10, 
1986.  Lorin  Starr,  Director  of  Meetings  and  Promotions,  American  So- 
ciety of  Law  and  Medicine,  Boston  University’  School  of  law  Tower, 
16th  Floor,  765  Commonwealth  Ave,  Boston,  MA  02215  (617) 
262-4990 

AMERICAN  ACADEMY  OP  FACIAL  PLASTIC  AND  RECONSl  RUCTLVE 
SURGERY,  SPRING  MEE'FING,  Palm  Beach.  Fla,  May  9-10,  1986  Ameri 
can  Academy  of  Facial  Plastic  and  Reconstructive  Surgery,  1101  Ver- 
mont Ave,  NW,  Suite  404,  Washington,  DC  20005 

AMERICAN  ACADEMY  OF  OTOIARYNGIC  ALLERGY,  INC,  INTERIM 
MEETING,  Palm  Beach,  Fla,  May  2,  1986.  Sandra  May,  1 101  Vermont 
Ave,  NW,  Ste  .502,  Wa.shington,  DC  20005  ( 202  >682-0456 
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AMERICAN  ACADEMY  OF  PSYCHOANALYSIS  ANNUAL  MEETING, 
Washington,  DC,  May  8-1 1,  1986.  Myron  Gluckman,  MD,  Chairman, 
Committee  on  Programs,  30  East  40  St,  Suite  608,  New  York,  NY 
10016  (212)629-4105 

AMERICAN  ASSOCIATION  OF  PLASTIC  SURGEONS  ANNUAL  MEET 
ING,  Washington,  DC,  May  4-7,  1986.  John  E.  Hoopes,  MD,  The  Johns 
Hopkins  Hospital,  Harvey  811,  600  N Wolfe  St,  Baltimore,  MD  21205 
(301  )955-6897 

AMERICAN  COLLEGE  OF  OB/GYN  ANNUAL  CLINICAL  MEETING, 

New  Orleans,  May  5-8,  1986,  W.  H.  McDannel,  600  Maryland  Ave,  SW, 
#300,  Washington,  DC,  20024  (202)638-5577 

AMERICAN  GASTROENTEROLOGICAL  ASSOCIATION  ANNUAL  MEET 
ING,  San  Francisco,  May  17-21,  1986.  Sharon  Szmaciasz,  6900  Grove 
Rd,  Thorofare,  NJ  08086  (609)848-1000 

AMERICAN  GROUP  PRACTICE  ASSOCIATION  ANNUAL  MEETING, 
Washington,  DC,  May  1-2,  1986.  Russell  Barker,  1422  Duke  St,  Alex- 
andria, VA  22314  (703  )838-0033 

AMERICAN  PEDIATRIC  SOCIETY  ANNUAL  MEETING,  Wa.shington, 

DC,  May  6-9,  1986.  Audrey  Brown,  MD,  450  Clarkson  Ave,  Brooklyn, 
NY  11203  (718)270-1692 

AMERICAN  PSYCHIATRIC  ASSOCIATION  ANNUAL  MEETING,  Wash- 
ington, DC,  May  10-16,  1986.  Kathleen  Bryan,  1400  K St,  NW,  Suite 
503,  Washington,  DC  20005  ( 202  )682-6 100 

AMERICAN  SOCIETY  FOR  GASTROINTESTINAL  ENDOSCOPY  AN- 
NUAL MEETING  AND  POSTGRADUATE  COURSE.  Atlanta,  May  2123, 
1986.  William  Maloney,  13  Elm  St,  Manchester,  MA  01940 
(617)927-83.30 

AMERICAN  SOCIETY  FOR  HEAD  AND  NECK  SURGERY  ANNUAL 
MEETING,  Palm  Beach,  Fla,  May  7-8,  1986.  W.  E Fee,  Jr,  MD,  Division 
of  Otolaryngology’,  Stanford  University’  Medical  Center,  Stanford,  CA 
94305  (415)497-5828 

AMERK:AN  SOCilETY  OF  COLON  AND  RECTAL  SURGEONS  ANNUAL 
CONVENTION,  Houston,  May  11-15,  1986.  Harriette  Gibson,  615 
Griswold,  #m7,  Detroit,  MI  -t8226  ( 313  )96l-''88() 

AMERICAN  THORACIC  SOCIETY'  ANNUAL  MEE  TING,  Kansas  City,  Mo, 
May  1 1-14,  1986.  S.  R.  lannotta,  1740  Broadway,  New  York,  NY  10019 
(212)315  8778 

■Fl.YINC;  PHYSICIANS  ASSOCIATION,  SOUTHWEST  REGION,  Dallas, 
May  8,  1986.  Dale  Willimack,  Texas  Medical  Association,  1801  N I.amar 
Blvd,  Austin,  TX  *’8701  (512)477-6704 

INTERNATIONAL  ACADEMY  OF  PROCTOLOfiY  ANNUAL  CONGRESS 
AND  TEACHINf,  SEMINAR,  London,  May  12-16,  1986.  George  Don 
nally,  MD,  1203  Hadley  Rd,  Mooresville,  IN  461  58  ( 31’’ )83 1 -9.300 

■INTERNATIONAL  COLLEGE  OF  SURGEONS,  TEXAS  DFVTSION,  AN 
NUAL  MEETING,  Dallas,  May  8,  1986.  Leo  Cuello,  MD,  8038  Wurz- 
bach.  Suite  620.  San  Antonio,  TX  78229  (512)696-771 1 

SOUTHERN  ORTHOPAEDIC  ASSOCIATION  ANNUAL  MEETING,  Hot 
Springs,  Va,  May  28-June  1,  1986.  Cynthia  Lenoir,  35  Lakeshore  Dr, 
Birmingham,  AL  35219  (205  )945-1840 

SYMPOSIUM  ON  SURGICAL  ASPECTS  OF  CLEFT  LIP  AND  PAIATE 
TREATMENT,  New  York,  May  14-15,  1986.  Jane  Graminsui,  American 
Cleft  Palate  Association,  331  Salk  Hall,  University  of  Pittsburgh,  Pitts- 
burgh, PA  15261  (412)681-9620 

■TEXAS  DERMATOLOGICAL  SOCIETY  ANNUAL  MEETING,  Dallas, 

May  9-11,  1986.  Phil  Giles,  MD,  1410  Pruitt,  Ft  Worth,  TX  76104 
(867)365-4549 

■TEXAS  MEDICAL  ASSOCIATION  ANNUAL  SESSION,  Dallas,  May 
7-11,  1986.  Dale  Willimack,  1801  N Lamar  Blvd,  Austin,  TX  78701 

■TEXAS  PEDIATRIC  SOCIETY  INTERIM  MEETING,  Dallas,  May  10, 
1986.  Mary  Greene,  Texas  Medical  Association.  1801  N I.amar  Blvd, 


Austin,  TX  78701  (512)477-6704 

■TEXAS  PHYSICAL  MEDICINE  AND  REHABILITATION  SOCIETY  AN- 
NUAL MEETING,  Dallas,  May  10,  1986.  William  Blessum,  MD,  7950 
Floyd  Curl  Dr,  San  Antonio,  TX  78229 

■TEXAS  SOCIETY  OF  ANESTHESIOLOGISTS  INTERIM  MEETING, 
Dallas,  May  10-11,  1986.  Mary  Jones,  1905  N Lamar  Blvd,  #107,  Aus- 
tin, TX  78705 

■THE  CURRENT  MEDICAL  SCHOOL  ADMISSIONS  SCENE,  Dallas,  May 
10,  1986.  Dale  Willimack,  Texas  Medical  Association,  1801  N Lamar 
Blvd,  Austin,  TX  78701  (512)477-6704 

UNIVERSITY  ASSOCIATION  FOR  EMERGENCY  MEDICINE  ANNUAL 
SCIENTIFIC  MEETING,  Portland,  Ore,  May  13-15,  1986.  Mary  Ann 
Schropp,  900  W Ottawa,  Lansing,  MI  48915  (517)485-5484 

■WHAT’S  GOING  ON  IN  YOUR  HOSPITAL?  Dallas,  May  10,  1986. 
Sharon  Townsend,  Texas  Medical  Association,  1 905  N Lamar  Blvd,  Aus- 
tin, TX  78705  (512 )477-6704 


JUNE 

6TH  EUROPEAN  CONGRESS  ON  DISEASES  OF  THE  CHEST  TRI-AN- 
NUAL  MEETING,  Tel-Aviv,  Israel,  June  15-20,  1986.  Education  Depart- 
ment, American  College  of  Chest  Physicians,  91 1 Busse  Highway,  Park 
Ridge,  IL  60068  (312  )698-2200 

AMERICAN  DIABETES  ASSOCIATION  ANNUAL  MEETING,  Anaheim, 
Calif,  June  19-24,  1986.  Andrea  Simon,  1660  Duke  St,  Alexandria,  VA  ’ 
22314  1-800-232,3472 

AMERICAN  MEDICAL  ASSOCIATION  ANNUAL  MEETING,  Chicago, 
June  15-19,  1986.  Felix  Niespodziewanski,  535  N Dearborn  St,  Chi- 
cago, IL  60610  (312)645-4597 

AMERICAN  MEDICAL  ASSOCIATION  AUXILIARY,  INC,  ANNUAL  MEET- 
ING, Chicago,  June  15-18,  1986.  Hazel  Lewis,  535  N Dearborn  St, 
Chicago,  IL  60610  (312)645-4470 

AMERICAN  PHYSICAL  THERAPY  ASSOCIATION  ANNUAL  MEETING, 
Chicago,  June  8-12,  1986.  Bonnie  Polvinale,  1 1 1 1 N Fairfax  St,  Alex- 
andria, VA  22314  (703)684-2782 

■DEPARTMENT  OF  OPHTHALMOLOGY  AND  VISUAL  SCIENCES  AN- 
NUAL MEETING,  Lubbock,  June  21,  1986.  Vicki  Hollander,  Office  of 
Continuing  Medical  Education,  Texas  Tech  University  Health  Sciences 
Center,  Lubbock,  TX  794.30 

■TEXAS  ASSOCIATION  OF  MEXICAN  AMERICAN  MEDICAL  STU- 
DENTS ANNUAL  CONFERENCE,  San  Antonio,  Tex,  June  20-21,  1986. 
Norma  Davila,  2300  W Commerce,  Suite  .304,  San  Antonio,  TX  78207 
(512)226-9743 

■TEXAS  HEARING  AID  ASSOCIATION  ANNUAL  MEETING,  Houston, 
June  27-28,  1986.  Jim  Wilson,  222  N Riverside  Dr,  Ft  Worth,  TX  761 1 1 
(817)831-0591 

■TEXAS  HOSPITAL  ASSOCIATION  57TH  ANNUAL  CONVENTION  AND 
EXHIBIT  SHOW,  San  Antonio,  June  1-3,  1986.  Nancy  Ebert,  PO  Box 
15587,  Austin,  TX  78761-5587  (512)453-7204 


JULY 

12TH  US  SEMINAR  ON  THE  EPIDEMIOLOGY  AND  PRE’VENTION  OF 
THE  CARDIOVASCULAR  DISEASES,  Tahoe  City,  Calif,  July  27-Aug  8, 
1986.  Leonard  Cook,  7320  Greenville  Ave,  Dallas,  TX  75231  (214) 
750-5437 

29TH  ANNUAL  RUIDOSO  FAMILY  PRACTICE  SEMINAR,  Ruidoso,  NM, 
July  21-24,  1986.  Sue  Lawrie,  Executive  Director,  New  Mexico  Chapter 
of  the  American  Academy  of  Family  Physicians,  Inc,  PO  Box  23070, 
Albuquerque,  NM  87192  (505)298-5300 


Texas  Medicine 


PHYSICIANS 


Enjoy  the  benefits  of  group  practice  with 
some  of  the  nation’s  top  medic^  professionals, 


in  one  of  Houston’s 
leu'gest  multi-specialty  clinics: 
Kelsey-Seybold  Clinic,  RA. 
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Timberlawn  Psychiatric  Hospital 


206  Inpatient  Beds 
Day  Hospital 

Outpatient  Psychiatric  Services 
Department  of  Child  and 
Adolescent  Psychiatry 
Family  Assessment  Center 
Child  Residency  Program 


• Psychiatric  Residency  Program 

• Psychiatric  Evaluation 

• Substance  Abuse  Programs 

• Health  Professionals  Program 
PO.  Box  11288  Dallas,  Texas  75223 
214/381-7181 

Established  in  1917 


fNE1986 


texasmedicine 

26 
33 
62 
67 

I 21  Physical  abuse  as  a predictor  of  child  homicide 


Neurosurgical  evaluation  of  the  battered  child 
Sacroiliac  strain  syndrome 
Residency  training:  changing  for  the  better 
“Managed  care”  by  third  party  payors 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 


4105  Live  Oak  Street 


DALLAS,  TEXAS  75204 


Telephone  823-415  1 


INTERNAL  MEDICINE 
Morris  E.  Magers.  M D , D A HIM 
Charming  Woods,  M D 

Richard  C Stone.  M D , Gastroenterology  & Endoscopy 

Landon  VC  Stewart.  M D . D A B I .M 

(doyce  L Stetson,  Jr  , M I)  , D A B I M 

David  S.  Sowell.  Ill,  M D , D A B.I  M , Cardiology- 

Don  E.  Cheatum,  M.D  . D A B I M , and  DAB  Rhu. 

FACE.  EC  C.P . Rheumatology 
VC  Mark  Armstrong,  M D , D A B I .M 
Sam  W Waters,  M D 
Steven  P Bowers,  M l)  , D A.B  I M 
Elizabeth  M Polanco,  M I)  . DAB  1 .VI 
Robert  C.  Dinwiddle,  M.D.,  D. A.B. EM. 

Endocrinology-  and  Diabetes 

George  T DeV'aney,  M 1)  , Gastroenterology  & Endoscopy 

OBSTETRICS  AND  GYNECOLOGY 

John  B Miller,  III,  M D . D A B O (. . F A.C  ()  G 
Vernie  D Bodden.  .M  I)  . D A B ()  G . F A.C  ()  Ci 
Graig  W Smith,  .MD 

PEDIATRICS 

Halctiit  .Moore,  .M  I)  . DAB  P . F A A P 
P E Luecke,  |r  . M D . D A.B  P.  FA.A  P 
Peter  C Ray,  ,M  D 


RADIOLOGY 

Joe  B Caldwell,  M D.,  D A B R 
James  B.  Evans,  M D.,  I)  A B R 

DERMATOLOGY 

William  N.  New-,  .M.D  , FA.A.D  , EA.C.P 
Constance  Shadwick,  M D , D A B D 

OTOLARYNGOLOGY  AND  OTOLOGIC  SURGERY 
1)  Vi'  .Shuster,  M l)  , D A B O 

George  A.  Toledo,  M.D  , Head  and  Neck  Surger)-,  Facial 
Plastic  and  Reconstructive  Surgery- 

OPHTHALMOLOGY 
James  .M.  Copps,  M D , D A B O 
R Roy  Whitaker,  M D , D A BO. 

DENTISTRY  AND  DENTAL  Sl'RGERY 
VI  illiam  F Vt  alton,  D D S 
George  E Sanders,  D 1)  S 

ADMINLSTRATION 

Alan  G Kennon,  Administrator 

Mrs.  Connie  S.  McNamire,  R.N  B S N , Associate  Admin 
istrator  of  Hospital  Operations  and  Personnel 


INACTIVE  STATUS 

Adam  D Green,  M D , .Surgery 
John  B Bourland,  .M  l)  , D A BO  G. 

Harry  M.  .Spence,  .M  D . 1)  ABU.,  FA  C.S 
William  H Hoffman,  MI).  D A B U.,  FA  C.S. 

Richard  B Dtilany,  M D . D A B U , FA  C.S 


GENERAL  SURGERY 

George  P Fosmire,  .M  I)  , D A B S , FA  C.S. 
Charles  W Coleman.  M l)  , D A B S 


A Comprehensive  Psychiatric  Hospital 


A Division  of  Memorial  City  Medical  Center 
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Providing 
Solutions  Through 
Vnderstanding 
and  Trust 


At  Spring  Shadows  Glen,  our  staff  of 
distinguished  psychiatrists  lead  a dynamic 
team  of  other  medical  specialists  and  skilled 
mental  health  professionals.  Together  we 
provide  expert  treatment  for  adults  and 
adolescents  to  resolve  complex  problems. 

Our  comprehensive  psychiatric  hospital 
offers  specialized  programs  for  emotional 
and  behavioral  problems,  eating  disorders, 
and  alcohol/drug  abuse.  We  believe  our  com- 
bination of  sensitivity  in  both  staff  and 
facility  creates  a well-balanced  environment 
to  help  patients  return  successfully  to  family, 
work  and  community. 

For  additional  information  about  our 
Medical  Staff  or  the  hospital  call  Spring 
Shadows  Glen  at  ( 71S)  462-4000. 

Robert  L.  Stubblefield,  M.D.,  Medical  Director 
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EXCERPTS  FROM  A SYMPOSIUM 
'THE  TREATMENT  OF  SLEEP  DISORDERS"® 


6i 


' . . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance 


ff 


Sleep  Laboratory  Investigator 
Pennsylvania 


ii  . . onset  of  action  is 
rapid. . . provides  sleep  with 
10  rebound  effect  to  agitate  the 
DOtient  the  following  day  ^ A 


Psychiatrist 

California 


ii 


' . . appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines 


ff 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dolmone  (flurozepam  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 

DALMANE 

brand  of 

flurazepam  HCI/Roche  ® 

sleep  that  satisfies 

15  mg/30-mg 
capsules 


Reterences:  1.  Kales  J,  etol  Clin  Pharmacol  Ther  12  69] 
697.  Jul-Aug  1971  2.  Kales  A,  elal  Clin  Pharmacol  Ther 
/a  356-363,  Sep  1975  3.  KolesA,  elal  Clin  Pharmacol 
Ther  ;9  576-583.  May  1976  4.  Kales  A,  elal  Clin  Pharma 
col  Ther  32  781-788.  Dec  1982  5.  Frost  JD  Jr,  DeLucchi  MR 
J Am  Gerioir  Sac  27  54]  bA6^  Dec  1979  6.  Dement  WC 
etol  BehovMed.  pp  25-31,  Oct  1978  7.  KalesA, 

Kales  JD  J Clin  Psychopharmacol  3 140-150,  Apr  1983 
8.  Tennant  FS,  el  al  Symposium  on  the  Treatment  ot  Sleep 
Disorders,  Teleconterence,  Oct  16,  1984  9.  Greenblatt  DJ, 
Allen  MD,  Shader  Rl  Clin  Pharmacol  Ther  21  355-361 
Mar  1977 


brand  ot 

tlurazepam  HCI/Roche  (£ 

Betore  prescribing,  please  consult  complete  product 
information,  o summary  ot  which  follows: 

Indicotions:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  osleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  tor  at  least  28  consecutive 
nights  ot  administrotion  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  tlurazepam  HCI 
pregnoncy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  ot  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  it  alcohol  is  consumed  the  doy  following  use  for 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving)  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  foltowing  ingestion  Not 
recommended  tor  use  in  persons  under  15  years  ot  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  ot  dosage  for  those 
patients  on  medication  tor  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is  recom 
mended  that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  contusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  otaxia  and  tailing  have  occurred,  particularly  in 
elderly  or  debililoted  patients  Severe  sedation,  lethargy  dis- 
orientation and  coma,  probably  indicotive  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported  headache 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains  body  and  joint 
pains  and  GU  complaints  There  have  also  been  rare  occur 
rences  of  leukopenia  gronulocytopenia,  sweating  flushes, 
difficulty  in  focusing  blurred  vision,  burning  eyes,  faintness 
hypotension  shortness  ot  breath,  pruritus,  skin  rash,  dry 
mouth  bitter  taste  excessive  solivation.  anorexia,  euphoria, 
depression,  slurred  speech  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT  SGPT  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  e g 
excitement  stimulation  and  hyperactivity 

Dosoge.  Individualize  for  maximum  beneficial  effect  Adults 
30  mg  usual  dosage  15  mg  may  suffice  in  some  patients 
Elderly  or  deOilitoled  patients  15  mg  recommended  initiolly 
until  response  is  determined 

Supplied  Capsules  containing  15  mg  or  30  mg  tlurazepam 


Roche  Products  Inc 
Manati,  Puerto  Rico  00701 


FOR  SLEEP 

After  more  than  15  years  of  use,  ifs  #1  for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning.'  ® And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety'®  As  always,  caution  patients  about 

driving  or  drinking  alcohol. 

Please  see  preceding  page  tor  summary  ol  product  inlormolion 
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In  ten  years  vour  malpractice 
carrier  may  be  just  a memcary 


Unless  it’s  Medical  Protective. 

As  you  consider  professional  liability  insurance, 
consider  this.  The  coverages  stated  in  the  policy  are 
basically  a promise  — a promise  to  be  here  when 
needed  regardless  of  legal  climate  or  economic 
conditions.  A company’s  ability  to  keep  this  promise 
is  critical  because  your  financial  security  may 
depend  on  it.  Unfortunately,  too  many  firms  are  now 
finding  the  task  impossible. 

Analyze  your  liability  insurance  options  carefully 
just  as  you  would  any  important  investment.  Go 
beyond  the  agent  and  the  policy  to  the  company  that 


stands  behind  both.  How  long  has  it  been  in  opera- 
tion? Has  it  weathered  some  of  the  tough  times?  Will 
it  be  there  for  you  when  you  need  help? 

The  Medical  Protective  Company  pioneered  profes- 
sional liability  coverage  before  the  turn  of  the 
century  and  has  served  doctors  exclusively  ever 
since.  Over  500,000  of  them.  Through  good  times 
and  bad.  We’ll  be  here  when  you  need  us. 

Contact  The  Medical  Protective  Company  through 
one  of  our  general  agents.  History  shows  we  keep 
our  promises. 


Bruce  Crim.  Keith  H.  Prince,  Charles  F.  Curtice,  Daniel  S.  Marley 
Suite  570,  Allied  Lakewood  Bank  Center,  6301  Gaston  Avenue 
Dallas  TX  75214-3947,  (214)  821-4640 


Wayne  L,  Kirk,  Mark  Lee  Gunter 
Suite  155,  7887  Katy  Freeway 
Katy  Hollow  Office  Park 
Houston,  TX  77D24,  (713)  682-8024 


Michael  Rollans 
Thomas  A.  Weisman 
512  GPM  Life  Building 
San  Antonio,  TX  78216,  (512)  344-590 
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service. 


Not  since  the  jet  made  flying  the 
Atlantic  more  convenient  and  faster  has 
an  improvement  such  as  this  come  along. 

British  Caledonian  offers  free  door-to- 
door  limousine  service  for  all  First  Class 
and  Super  Executive  passengers  within 
a 40-mile  radius  to  and  from  the  airport 
in  all  our  U.S.  gateways. 

For  your  ea.se  and  convenience  in 
London,  free  limousine  service  is  also 
available  within  40  miles  of  Gatwick 
Airport  for  all  First  Class  and  Super 
Executive  pas.sengers.  Or,  if  you  prefer, 
a first  class  round-trip  rail  ticket  to 
Victoria  Station  in  central  London.  For 
connecting  passengers,  free  limousine 
.service  is  provided  from  40  miles  of 
Birmingham,  Manchester,  Edinburgh 


or  Glasgow  airports. 

And  remember,  all  mileage  on  British 
Caledonian’s  transatlantic  .services  may 
be  credited  to  Eastern  Airlines’  Frequent 
Traveler  Program. 

For  reservations  and  complete 
details,  call  your  travel  agent  or  British 
Caledonian  Airways  at  1-800-231-0270, 
in  Texas  1-800-392-6650. 

“I  mt  British  ^ 
Caledonian 
Airways” 

Non.slop  .service  lo  London  Iroin  Atl;im;i.  Dallas/Ft.  Worth. 

Hou.sti)n.  Los  Angeles  and  New  York. 


Editorials 


Why  build  a student  loan  hind? 
To  preserve  our  future 

There  are  many  pressures  associated  with  getting  a medical 
education,  and  one  of  the  biggest  that  today’s  student  must 
deal  with  is  money. 

Some  form  of  outside  financial  support  is  a necessity  for 
65%  of  the  students  now  attending  our  state’s  medical  schools, 
and  each  member  of  this  year’s  graduating  class  will  carry'  an 
average  indebtedness  of  $60,000.  With  the  latest  tuition  in 
creases  enacted  by  the  Texas  Legislature,  these  figures  are 
climbing.  In  five  years,  the  current  $800  a year  tuition  will 
have  risen  to  $5,463,  or  a whopping  638% ! The  debt  ceiling 
for  students  needing  loans  will  increase  proportionately.  Al- 
ready Texas  medical  schools  report  a 74%  increase  in  requests 
for  financial  aid. 

There  is  little  that  we  can  do  to  alter  the  harsh  realities  of 
our  economy.  Yet,  there  are  ways  that  we  can  help  ease  the 
financial  burdens  on  the  gifted  young  men  and  women  who 
represent  the  future  of  Texas  medicine. 

In  the  past,  the  Texas  Medical  Association  has  loaned  more 
than  $2  million  to  needy  students,  and  because  of  the  efficient 
administration  of  the  loans  by  the  TMA  Board  of  Trustees, 

99.4%  of  all  TMA  loans  have  been  repaid. 

However,  the  demand  for  TMA  loans  has  increased  more 
than  1 50%  over  the  past  few  years.  As  the  graduated  tuition 
increases  take  effect,  this  demand  is  becoming  acute. 

But  there  is  hope,  and  that  hope  rests  with  us.  Your  contri- 
bution to  the  Medical  Student  Loan  Fund  will  enable  medical 
students  to  look  to  their  future  profession  as  a primary  source 
of  support  for  their  education.  By  contributing  to  the  Medical 
Student  Loan  Fund,  we  can  meet  our  responsibility'  to  help 
students  avoid  cumbersome  obligations  to  the  state  or  fed- 
eral government.  Payback  schedules  are  tailored  to  meet  the 
unique  needs  of  the  medical  profession,  and  reasonable  inter- 
est rates  will  give  students  a way  of  financing  their  education 
that  will  give  them  more  options  as  to  the  type  of  practice 
they  choose  to  enter. 

The  most  important  result  is  that  medicine  will  remain  a 
field  open  to  people  from  all  socioeconomic  backgrounds.  A 
medical  education  cannot  become  an  exclusive  privilege  re- 
served for  a wealthy  few. 

There  are  also  pressures  on  physicians  today  and  some 
changes  in  the  profession  are  inevitable.  Those  who  let  these 
changes  overshadow  the  need  for  this  program  are  not  looking 
far  enough  down  the  road.  Our  ability  to  continue  to  build 
a strong  profession  begins  with  our  willingness  to  help  our 
own — to  support  needy  students  and  instill  in  them  a pride  in 
the  profession  and  desire  to  get  involved  in  organized  medicine. 

Medical  education  is  and  will  continue  to  be  expensive.  Our 
mission  is  to  assist  students  in  their  pursuit  of  a career  in 
medicine,  to  free  them  from  the  uncertainty  about  financing 
their  education,  and  allow  them  to  give  full  attention  to  their 
study  and  work. 


Make  a commitment  to  support  medicine’s  future  through  a 
tax-deductible  donation  to  the  Medical  Student  Loan  Fund. 
Help  the  young  men  and  women  who  want  to  become  physi- 
cians by  sending  your  donation  today.  Please  make  your  check 
payable  to  TMA-ERF  and  send  it  to;  Texas  Medical  Association, 
1801  N I.amar  Blvd,  Austin,  TX  78701. 

Ted  H.  Forsythe,  MD 

Immediate  Past  Chairman,  Council  on  Medical  Education,  4314  SW  Loop  289, 
Lubbock,  TX  79413. 
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Cardiac  monitor  evaluates 
epigastric  chest  discomfort 

A middle  aged  man  came  to  tlie  emergency  room  of  a West 
Texas  hospital  with  discomfort  over  the  upper  abdomen.  He 
had  been  to  other  hospitals  for  the  evaluation  of  this  pain  and 
( had  been  discharged  as  being  free  of  coronary'  pathology, 
i Nonetheless,  we  connected  him  to  a cardiac  monitor  and  ob- 
I seized  a lead  11  ECG  on  the  oscilloscope  of  the  monitor.  The 
j top  ECG  strip  was  fairly  normal  except  for  what  appeared  to 
be  a wandering  pacemaker  ( Eig  1 ).  This  observation  tempted 


us  to  tell  the  patient  that  he  had  pectoral  muscle  strain  or 
costochondritis  and  send  him  home. 

About  this  time,  two  rival,  warring  gangs  brought  their  vic- 
tims in  for  repair  of  wounds.  The  patient  with  the  chest  dis- 
comfort was  subject  to  emotional  distress,  and  we  saw  a 
lowering  of  the  ST  segment  ( Fig  1 ).  llie  nurse  and  1 decided  to 
admit  him  to  the  coronary  care  unit,  even  though  with  rest, 
oxygen,  and  assurance  the  patient  showed  a normal  lead  11 
ECG  ( Fig  1 ). 

If  I had  relied  on  a 1 2-lead  ECG,  and  if  I had  taken  the  ECG 
during  a normal  tracing,  I would  have  been  tempted  to  send 
the  patient  home  with  a diagnosis  of  possible  cardiac  neurosis. 

Luckily  the  patient  was  admitted.  He  started  having  discom 
fort  again  and  had  an  episode  of  ventricular  fibrillation  about 


I 


I 


-T^  r-r-PT-  -p 

Ti  ^ n 

K , U : -r, 
ii!4.  !l 

"I — . 

t:  ' 1 , 

1 

'«r 

1 

i T 

1 

1 

T)" 

• J 

-J 

'“L' 

i 

1 1 . : 

ilML 

1 1 , r ' 'I 

iflM 

1 

- - 

■ . 

:. ... 

i 

j li.  j 

I.  Continuous  lead  // 
tracings  for  middle 
aged  man 
complaining  of 
abdominal  and  lower 
chest  discomfort  The 
first  tracing  (top)  was 
normal  except  for 
possible  "wandering 
pacemaker. " The 
second  tracing 
(middle)  shou’s  a 
lowered  ST  segment 
following  emotional 
distress.  The  patient 
was  hospitalized  ecen 
though  the  final  lead  ll 
tracing  (bottom)  was 
normal 
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1 1 pm  which  responded  to  treatment  By  9 am  the  following 
day,  the  patient’s  enzyme  levels  and  12  lead  EGG  were  normal, 
and  there  was  some  doubt  that  he  had  had  a heart  attack  and 
that  he  should  remain  in  the  cardiac  care  unit  He  was  allowed 
to  stay  on  the  coronary  care  unit,  however,  and  subsequently 
he  went  into  a rapid  ventricular  tachycardia  followed  by  car 
diac  asystole  which  was  then  resuscitated  to  a normal  beat 
After  this  second  bout  of  dysrhythmia,  the  patient  was  sent 
to  a hospital  in  Lubbock,  where  an  acute  myocardial  infarction 
and  an  80%  lesion  in  the  proximal  left  anterior  descending 
coronary  artery  were  diagnosed.  Angioplasty  was  recom- 
mended, but  on  being  informed  of  the  possibility  of  a surgical 
death,  the  patient  chose  instead  to  take  medications  such  as 
Procardia. 


The  cardiac  monitor  with  an  oscilloscope  gives  one  a longi- 
tudinal evaluation  of  cardiac  function,  while  the  1 2-lead  ECG 
gives  a vertical  evaluation  When  a patient  comes  in  with  a 
pain  or  discomfort  of  the  lower  chest  that  has  lasted  two  min- 
utes, and  particularly  if  this  discomfort  is  caused  by  a spasm  of 
the  coronary'  arteries  rather  than  an  actual  occlusion;  then  a 
cardiac  monitor  is  much  more  likely  to  pick  up  the  abnor- 
mality' than  is  a 12  lead  ECG. 

1 recommend  that  patients  who  present  with  lower  chest 
discomfort  be  attached  to  a cardiac  monitor  immediately  for 
evaluation 

PAUL  L.  STUCK,  MD 
PO  Box  S«0.  Pottsboro,  TX  ■’S0'’6 


Finedly — 

Rx  for  patient  satisfaction 

that  works 


Is  there 
a doctor 
in  the 
office? 


8 


In  a survay  conducted  for  the  Texas  Medical  Association, 
Texas  patients  said  waiting  time  and  scheduling  problems 
are  the  greatest  negatives  in  the  doctor-patient  relationship. 

Find  out  if  you  have  a waiting  time  problem  in  your  office 
and  how  to  solve  it — 

Send  for  these  two  TMA  brochures,  Is  There  a Doctor  in 
The  Office?  and  The  Waiting  Game — How  Does  Your  Office 
Rate?  They're  free! 

Write  or  call  Texas  Medical  Association,  Communication 
Department,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701, 
512/477-6704  ext.  212. 


The 
Waiting 
Game — 

How  Does 
Your  Office 
Rate? 
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St.  Joseph  Hospital 

MICROSURGICAL  TRAINING 

Multidisciplinary  curriculum  features  programs  designed  to  teach  basic  microvascular 
surgery  relevant  to  plastic  and  reconstructive,  hand,  and  orthopedic  surgery,  as 
well  as  microsurgery  applicable  to  urology  and  gynecology.  Curriculum  includes  laser 
training.  A microsurgery  technician  course  also  is  available. 

Courses  offer  didactic  and  hands-on  training  in  a modern  laboratory,  using  teaching 
microscopies  and  major  and  minor  glassed-in  opierating  suites  equipped  with  the  latest 
microsurgical  instrumentation. 

Physicians  successfully  completing  a one-  or  two-week  course  are  awarded  a certificate 
and  40  or  80  Category  I CME  credit  hours. 

For  more  information  contact: 

Benjamin  E.  Cohen,  M.D.,  F.A.C.S.  or 
Amado  Ruiz-Razura,  M.D. 

Department  of  Microsurgery 
St.  Joseph  Hospital 
1919  LaBranch 
Houston,  TX  77002 

713/757-1000,  ext.  3832 


Getting  behind  in  your  medicai  reading? 
Let  Medical  world Newsxiwt  you  ahead. 


For  more  than  115,000  busy  physicians  like  you,  Medical 
World  News  is  the  secret  to  staying  informed  about  the 
changing  world  of  medicine. 

Every  two  weeks,  we  will  bring  you  up-to-the-minute 
developments  in  therapy,  research,  practice,  pharmacol- 
ogy, economics,  legislative  action,  highlights  of  other 
periodicals  and  new  medical  trends. 

It’s  no  wonder  Medical  World  News  has  one  of  the  high- 
est cover-to-cover  readerships  in  medical  publishing  today. 
Our  balanced  reporting  means  you’ll  get  all  sides  of  the 
issues,  and  our  fast-reading  style  makes  it  enjoyable  to 
stay  informed. 

If  you’re  getting  behind  in  your  medical  reading,  let 
Medical  World  News  put  you  ahead. 


medical 

world 


news 


The  credible  source. 
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19  delegates  to  represent  TMA 
during  AMA’s  June  meeting 

Nineteen  delegates  will  represent  the 
Texas  Medical  Association  during  the 
American  Medical  Association’s  annual 
;meetingjune  15-19,  1986,  in  (Chicago 
I Leading  the  delegation  are  Mylie  E Dur 
! ham,  Jr,  MD,  Houston,  chairman,  and 
i|  Merle  W.  Delmer,  MD,  San  Antonio,  vice 
i|  chairman 

At  press  time,  resolutions  for  presenta 
!( tion  to  the  AMA  house  were  pending. 

I The  TMA  House  of  Delegates  was  to  con 
! sider  resolutions  regarding  ( 1 ) financial 
support  for  services  rendered  by  teach- 
|l  ing  hospitals,  (2)  second  opinion  pro- 
grams, ( 3 ) persecution  of  physicians  for 
pt)litical  reasons  and  participation  of 
physicians  in  violations  of  human  rights, 
li  (4)  interest  payments  on  delayed  Medi- 
care payments,  and  ( 5 ) recognition  of 
the  late  C.  Frank  Webber,  MD,  Houston. 

The  AMA  agenda  also  includes  the  pre 
sentation  of  the  Citation  of  a Layman  for 
I Distinguished  Service  Award,  which  goes 
to  C.  Lincoln  Williston,  TMA’s  executive 
director,  and  Philip  R.  Overton,  the  asso- 
ciation’s former  general  counsel. 

I Trustees  suggest 
HMO  education  for  members 

I After  reviewing  results  of  a survey  of 
Texas  Medical  Association  members,  the 
association’s  Board  of  Trustees  has  sug 
gested  that  TMA  “must  take  a proactive 
role  in  educating  members  and  serving 
their  interests  and  needs  in  this  rapidly 
developing  field” 

The  survey  of  700  TMA  members  en 
gaged  in  direct  patient  care  revealed  that 
approximately  37%  of  respondents  evalu- 
ated their  knowledge  of  HMOs  as  limited 
or  none.  The  survey  also  showed  that: 

1.  A 53%  majority  of  respondents  sup 
port  TMA’s  organization  t)f  a statewide 

I health  maintenance  organization/inde- 
pendent practice  association  ( HMO/IPA ); 

2.  A majority  (51%  ) of  respondents 
“definitely”  or  “probably”  would  be  inter 
ested  in  joining  a statewide  HMO/IPA  or- 
ganized by  TMA; 


3.  A minority  ( 36%  ) indicated  that 
they  would  be  willing  to  invest  $1,500 
to  $2,000  in  cash  to  start  a statewide 
HMO/IPA,  Twent)  four  percent  indicated 
that  they  would  be  willing  to  guarantee 
$3,000  in  addition,  if  needed  to  start  a 
statewide  HMO/IPA; 

4.  Forty  one  percent  of  respondents 
are  willing  to  permit  a 15%  to  20% 
“withhold”  of  reimbursement  from 
claims,  pending  year-end  profit/loss 
figures; 

5.  Forty  percent  of  respondents  cur 
rently  are  participating  in  an  HMO/IPA 

TMA’s  Division  of  Socioeconomics  sur 
veyed  700  I MA  members  who  were  se 
lected  at  random  to  be  representative  of 
the  membership.  Responses  numbered 
303,  providing  a 7%  plus  or  minus  valid 
ity  to  the  responses. 

TMA  library  sets  record 
in  number  of  services  rendered 

During  1985,  Texas  Medical  Association’s 
Memorial  Library  set  records  in  the  num 
her  of  services  rendered,  answering  more 
than  20,000  reference  requests. 

ITie  library  staff  circulated  15,508 
journals,  books,  bibliographies,  and  re- 
prints during  1985,  and  photocopy  cir- 
culation numbered  more  than  200,000. 
The  staff  also  circulated  almost  5,000  au- 
diocassette tapes,  videocassette  tapes, 
slide  and  tape  sets,  and  films.  The  library 
added  1,901  volumes  during  the  past 
year,  bringing  the  total  collection  to 
57,818  volumes. 

The  largest  increase  in  service  came  in 
the  area  of  online  searches  through 
MEDLINE,  SDLINE,  and  GTE.  Following  a 
decline  in  1984,  the  number  of  searches 
jumped  by  27%  in  1985.  The  1985  total 
was  5,316,  an  increase  of  1,121  over  the 
previous  year. 

The  library  is  available  to  assist  TMA 
members  with  a variety  of  services.  For 
further  information,  write  the  Memorial 
Library,  1801  N lamar  Blvd,  Austin,  TX 
7870 1 , phone  (512  >477-6704. 

I.C.  System  collects  $8  million 
for  Texas  physicians 

LG.  System,  Inc,  the  Texas  Medical 
Association-sponsored  collection  pro- 


gram has  collected  more  than  $8  million 
for  Texas  physicians  since  the  program 
was  initiated  as  a member  service  in 
1983  During  1985,  the  number  of  TMA 
members  participating  in  the  program 
grew  from  2,192  to  2,633 

At  the  national  level,  1985  was  a 
record  breaking  year  for  I.C.  System,  with 
total  collections  increasing  by  18%  over 
those  for  1984  In  1985,  the  company 
collected  more  than  $75  million  for  its 
clients.  In  the  same  year,  the  company 
handled  more  than  2 million  debt  collec- 
tion cases,  another  record 

I.C.  System  was  founded  in  1938  and  is 
the  largest  privately-owned  debt  manage- 
ment company  in  the  nation.  It  offers  a 
full  range  of  collection  services,  includ- 
ing litigation  and  debtor  locator  service 
More  than  1,100  state  associations  and 
societies  endorse  the  company  for  use  by 
their  members. 


IIEAIJH  LINE 


Eye  care  available 
for  elderly  Texans 

The  Texas  Ophthalmological  Association 
is  among  several  other  state  ophthal- 
mological societies  joining  with  the 
Foundation  of  the  American  Academy  of 
Ophthalmology  to  provide  medical  and 
surgical  eye  care  to  elderly  Americans. 

By  dialing  1 800-222  EYES,  Texas  resi- 
dents age  65  and  older  may  obtain  infor- 
mation about  eye  care  or  a referral  to  a 
volunteer  ophthalmologist  in  their  area. 

To  qualify  for  referral  to  a physician,  a 
person  must  be  age  65  or  older,  a US 
citizen  or  legal  resident,  and  have  no  per- 
sonal ophthalmologist. 

Members  of  the  Texas  Ophthalmologi- 
cal Association  are  encouraging  senior 
citizens  to  call  the  toll  free  helpline 
if  they  think  they  have  medical  eye  prob- 
lems but  do  not  have  an  ophthalmolo 
gist.  Disadvantaged  elderly  persons  are 
eligible  for  medical  care  at  no  out-of- 
pocket  cost. 

Other  states  are  establishing  helpline 
services  at  two-week  intervals  until  July 
21,  when  the  system  will  be  operating 
throughout  the  country. 

The  program  is  supported  by  voluntary 
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donations  from  ophthalmologists  and  by 
contributions  from  corporations  associ- 
ated with  the  eye  care  profession. 

Fort  Worth  hospital 
has  cleft  palate  team 

In  the  March  1986  issue  of  Texcts  Medi 
cine,  authors  Donna  R Fox.  PhD;  Joan  1. 
l.>  nch,  EdD;  and  Raymond  O Brauer,  MD, 
discussed  cleft  palate  teams  in  Texas, 
providing  information  on  team  locations 
and  the  specialists  involved  as  well  as  the 
rationale  and  procedures  for  making 
referrals. 

Another  name  should  be  added  to  the 
list  of  cleft  palate  teams  in  Fig  1 of  "Phy- 
sician’s referral  to  cleft  palate  teams  in 
Texas’  (pages  32- 3‘’)  The  (x)ok-Fort 
Worth  (children’s  Medical  Center  has  a 
cleft  palate  team  It  is  located  at  1 212  W 
Lancaster,  Fort  Worth,  TX  76102;  phone 
(817)3.36-5521.  llie  director  is  Dennis 
1 Schuster.  MD,  DDS;  the  codirector  is 
David  Favine,  MD 


TDH  publishes  guidelines 
for  treatment  of  STDs 

The  1985  STD  Treatment  Guidelines, 
published  by  the  Centers  for  Disease 
Control  in  September  1985,  is  being  re- 
printed by  the  Sexually  Transmitted  Dis 
ease  Control  Division  of  the  Texas 
Department  of  Health  These  guidelines 
for  treatment  of  sexually  transmitted  dis 
eases  ( STD ) were  established  after  care- 


ful deliberation  by  a group  of  medical 
experts  and  staff  of  the  Centers  for  Dis- 
ease Control  They  should  not  be  con 
strued  as  rules,  but  rather  as  a source  of 
guidance  in  the  management  of  STDs 

Single  copies  of  the  guidelines  are 
available  to  physicians,  nurses,  and  other 
medical  professionals  interested  in  the 
management  and  control  of  sexually 
transmitted  diseases. 

To  order  a copy  of  the  guidelines,  con- 
tact the  Texas  Department  of  Health,  STD 
('ontrol  Division/Guidelines,  1 100  W 
49th  St,  Austin,  TX  78756. 


SOCIOECONOMICS 


Insurance  board  requires 
45  days’  notice  of  cancellation 

Citing  an  imminent  peril  to  the  public 
welfare,”  the  Texas  State  Board  of  Insur- 
ance has  effected  an  emergency  amend- 
ment to  the  Insurance  Code  that  requires 
45  days’  notice  for  cancellation  and  non- 
renewal of  general  liability  insurance 
policies. 

The  amendment  applies  to  policies  de- 
livered, issued  for  delivery,  renewed,  or 
extended  on  or  after  April  7,  1986.  It  re- 
mains in  force  through  Aug  5,  1986. 

An  announcement  in  the  March  28, 
1986,  edition  of  the  Texas  Register  notes, 
"Insureds  are  having  general  liability 
insurance  policies  cancelled  and  non- 
renewed  on  such  short  notice  that  there 
is  not  adequate  time  to  secure  other  poli- 
cies without  gaps  in  coverage.  This  gen- 
eral liability  insurance  crisis  constitutes  a 
threat  to  the  public  welfare  and  an  emer- 
gency situation  . . .” 

The  Texas  Medical  Liability  Insurance 
I Inderwriting  Association  is  exempt  from 
the  45-day  notice  requirement,  in  accor- 
dance with  the  Insurance  Code,  Article 
21  49  3. 

either  companies  are  exempt  if  ( 1 ) the 
insured  fails  to  pay  the  premium  for  the 
policy,  ( 2 ) there  is  an  increase  in  hazard 
that  is  within  the  control  of  the  insured, 
or  ( 3 ) the  State  Board  of  Insurance  deter- 
mines that  the  continuation  of  the  policy 
violates  the  Insurance  Code.  Under  any 
of  these  three  conditions,  the  insurance 


may  be  cancelled  with  ten  days’  written 
notice  to  the  insured. 


State  offers  assistance 
in  repaying  student  loans 

Texas  physicians  who  agree  to  work  for 
specified  state  agencies  or  practice  in 
designated  health  care  shortage  areas  are 
eligible  for  state  assistance  in  repaying 
student  loan  debts. 

For  every  year  that  a physician  partici- 
pates in  the  program,  the  state  will  pay  a 
maximum  of  $3,000  toward  loan  debts 
incurred  for  graduate  or  professional 
education.  Participants  may  qualify  for  up 
to  five  years  of  loan  repayments.  To  be 
considered,  applicants  must  be  licensed 
medical  graduates  who  completed 
postgraduate  work  after  May  1984. 

State  agencies  that  will  employ  physi- 
cians under  the  program  include  the 
Texas  Department  of  Health,  Texas  De- 
partment of  Mental  Health  and  Mental 
Retardation,  Texas  Department  of  Cor- 
rections, and  the  Texas  Youth  Council. 
For  graduates  entering  private  practice, 
the  state  designates  rural  and  urban  loca- 
tions where  services  may  be  offered 
under  the  program,  with  preference 
given  to  physicians  trained  in  primary 
care  specialties  or  psychiatry.  Designated 
locations  include  more  than  50  entire 
counties,  most  in  South  and  West  Texas, 
and  parts  of  Dallas,  Fort  Worth,  Lubbock, 
San  Antonio,  and  El  Paso. 

The  legislature  appropriated  $432,000 
for  the  program  in  the  1986—1987  bien- 
nium. Die  Coordinating  Board,  Texas 
College  and  University  System,  admin- 
isters the  program.  For  further  informa- 
tion, contact  the  Coordinating  Board, 
Texas  College  and  University  System,  PO 
Box  12788,  Austin,  TX  78711,  phone 
(512)462-6403. 

TDHS  considers  proposal 
to  cut  Medicaid  proves 

At  press  time,  the  Texas  Department  of 
Human  Services  was  considering  a 
proposal  to  set  Texas  physicians’  profiles 
under  Medicaid  at  90%  of  the  Medicare 
profile.  They  discussed  the  cutback 
during  a hearing  March  27  in  Tyler. 


Texas  Mediciru 


B.  David  Vanderpool,  MD,  Dallas,  secre- 
tary of  the  Texas  Medical  Association, 
told  board  members  that  Texas  physi- 
cians were  willing  to  accept  the  reduc- 
tion if  it  applied  to  all  providers  of 
services  and  suppliers  of  goods  and 
equipment.  “The  physicians  of  Texas  rec- 
ognize the  financial  stress  confronting 
our  state,”  he  said.  The  department  pro- 
posed to  make  reductions  in  physician 
profiles  only. 

He  added,  “With  each  extension  of  the 
freeze,  and  with  further  reductions  in  re- 
imbursement, which  the  department  is 
proposing  at  this  time,  physicians  are  be- 
coming discouraged.  It  is  becoming  even 
more  difficult  for  us,  economically,  to  ac- 
cept Medicaid  patients.” 

Dr  Vanderpool  suggested  that  the  de- 
partment could  save  funds  by  curtailing 
support  for  care  for  groups  that  were  not 
covered  in  the  original  Medicaid  program. 

ACP  opposes  public  funding 
of  FMGs’  postgraduate  training 

Public  funds  should  not  be  used  to  fi- 
nance the  postgraduate  residency  train- 
ing of  graduates  of  unaccredited  foreign 
medical  schools,  nor  should  they  be  used 
to  assist  United  States  citizens  who  at- 
tend unaccredited  medical  schools  out- 
side of  the  US,  says  the  American  College 
of  Physicians  (ACP). 

The  ACP’s  policy  statement  comes 
after  the  American  Medical  Association 
adopted  a similar  statement  in  December 
1985.  The  AMA  policy  says,  “In  a period 
of  fiscal  constraint,  first  priority  for  Medi- 
care funds  for  residents’  salaries  and 
fringe  benefits  should  be  accorded  to 
graduates  of  medical  schools  accredited 
by  the  Liaison  Committee  on  Medical 
Education  or  the  American  Osteopathic 
Association.  Cessation  of  support  for  for 
eign  medical  graduates  should  be  phased 
in  over  an  appropriate  time  period.” 

Eighteen  percent  of  an  estimated  total 
of  75,000  physicians  in  graduate  medical 
education  programs  are  graduates  of  for- 
eign medical  schools,  the  ACP  says.  In 
1985,  4%  of  the  5,203  US  citizens  and 
18%  of  the  20,200  foreigners  who  had 
attended  foreign  medical  schools  passed 
the  Foreign  Medical  Graduate  Examina 
tion  in  the  Medical  Sciences  ( FMGEMS ). 
The  Educational  Commission  for  Foreign 


Medical  Graduates  administers  the  two 
day  test,  which  measures  medical  knowl 
edge  in  the  basic  and  clinical  sciences 
and  clinical  skills  of  applicants  to  US 
medical  residency  programs. 

John  R.  Ball,  MD,  JD,  FACP,  observed, 
“Because  of  this  poor  performance 
record,  especially  for  LIS  citizens  who  at- 
tend foreign  medical  schools,  the  current 
shortage  of  public  funds,  and  a po.ssible 
surplus  of  physicians  in  the  United  States, 
the  ACP  believes  that  the  public  monies, 
currently  used  to  support  graduates  of 
foreign  medical  schools  in  US  clinical 
residency  programs,  should  be  elimi 
nated  ” Dr  Ball  is  associate  executive  vice 
president  of  health  and  public  policy  for 
the  ACP, 

The  American  Medical  Association  re 
ports  that  the  March  1986  residency 
match  had  21,357  applicants,  and  of 
those,  16,136  matches  were  made  The 
applicants  included  14,737  senior  stu 
dents  at  US  medical  schools  and  5,205 
foreign  medical  graduates.  Ted  H.  For 
sythe,  MD,  Lubbock,  chairman  of  Texas 
Medical  Association’s  Council  on  Medical 
Education  noted,  “Even  though  the  nuni 
ber  of  FMGs  immigrating  into  the  US  is 
down,  it  may  be  a more  significant  nuni 
ber  than  we  thought  a few  months  ago  ” 
Reflecting  on  the  match  statistics.  Dr  For 
sythe  added  that  the  withdrawal  of  sup 
port  for  FMGs  may  have  a noticeable 
effect  on  the  physician  supply  in  the 
country,  which  some  observers  say  is  too 
large 

The  Texas  State  Board  of  Medical  Ex 
aminers  reports  that  of  the  27,92-*  li 
censed  physicians  w ith  I’exas  mailing 
addresses,  4,799,  or  6% , are  graduates  of 
foreign  medical  schools. 


CAim'Al.  COMMENTS 


Professional  liability  costs 
Texans  megabucks,  solons  told 

Professional  liability  is  costing  Te.xas  a 
lot  of  money 

That  point  has  been  emphasized  and 
documented  again  and  again  in  the  I'exas 
Medical  Association's  testimony  to  the 
House/Senate  Joint  Committee  on  l.ia 


bility  Insurance  and  Fort  Law  and 
Procedure 

In  summary,  the  testimony  filed  on  be- 
half of  LMA's  25, ()()()  members  said  that 
the  liability  insurance  crisis  in  Texas,  in 
deed  the  crisis  across  the  United  States,  is 
harming  commerce  and  industry  in  ways 
vve  are  only  beginning  to  contemplate. 
Yet,  in  our  medical  and  health  care  deliv- 
ery system,  we  already  see  measurable, 
potentially  tragic  effects  on  Texas  physi- 
cians' ability  to  render  proper  and  afford- 
able care  Patient  access  to  even  the  most 
basic  medical  ser\  ices  is  being  curtailed 
due  to  the  extraordinary  increases  in 
medical  professional  liability  insurance 
premiums.  Moreover,  the  trust  and  rap 
port  between  patient  and  physician — so 
vital  to  a successful  treatment — has  dete- 
riorated as  more  physicians  practice  ‘‘de- 
fensive medicine  “ and  patients-turned- 
plaintiffs  play  “gotcha.  " 

What  is  otherwise  considered  one  of 
the  finest  medical  care  deliverv  swstems 
anywhere  in  the  world  is  Lmra\  eling  The 
statistics  cited  in  the  testimony  are  a 
compelling  argument  for  legislative 
relief 

— One  out  of  every  15  Americans  in 
1985  filed  a private  civil  suit — 16.6  mil- 
lion in  state  courts  alone. 

— The  average  medical  profe.ssional 
liability  jury  award  nationally  is  now 

8950.000 

— Sixty  five  percent  of  Texas'  obstetri 
cians  and  gy  necologists,  and  80%  of  our 
neurosurgeons  have  one  or  more  claims 
against  them 

— More  than  1 1%  of  Texas'  obstetri 
Clans  and  gy  necologists  pay  betw  een 

820.000  and  830,000  a y ear  for  medical 
professional  liability  coverage. 

— Fifty  sev  en  percent  of  Texas'  family- 
physicians  and  39%  of  our  surgeons  have 
limited  their  scope  of  practice.  Ev  en 
more  alarming,  more  than  one  third  of 
our  family  physicians  say  that  they  are 
not  performing  surgery  or  delivering 
babies 

— A recent  TMA  survey  showed  that 
-*2%  of  the  phy  sicians  have  increased 
their  fees  6% -10%  in  the  last  two  years 
solely  because  of  the  cost  of  medical  pro- 
fe.ssional liability  insurance 

— Nearly  40%  of  Te.xas'  emergenev 
phy  sicians  and  nearly  30%  of  our 
obstetricians  gy  necologists  hav  e in 
creased  their  fees  any  w here  from 
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Warm  Springs 
patients  return 

fone. 


Rehabilitation  of  the 
physically  disabled  is  our 
only  specialty. 

Warm  Springs  Rehabilitation 
Hospital  treats  patients  who 
have  suffered  disabling  strtikes, 
crippling  accidents  from  head 
injuries  or  damage  to  the  spinal 
cord,  as  well  as  those  disabled 
with  birth  defects. 

And  we’re  very  good  at  what 
we  do  because  rehabilitation  is 
all  we  do.  For  example,  over 
81%  of  our  stroke  patients 
returned  home;  over  86%  of  our 


quadriplegics  returned  home; 
and  over  91  % of  our  paraplegics 
returned  home. 

1 his  remarkable  success 
rate  is  because  we  specialize. 
Our  doctors  are  rehabilitation 
specialists.  Our  therapists  in 
the  physical,  occupational  and 
recreational  areas  are  highly 
trained  and  experienced  profes- 
sionals. As  are  thtwe  in  speech 
and  hearing,  psychology, 
orthotics  and  nursing. 

And  we  are  not  new  to  the 
rehabilitation  field.  We  have 
over  40  years  of  experience  and 
success  behind  us.  It  you  ’d  like 


the  best  for  your  patients, 
contact  Dr.  Larry  Browne  at 
Warm  Springs  Rehabilitation 
Hospital.  Better  yet,  call  him 
toll-free  1-800-292-1440. 


WARM  SPRINGS  REHABILITATION  HOSPITAL 

RO.  Box  58  • Gonzales,  Texas  78629 
Tc)ll-Free  in  Texas  1-800-792- WARM 


1 1%-20%  to  cover  larger  insurance 
costs. 

— From  1 1%— 20%  of  the  average  pa- 
tient’s bill  is  due  strictly  to  defensive 
medicine — ordering  of  additional  tests 
j and  treatments  primarily  for  protection 
I in  the  event  of  litigation. 

— In  high-risk  areas  such  as  the  enter 
gency  room,  “defensive”  measures  ac- 
count for  21%-30%  of  the  bill. 

— National  estimates  suggest  that  de- 
fensive medicine  adds  up  to  $15  billion 
each  year  to  our  nation’s  health  care 
. costs. 

Legislative  intent  has  been  overlooked 
1 or  supplanted  by  judicial  interpretations 
I of  the  Texas  Legislature’s  1977  response 
, to  this  crisis,  when  they  passed  HB  1048, 

1 the  Medical  Liability  and  Insurance  Im- 
provement  Act  of  Texas.  The  work  of  the 
Legislature  has  been  thwarted  by  judicial 
, interpretation. 

The  Texas  Medical  Association  has  pro- 
posed that  the  1987  Legislature  enact  the 
following  reforms  to  our  system  so  that 
claimants  have  expeditious  access  to  the 
' courts  and  there  is  some  measure  of  fi- 
nancial sanity  in  medical  professional  lia- 
! bility  proceedings: 

— Repeal  the  judicially  instituted  pre- 
j judgment  interest  on  personal  injury 
I actions. 

— Institute  affidavits  of  non- 
I involvement. 

— Require  a certificate  of  merit  in 
order  to  file  a suit. 

— Enforce  the  current  statutory  re 
iquirement  of  60  days’  notice  before  filina 
a suit. 

^ — Reinstate  the  common  law  locality 

rule  concerning  the  physician’s  duty  of 
disclosure. 

— Establish  stricter  qualifying  stan- 
dards for  expert  witnesses. 

— Dedicate  licensure  fees  to  the  State 
Board  of  Medical  Examiners  to 
strengthen  and  enhance  physician 

to  these  reforms,  the  Texas 
Medical  Association  strongly  supports 
proposals  set  forth  by  the  Texas  Civil  Jus 
tice  League: 

— Limitations  and  reporting  require 
;ments  on  contingent  fee  contracts. 

— Abolition  of  joint  and  several 
liability. 

; — Reform  of  venue  statutes. 

— Limitations  on  punitive  damages  and 
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regulation. 

In  addition 


a stricter  burden  of  proof  to  support  the 
award  of  such  damages. 

— Elimination  of  the  collateral  source 
rule. 

— Structuring  of  all  future  damages  in 
excess  of  $ 1 00,000  so  that  such  aw  ards 
are  paid  periodically  to  the  claimant 
rather  than  in  a lump  sum. 

— Limitations  on  all  non  economic  ele 
ments  of  damages. 

— Meaningful  sanctions  for  filing  frivo- 
lous lawsuits. 

The  committee  will  take  public  tes 
timony  sometime  this  summer  before 
adopting  and  forwarding  their  recom- 
mendations to  the  legislature  next 
January. 

Cochairing  the  House/Senate  Joint 
Committee  on  Liability  Insurance  and 
Tort  Law  and  Procedure  are  Sen  Grant 
Jones  ( D Abilene ) and  Rep  Mike  Toomey 
( R Houston ). 

Committee  members  are  Sen  Kent 
Caperton  ( D Bry  an );  Sen  Ray  Farabee 
( D-Wichita  Falls );  Rep  John  Gavin  ( D 
Wichita  Falls);  Rep  Dudley  Harrison 
( D-Sanderson );  Rep  James  F.  Hury,Jr 
( D-Galveston );  Sen  Cyndi  Taylor  Krier 
( R San  Antonio );  Sen  Bob  McFarland 
(R-Arlington);  and  Rep  John  Willy 
( R Angleton). 


Texas  congressmen  sponsor 
AMA’s  liability  bill 


At  press  time,  three  Texas  congressmen 
were  among  the  30  members  of  the  US 
House  of  Representatives  sponsoring  the 
American  Medical  Association's  profes- 
sional liability  bill. 

Representatives  Marvin  Leath  ( D 
Waco),  Albert  Bustamante  (D  San  An 
tonio),  and  Beau  Boulter  (R-Amarillo) 
have  given  their  support  to  HR  3865,  the 
Federal  Incentives  for  State  Health  Care 
Professional  Liability  Reform  Act  of  1985 

The  House  bill  and  its  companion  leg- 
islation in  the  US  Senate,  S 1804,  provide 
federal  incentives  for  states  to  adopt  pro- 
fessional liability'  reforms.  A state  would 
be  eligible  to  receive  federal  grants  if  the 
following  tort  reforms  are  adopted  by  the 
state  and  made  applicable  to  cases  in- 
volving health  care  malpractice: 

1.  Mandatory  periodic  payments  for 
awards  of  future  damages  exceeding 
$100,000. 


2.  Reductions  in  awards  for  compensa- 
tion received  from  other  sources  (dim 
inating  collateral  source  rule). 

3.  Liitiiting  awards  for  noneconomic- 
damages  to  $250,000. 

4.  Limiting  attorneys’  fees  to  40%  of 
first  $5(),()(){)  of  any  award,  33.33%  of 
next  $50,000,  25%  of  next  $100,000, 
and  10%  ot  any  further  amounts  in  ex- 
cess of  $200,000. 


NEWSMAKERS 


FRANK  SIMON,  MD,  associate  professor 
of  pediatrics  at  The  University  of  Texas 
Medical  School  at  Houston  (UTMSH),  has 
been  named  associate  dean  for  educa- 
tional programs.  He  will  be  responsible 
for  the  administration  of  the  school’s 
educational  program,  working  with  the 
curriculum  and  educational  policy  com- 
mittees. Dr  Simon  began  his  work  at  the 
medical  school  in  1973  as  an  instructor 
and  chief  resident  in  pediatrics.  He  was 
named  an  assistant  professor  of  pediatrics 
in  1974  and  in  1978  became  an  associate 
professor  in  the  department. 

ROBERT  CUMMINGS,  MD,  Temple,  was 
elected  to  the  Council  of  The  Association 
of  Professors  of  Gynecology  and  Ob 
stetrics  ( APGO ) and  was  reappointed  for 
a third  term  to  the  Undergraduate  Com- 
mittee of  APGO  where  he  serves  as  pro 
gram  director  for  development.  Dr 
Cummings  is  director  of  the  division  of 
obstetrics  at  Scott  and  White  Clinic  and 
professor  at  Texas  A&M  University  Col- 
lege of  Medicine. 

WILLIAM  L.  WINTERS,  JR,  MD,  Houston, 
has  been  elected  governor-elect  of  the 
American  College  of  Physicians. 

C.R.  ALLEN,  JR,  MD,  director  of  the  Texas 
Department  of  Health’s  Public  Health  Re- 
gion 5 in  Arlington,  is  the  new  president 
of  the  Texas  Public  Health  Association 
A member  of  the  Texas  Department  of 
Health  staff  since  1978,  Dr  Allen  has 
served  as  chief  of  the  Bureau  of  Personal 
Health  Services  and  director  of  Public- 
Health  Region  2/12  in  Lubbock 


You' ve  chosen 

your 

profession. 

We  can  secure  it. 


For  answers  to  your  questions  about: 

• Universal  Life  and  Annual  Renewable 
Term 

• Income  Replacement  and  Business  Over- 
head Expense 

• Deferred  Compensation  (Bonus  Alter- 
native for  the  Incorporated  Physician) 

call  Toll  Free  at  1-800-252-3628,  or  watch 
your  mail  for  more  information  arriving  in 
the  next  few  weeks. 

api^ 

American  Physicians  Life  Insurance  Company  is  a subsidiary  of  American  Physicians 
Insurance  Exchange,  the  doctor-owned  liability  insurance  company  entering  its 
2nd  decade  of  service  to  Texas  physicians. 


American  Physicians  Life  Insurance  (API 
Life)  has  specialized  in  the  insurance 
needs  of  Texas  physicians  for  7 years. 

Because  our  company  is  owned  by  doc- 
tors, we  know  that  a physician's  life  and 
disability  coverage  needs  are  different 
than  those  of  other  professionals.  All  of 
our  products  are  designed  to  meet  those 
needs,  and  we  offer  them  at  highly  com- 
petitive rates. 
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“High 

blood  pressure 
should  be  a 
red  flag  to 
screen  for 
cholesterol...”’ 


Wyeth  Laboratories 

' i Philadelphia.  PA  19101 


\AA 


IP-.-. 


The  Framingham  Heart  Study^  showed  that 
over  two  thirds  of  the  35  and  older  population 
in  that  study  with  systolic  blood  pressures 
over  145  mmHg  also  had  serum  cholesterol 
levels  of  225  mg/dL  or  more,  and  46%  had 
levels  above  250  mg/dL 
While  many  clinical  laboratories  still 
report  250  mg/dL  as  “normal”  cholesterol, 
the  NIH  Consensus  Development  Conference 
Statement  on  Cholesterol  and  Heart  Disease^ 
stated  that  any  level  above  220  mg/dL  is 
associated  with  a significantly  increased 
risk  of  coronary  heart  disease. 


You  need  to  kn6w3ecause  high 
cholesterol  parallels  high  blood 
pressure  as  a CHD  risk  factor. 


Epidemiological  studies  and  large-scale 
prevention  trials  have  indicated  that  as  with 
blood  pressure,  serum  cholesterol  levels 
are  proportionately  related  to  CHD  risk. 


Specifically,  "...for  every  10  mmHg  rise 
in  pressure,  there  appears  to  be  about  a 30% 
rise  in  cardiovascular  risk.  "...for  every  one 
percent  you  go  up  the  American  cholesterol 
scale,  your  subsequent  rate  of  heart  attack 
rises  fwo  to  three  percent. 

And  although  the  specific  impact  on  CHD 
has  not  been  determined,  we  know  that  many 
of  the  principal  agents  used  to  lower  blood 
pressure  actually  increase  cholesterol. 


While  Wytensin  is  not  a cholesterol-lowering 
agent  and  is  not  indicated  for  the  treatment 
of  hyperlipidemia,  in  controlled  clinical  trials® 
it  caused  a slight,  sustained  decrease  in  total 
cholesterol  without  reducing  the  HDL  fraction 
or  altering  serum  triglycerides. 

At  the  same  time,  Wytensin  lowered  blood 
pressure  as  effectively  as  hydrochlorothiazide, 
propranolol,  clonidine  or  methyidopa. 
Drowsiness  and/or  dry  mouth,  the  most  fre- 
quent side  effects  noted  with  Wytensin, 
usually  diminish  or  disappear  over  time.  In 
fact,  in  double-blind  studies  to  date,  dis- 
continuance of  therapy  for  all  side  effects 
occurred  in  about  13%  of  patients. 


ensm. 

'guanabenz  acetate) 


Development  Conference  Statement.  1984:  Vol  5,  No  7,  p 4.  4.  Chobanian  AV:  The  influence  of  hypertension  and  other  hemodynamic  factors  in  atherogenesis.  Progress  in 


^ Cardiovascular  Diseases.  XXV/ (3):  177,  Nov/Dec,  1983.  5.  Castelli  WP:  Remarks  in  the  symposium,  Blood  Pressure,  Cholesterol  and  Coronary  Heart  Disease,  Washington,  D.C.,-.  i B - 

^ March  31, 1985.  6.  Data  on  file.  Wyeth  Laboratories.  L ' 

. 01985.  Wyeth  Laboratories  1'  ■' 

I.-  r 


}N^nsin. 

^(guanabenz  acetate) 

Antihypertensive  therapy 
that  does  not  increase  cholesterol 

Brief  Summary 

Before  prescribing,  consulc  the  complete  package  circular. 

Indications  and  Usage;  Treatmeni  ofhyperiension,  alone  or  in  combination  with 
a thiazide  diuretic 

Contraindication;  Known  sensitivity  to  the  drug 

Precautions:  1.  Sedation  Causes  sedation  or  drowsiness  in  a large  fraction  of  pa 
tients  When  used  with  centrally  active  depressants,  e g . phenothiazmes.  barbitu- 
rates and  benzodiazepines,  consider  potential  for  additive  sedative  effects  2 
Patients  with  vascular  insufficiency  Lke  other  antihypertensives  use  with  caution 
in  severe  coronary  insufficiency,  recent  myocardial  infarction,  cerebrovascular  dis- 
ease, or  severe  hepatic  or  renal  failure.  3 Rebound  Sudden  cessation  of  therapy 
with  central  alpha  agonists  like  Wyteoslo  may  rarely  result  in  'overshoot*  hyper- 
tension and  more  commonly  produces  increase  in  serum  catecholamines  and  sub- 
jective symptomatology 

INFORMATION  FOR  PATIENTS  Advise  patients  on  Wytensln  to  exercise  caution 
when  operating  dangerous  machinery  or  motor  vehicles  until  it  is  determined  they 
do  not  become  drowsy  or  dizzy  Warn  patients  that  tolerance  for  alcohol  and  other 
CNS  depressants  mav  be  diminished  Advise  patients  not  to  discontinue  therapy 
abruptly. 

UB  TESTS  In  clinical  trials,  no  clinically  significant  lab  test  abnormalities  were 
identified  during  acute  or  chronic  therapy  Tests  included  CBC.  urinalysis,  electro- 
lytes, SCOT,  bilirubin,  alkaline  phosphatase,  uric  acid,  Bl'N.  creatinine, glucose. cal- 
cium. phosphorus,  total  protein,  and  Coombs'  test  During  long-term  use  there  was 
small  decrease  in  serum  cholesterol  and  total  triglycerides  without  change  in  high 
density  lipoprotein  fraction  In  rare  instances  occasional  nonprogressive  increase 
in  liver  enzymes  was  observed,  but  no  clinical  evidence  of  hepatic  disease 
DRUG  INTERACTIONS  Wyteosla  was  not  demonstrated  tocause  drug  interactions 
when  given  with  other  drugs  e g . digitalis,  diuretics,  analgesics,  anxiolytics,  and 
antiinflammatory  or  antiinfeciive  agents,  in  clinical  trials  However,  potential  for  in- 
creased sedation  when  given  concomitantly  with  CNS  depressants  should  be  noted 
DRl'G'LAB  TEST  INTERACTIONS  No  lab  test  abnormalities  were  identified  with 
Wytcosln  use 

CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY  No  evidence  of 
carcinogenic  potential  emerged  in  rats  during  a rwo-year  oral  study  with  Wyieosin 
at  up  to  9 5 mg/kg/day.  i.e  . about  10  times  maximum  recommended  human  dose.  In 
the  Salmonella  microsome  mutagenicity  (Ames)  test  system.WyienslQ  at  200-500 
megper  plate  or  at  30-50  mcg/ml  in  suspension  gave  dose-related  increases  in  num- 
ber of  mutants  in  one  ( TA  153^ ) of  five  Salmonella  typhtmurium  strains  with  or 
without  inclusion  of  rat  liver  microsomes  No  mutagenic  activiry  was  seen  at  doses 
up  to  those  which  inhibit  growth  in  the  eukaryotic  microorganism,  5cb/zos<2cc^ar 
omyces pombe.  or  in  Chinese  hamster  ovary  cells  at  doses  up  to  those  lethal  to  the 
cells  in  culture  In  another  eukaryotic  system.  Saccharomyces  cerevisiae. 
Wyieosin  produced  no  activity  in  an  assay  measuring  induction  of  repairable  DNA 
damage  Reproductive  studies  showed  adecreased  pregnancy  rate  in  rats  given  high 
oral  doses  (9  6 mg  kg),  suggesting  impairment  of  fertility  Fertility  of  treated  males 
( 9 6 mg/kg ) mav  also  have  been  affected,  as  suggested  by  decreased  pregnancy  rate 
of  mates,  even  though  females  received  drug  onlv  during  last  third  oi  pregnancy 
PREGNANCY  Pregnancy  Category  C WTTENSIN»  MAY  HAVE  ADVERSE  EFFECTS 
ON  FETL'S  WHEN  ADMINISTERED  TO  PREGNANT  WOMEN  A teratology  study  in 
mice  indicated  possible  increase  in  skeletal  abnormalities  when  Wyteosio  is  given 
orally  at  doses  3 to  6 times  maximum  recommended  human  dose  of  1 0 mg'kg 
These  abnormalities,  prmcipallv  costal  and  vertebral,  were  not  noted  in  similar 
studies  in  rats  and  rabbits  However,  increased  fetal  loss  has  been  observed  after 
oral  Wyteosla  given  to  pregnant  rats  ( 14  mg/kg)  and  rabbits  ( 20  mg'kg ) Repro- 
ductive studies  in  rats  have  shown  slightly  decreased  live-birth  indices,  decreased 
fetal  survival  rate,  and  decreased  pup  body  weight  at  oral  doses  of  6 4 and  9 6 mg 
kg  There  are  no  adequate,  well-controlled  studies  in  pregnant  women  Wyienslo 
should  be  used  during  pregnancy  only  if  potential  benefit  justifies  potential  risk  to 
fetus 

NURSING  MOTHERS  Because  no  information  is  available  on  Wyieoslo  excretion 
in  human  milk,  it  should  not  be  given  to  nursing  mothers 
PEDIATRIC  USE  Safetv  and  effectiveness  in  children  less  than  12  years  of  age  have 
not  been  demonstrated,  use  in  this  age  group  cannot  be  recommended 

Adverse  Reactions:  Incidence  of  adverse  effects  was  ascertained  from  controlled 
clinical  studies  in  U.S  and  is  based  on  data  from  859  patients  on  Wyteosla  for  up 
to  3 years  There  is  some  evidence  that  side  effects  are  dose  related  Following  table 
shows  incidence  of  adverse  effects  in  at  least  5%  of  patients  in  study  comparing 
Wyienslo  to  placebo,  at  starting  dose  of  8 mg  b i d 


Adverse  Effect 

Placebo  (% ) 
n = 102 

Wyieoslo  (% ) 
n = 109 

Dry  mouth 

7 

28 

Drowsiness  or 
sedation 

12 

39 

Dizziness 

7 

r 

Weakness 

7 

10 

Headache 

6 

5 

In  other  controlled  clinical  trials  at  starling  dose  of  16  mg/day  in  4?6  patients,  in- 
cidence of  dry  mouth  was  slightly  higher  ( 38% ) and  dizziness  was  slightly  lower 
( 12%  ),  but  incidence  of  most  frequent  adverse  effects  was  similar  to  placebo-con 
trolled  trial  Although  these  side  effects  were  not  serious,  they  led  to  discontinua 
tionoftreatmentabout  15%  ofthetime  Inmore  recent  studies  usinganiniiial  dose 
of  8 mg/day  in  2'74  patients,  incidence  of  drowsiness  or  sedation  was  lower,  about 
20%  Other  adverse  effects  reported  during  clinical  trials  but  not  clearly  distin- 
guishable from  placebo  effects  and  occurring  with  frequency  of  3%  or  less  Car 
diovascular— chest  pain,  edema,  arrhythmias,  palpitations  Gastrointestinal- 
nausea.  epigastric  pain,  diarrhea,  vomiting,  constipation,  abdominal  discomfort 
Central  nervous  system— anxiety,  ataxia,  depression,  sleep  disturbances.  ENT  dis 
orders — nasal  congestion  Eye  disorders — blurring  of  vision.  Musculoskeletal — 
aches  in  extremities,  muscle  aches  Respiratory— dyspnea  Dermatologic — rash, 
pruritus  Urogenital — urinary  frequency,  disturbances  of  sexual  function  Other — 
gynecomastia,  taste  disorders 

Drug  Abuse  aod  Depeodeoce;  No  dependence  or  abuse  has  been  reported 
Ovcrdosage:Accidental  ingestion  caused  hypotension,  somnolence,  lethargy,  irrit- 
ability, miosis,  and  bradycardia  in  two  children  aged  one  and  three  years  Gastric 
lavage  and  pressor  substances,  fluids,  and  oral  activated  charcoal  resulted  in  com- 
plete and  uneventful  recovery  within  12  hours  in  both.  Since  experience  with  ac- 
cidental overdosage  islimited,  suggested  treatment  is  mainly  supportive  while  drug 
is  being  eliminated  and  until  patient  is  no  longer  symptomatic  Vital  signs  and  fluid 
balance  should  be  carefully  monitored  Adequate  airway  should  be  maintamed  and. 
if  indicated,  assisted  respiration  instituted  No  data  are  available  on  Wyteoslo 
dialyzability 

Dosage  and  Admlolstralloo;  Individualize  dosage  A starting  dose  of  4 mgb  i d. 

15  recommended,  whether  used  alone  or  with  a thiazide  diuretic  Dosage  may  be 
increased  in  increments  of  4 to  8 mg/day  every  one  to  two  weeks,  depending  on 
response  Maximum  dose  studied  has  been  32  mg  bid  , but  doses  this  high  are 
rarely  needed 

How  Supplied:  ( guaoabenz  acetate ) TahleLs,  4 mg,  bottles  of  1 0()  and  SIX);  8 mg  and 

16  mg,  bottles  of  100  Revised  2/[4/S^ 
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I4i  . I think  I have 
lumbago. 

2.  I’m  type  Z 
negative. 

3.  I’m  on  the 
grapefruit  diet. 

4.1  gave  six 
months  ago. 

5. 1 just  got  back 
from  Monaco. 

6. The  lines  are 
thirteen  blocks 
long. 

7.  My  mother  won’t 
let  me. 


8.1  didn’t  sign  up. 
9.  I’m  going  out 
of  town. 


10.  Asthma  runs  in 
my  family. 

1 1 . 1  forgot  to  eat 
this  morning. 


12.  I’m  allergic 
flowering 
magnolia. 


to 


Each  one’s  a doozy, 
but  we’re  hoping  you 
won’t  use  any  of  them. 
Give  blood  through  the 
American  Red  Cross. 
Please,  don’t  chicken  out. 


EXCUSES  DON’T  SAVE  LIVES. 
BLOOD  DOES. 


American 
Red  Cross 
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NINA  HOLLANDER,  MD 


Physical  abuse  as  a 
predictor  of  child 
homicide 


Sequential  records  of  48  child  deaths  that  occurred 
from  1979  through  1984  were  reviewed  to  ascer- 
tain whether  it  is  possible  to  predict  and  prevent 
child  deaths  caused  by  abuse.  Information  on  the 
cases  was  available  from  the  Dallas  County  Child 
Welfare  Department.  Twenty-five  of  the  deaths  were 
the  result  of  homicide  or  undetermined  cause, 
and  in  23  ( 92% ) of  these,  physical  abuse  or  other 
physical  violence  in  the  home  preceded  the  episode 
of  fatal  abuse.  The  remaining  23  deaths  were  due 
to  natural  or  accidental  causes,  and  five  (22% ) 
had  evidence  of  physical  abuse  or  other  physical 
violence  in  the  home;  in  15  of  the  23  (75% ),  there 
was  neglect,  such  as  lack  of  supervision  or  medical 
1 attention.  Detailed  examination  of  the  cases  indi- 
cates that  fatalities  could  be  prevented  by  consid- 
ering physical  abuse  a reason  for  removing  a child 
from  the  abusive  parent,  either  permanently  or  un- 
til a major  improvement  in  the  attitude  of  the  par- 
ent has  occurred 


Several  studies  ( 1 - 5 ) suggest  that  physical 
abuse  of  children  often  precedes  the  episode 
of  fatal  abuse.  If  true,  such  knowledge  would 
be  crucial  in  predicting  a child’s  fate  and  indicating 
to  official  bodies,  including  the  court,  the  need  to 
remove  the  child  from  a hazardous  situation.  This 
article  is  based  on  a retrospective  study  of  child 
; deaths  in  families  investigated  by  Child  Protective 
i Services,  which  determined  the  presence  and  ex- 
tent of  antecedent  physical  abuse.  Referrals  to  Child 
' Protection  Services  were  made  because  of  suspicion 
of  abuse  or  neglect  and  because  of  the  presence  of 
I other  children  in  the  family.  The  study  divides  fami- 
lies into  two  groups;  those  in  which  physical  abuse 
was  present  and  could  have  been  detected  prior  to 
death  and  those  in  which  neglect  and  ignorance 
were  present.  Such  grouping  was  roughly  possible, 
although  it  must  be  emphasized  that  each  case  was 
unique  and  the  cases  were  only  roughly  comparable. 

The  Dallas  County  Child  Welfare  Department 
(DCCWD),  a part  of  the  Texas  Department  of  Hu- 
man Resources,  has  a multidisciplinary  team  that 
conducts  periodic  stafiings  of  child  death  cases.  All 
48  sequential  staflfings  of  child  death  cases  from 
i 1979  through  1984  are  reviewed  in  this  paper. 

Fig  1 summarizes  the  information  available  for 
each  child,  including  age,  sex,  color,  cause  and  man- 
ner of  death  as  recorded  on  the  death  certificate, 
and  circumstances  in  the  home  (including  physical 
abuse).  The  perpetrator  of  the  homicide  is  indicated 
when  known  from  court  records  or  DCCWU  rec- 
lords.  The  cases  are  listed  sequentially. 

These  are  highly  selected  cases.  They  are  child 
deaths.  The  overwhelming  number  of  cases  that 
child  welfare  departments  deal  with  are  not  fatal, 
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and  therefore  these  cases  are  not  representative  of 
cases  dealt  with  day  in  and  day  out.  Further,  these 
child  deaths  are  only  a small  percentage  of  the  child 
deaths  autopsied  at  the  medical  examiner’s  office 
and  thus  are  not  representative  of  child  fatalities. 

However,  the  value  of  these  cases  is  that  the  cir- 
cumstances and  the  conditions  of  the  home  have 
been  investigated  by  DCCWU  more  thoroughly  than 
is  ordinarily  possible  in  other  child  fatalities.  TTie 
cases  have  been  referred  to  the  child  welfare  de- 
partment in  the  first  place  because  of  some  suspi- 
cion of  abuse  or  neglect  and  because  other  children 
are  present  in  the  home. 

This  type  of  fatality,  then,  may  be  prevented.  Cer- 
tainly, prevention  of  child  abuse  is  the  basic  goal, 
but  more  immediately,  prevention  of  fatal  abuse  or 
neglect  may  be  more  within  our  practical  grasp.  It  is 
for  this  reason  that  this  selected  group  of  cases  is 
being  summarized. 

The  question  to  be  answered  is  this:  Once  a refer- 
ral is  made  for  abuse  or  neglect,  can  we  predict 
possible  homicide  and  thus  know  when  to  remove 
the  child  from  the  dangerous  environment?  The  an- 
swer to  that  question  is  addressed  by  Figs  2 and  3. 

In  Fig  2,  child  deaths  are  grouped  by  manner  of 
death.  Each  such  group  is  further  detailed  as  to  evi- 
dence of  injury  revealed  at  autopsy  (in  homicides 
this  is  in  addition  to  the  fatal  injury);  known  history 
of  previous  physical  abuse,  consisting  of  fractures 
and  bruises  not  necessarily  present  at  autopsy;  and 
other  violence  in  the  home,  such  as  beating  of  sib- 
lings or  mother.  The  column  on  neglect  includes 
items  such  as  a dirty  home,  shabby  clothing,  lack  of 
supervision,  random  lack  of  food  but  not  systematic 
starvation,  and  lack  of  medical  attention. 

Fig  2 strongly  suggests  that  the  cases  of  homicide 
were  overwhelmingly  preceded  by  physical  abuse 
and  that  natural  deaths  often  followed  neglect. 

These  figures  are  further  grouped  and  clarified  in 
Fig  3.  In  this  figure,  the  group  where  the  manner  of 
death  is  undetermined  is  pooled  with  the  homicides 
(6).  All  the  “undetermined”  cases  involved  either 
starvation  or  other  nonaccidental  injuries  where  the 
evidence  was  simply  not  quite  sufficient  to  call  it 
homicide.  The  deaths  were  certainly  not  either 
natural  or  accidental.  The  rationale  for  pooling  natu- 
ral and  accidental  deaths  is  that  these  were  not 
inflicted. 

It  is  evident  from  Fig  3 that  most  of  the  anteced- 
ent circumstances  in  the  natural  and  accidental 
deaths  consist  of  neglect,  whereas  the  antecedent 
circumstances  in  homicidal  and  undetermined 
(nonaccidental)  deaths  are  physical  abuse  and  other 
physical  violence. 

These  figures  indicate  that  when  physical  injury  is 
found,  the  removal  of  the  child  from  the  abusive 
environment  should  have  a high  priority.  Physical 
injury  is  not  a matter  of  opinion,  skill,  or  experience 
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Physical  abuse 


I.  Summary  of  48  cases  of  child  deaths  investigated  by  the  Dallas  County  Child  Welfare  Unit  from  1979  through  1984. 


Case 

Age/Color/Sex 

Cause  of  Death 

Manner 
of  Death 

Perpetrator 

Circumstances  in  the  Home 

1 

5/W/M 

Drowning 

Accident 

Neglected,  frequently  wandering  around  stores,  pool. 

2. 

2 mos/B/M 

Craniocerebral 

injuries 

Homicide 

Cousin 

Mother  beat  9-  and  10-year  old  siblings  of  6-year  old  perpetrator.  They  had  numerous  scars 
and  bruises.  6-year-old  was  left  with  baby  and  beat  him  with  a broom. 

3. 

2V2  mos/B/F 

Craniocerebral 

injuries 

Homicide 

Mother 

Arm  fractured  several  days  before  death,  treated  in  a hospital. 

4. 

9 mos/W/F 

Subdural 

hematoma 

Undetermined 

Bruises  on  face  and  buttocks  seen  9 days  before  death.  Several  months  before,  mother  had 
inquired  about  placing  child  in  foster  care. 

5. 

2 mos/B/M 

Diarrhea 

Natural 

Poor  living  conditions,  dirty  house,  shabby  clothing,  7 children,  2 dogs  and  no  bathing 
facilities. 

6. 

1 5 mos/B/M 

Smothering 

Homicide 

Mother 

All  apnea  episodes  occurred  only  when  mother  left  alone  with  baby.  All  tests  for  apnea 
negative 

7. 

2/W/F 

Craniocerebral 

injuries 

Homicide 

Mother's 

boy-friend 

The  boyfriend’s  own  son  had  seen  his  father  beat  and  spank  the  deceased  on  previous 
occasions. 

8. 

2/W/F 

Scalding 

Homicide 

Mother 

Old  and  recent  bruises,  healed  fractured  ribs. 

9. 

6 mos/LA/F 

Electrolyte 

imbalance 

Natural 

Frequent  moves,  house  dirty,  sister  fell  off  balcony  and  injured  head. 

10. 

1 mo/W/M 

SIDS 

Natural 

Home  dirty,  occasionally  no  food. 

11 

3 mos/B/M 

Malnutrition 

Undetermined 

Father  frequently  beat  mother. 

12. 

7 mos/B/M 

Malnutrition 

Undetermined 

Known  malnutrition  at  home.  During  two  hospitalizations,  infant  gained  weight,  but  not 
fed  again  at  home.  Judge  ordered  infant  back  to  mother  despite  evidence  and  baby  died. 

13. 

10  mos/B/M 

CO  intoxication 

Accident 

Car  run  in  garage  to  warm  it,  baby  upstairs. 

14. 

2 mos/W/M 

Pneumonia  and 
congenital  syphilis 

Natural 

Multiple  old  fractures,  not  birth  related. 

15. 

5/LA/M 

Broncho- 

pneumonia 

Natural 

Thin,  pale,  deaf-mute  child;  poor  but  not  neglected. 

16. 

3/B/F 

Leukemia 

Natural 

Child  with  leukemia,  parents  refused  treatment  because  of  religious  beliefs,  judge  ordered 
family  to  obtain  treatment,  but  they  disappeared.  Later  the  child  died  in  another  state. 

17. 

2>/2/B/F 

Smoke  inhalation 

Accident 

Lack  of  food  and  utilities,  mother  left  children  alone. 

18. 

1/B/M 

Multiple  injuries 

Homicide 

Mother’s 

boyfriend 

3 months  before  death,  had  bruises  on  face  and  back.  Teenage  mother  often  left  baby  with 
teenage  boyfriend. 

19 

17  mos/B/M 

Undetermined 

Homicide 

Mother 

Bruises  and  scrapes  seen  several  months  before.  Old  and  recent  fractures  on  autopsy. 
Terminal  episode  was  burning  of  crib  with  child  in  it.  Baby  was  dead  before  the  fire. 

20. 

8/W/M 

SIDS 

Natural 

One  episode  of  slapping  baby’s  face  by  mother  6 months  before  death.  No  other  abuse. 

21. 

16  mos/B/F 

Pneumonia  and 

brain  anoxia 

Natural 

One  episode  of  fractured  wrist  and  rib,  said  to  be  due  to  a fall.  No  other  injuries. 

22. 

3/W/F 

Craniocerebral 

injuries 

Homicide 

Mother’s 

boyfriend 

Multiple  bruises  seen  1 week  before  death. 

23 

2/B/F 

Meningitis 

Natural 

Did  not  get  treatment  for  children  because  of  religious  beliefs. 

24. 

7 mos/W/M 

Marasmus 

Homicide 

Mother 

Teenage  mother  neglected  and  starved  child. 

25. 

3 mos/B/F 

Craniocerebral 

injuries 

Homicide 

Father 

Old  and  recent  bruises  seen  on  other  children  in  family. 

26. 

7 mos/W/F 

Meningitis 

Natural 

Mother  was  a battered  wife,  living  in  a dirty  room;  children  dirty  with  diaper  rash. 

27. 

2/B/M 

Craniocerebral 
and  abdominal 
injuries 

Homicide 

Mother’s 

boyfriend 

Neighbors  knew  of  beatings  of  all  children.  Twin  brother  beaten  but  survived.  Perpetrator 
implicated  in  a previous  child  abuse  death. 

28. 

8 mos/B/F 

Meningitis 

Natural 

A sibling  was  previously  removed  because  of  skull  fracture  and  burns.  This  infant  removed 
to  foster  home  and  died  during  foster  care. 

29. 

3/W/M 

Craniocerebral 

injuries 

Undetermined 

Prostitute  mother  left  child  with  friends  most  of  the  time.  After  visits  with  her,  he  would 
have  marks  and  bruises,  including  bruised  penis;  last  visit  2 weeks  before  death.  5 days 
before  death,  fell,  was  sleepy,  then  comatose. 

30. 

4 mos/B/M 

Craniocerebral 

injuries 

Homicide 

Mother 

Bruises  of  head  and  buttocks  also  found  at  time  of  autopsy. 

31. 

4 mos/lA/M 

Suffocation 

Accident 

Father  accidentally  overlay  the  infant  in  sleep  as  they  were  lying  on  the  floor. 

32. 

18  mos/B/M 

Multiple  injuries 

Homicide 

Child  had  fractures  of  skull  and  arm,  due  to  abuse,  removed  to  foster  care,  returned  to 
parents  5 months  later.  2 months  later,  child  died  of  multiple  injuries. 

33. 

8 mos/B/M 

SIDS 

Natural 

Poor  living  conditions. 

34. 

13/B/M 

Dermatomyositis 

Natural 

Alleged  that  the  father  was  not  giving  the  boy  medication  for  his  condition. 

35. 

2'/2  mos/W/F 

Pneumonia  and 
hydrocephalus 

Natural 

Mother  neglectful  of  child. 

36. 

7 mos/W/M 

Scalding 

Homicide 

Mother 

Mother’s  story  of  what  occurred  not  consistent  with  bum  pattern.  No  other  injuries. 

Case 

Age /Color 'Sex 

Cause  of  Death 

Manner 
of  Death 

Perpetrator 

Circumstances  in  the  Home 

37. 

3 w'ks/LA/M 

Pneumonia 

Natural 

Neglect;  sexual  abuse  of  older  children. 

38. 

7 mos/B/M 

Craniocerebral 

injuries 

Homicide 

Mother 

Mother  admitted  shaking  and  throwing  baby  on  several  previous  occasions.  Scars  on  other 
children  from  beatings  with  belts. 

39. 

8 mos/W/M 

Drowning 

Accident 

Left  in  bathtub  with  sister,  unsupervised.  No  previous  neglect. 

40. 

4 mos/B/M 

Multiple  injuries 

Homicide 

Father 

Mother  drug  addict,  left  four  children  under  age  5 alone  many  times.  Father  picked  up  the 
infant,  carried  him  in  a cardboard  box,  hitting  when  he  cried  and  then  returned  him  home. 

41. 

2/W/M 

Craniocerebral 

injuries 

Homicide 

Adoptive 

father 

Abandoned  by  biologic  mother.  Adoptive  father  held  him  under  water  to  make  him  behave, 
also  beat  him  before  final  episode. 

42. 

3‘/2/W/M 

Aspirin  poisoning 

Accident 

Bite  marks  and  previous  fracture. 

43. 

3 mos/W/F 

Broncho- 

pneumonia 

Natural 

One  episode  of  dropping  baby  on  head  on  sidewalk,  taken  to  hospital,  no  residual. 

44. 

15  mos/W/F 

Blunt  trauma  to 
abdomen 

Homicide 

Babysitter's 

child 

Injured  on  head  and  abdomen  by  babysitter's  child,  who  had  witnessed  physical  violence 
in  own  home. 

45. 

2/W/F 

Scalding 

Accident 

Retarded  mother  fell  asleep  on  couch.  Baby  found  face-down  in  lukewarm  water.  No 
previous  neglect. 

46. 

18  mos/W/M 

Multiple  head  and 
abdominal  injuries 

Homicide 

Mother's 

boyfriend 

Injuries  not  consistent  with  story  of  fall  from  crib.  Old  bruises  on  abdomen;  also  brother 
had  multiple  bruises. 

47. 

2 mos/W/F 

Craniocerebral 

injuries 

Homicide 

Other  children  uninjured.  Baby  said  to  have  been  found  dead  in  crib.  No  explanation  for 
injuries  offered. 

48. 

2/W/M 

Medical  complica- 
tions of  cranio- 
cerebral injuries 

Homicide 

Aunt 

C;hild  left  in  care  of  aunt,  who  used  to  hit  her  own  children  on  the  head 

1 2 Cause  of  death  and  evidence  of  abuse  or  neglect  in  48  children 


I Autopsy  Evidence  of  Known  Previous  Other  Physical 

r Manner  of  Death  Total  Physical  Abuse  Physical  Abuse  Violence  Neglect 

I Natural  16  1 1 2 12 

I Accident  0 1 o 3 

; Homicide  21  3 11  5 q 

I Undetermined  0 3 i q 


I of  the  child  protective  personnel,  but  consists  of 
bruises,  fractures,  scrapes,  burns,  and  hemorrhages, 
or  deliberate  starvation,  which  can  be  easily  docu- 
mented by  photography  and/or  radiology  in  a local 
Ihospital. 

Major  changes  in  the  home  environment  must  be 
instituted  before  the  child  is  returned  (7).  The  par- 
ent’s promise  to  do  better  or  his  or  her  perfunctory 
land  irregular  attendance  at  counseling  are  not  suffi- 
jcient.  In  two  of  the  cases  (cases  12  and  32  in  Fig  1 ), 
I the  child  was  removed  from  the  home  because  of 
(abuse  but  was  returned  home  by  the  court  and 
jsubsequently  killed.  In  these  cases,  the  child  was 
initially  removed  because  of  physical  abuse  or 
I starvation. 
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3-  Death  of  48  children  and  evidence  of  previous  abuse  or  neglect 

No 

Physical  Abuse  Previous 

and  Other  Neglect 

Manner  of  Death  Total  Physical  Violence  Neglect  or  Abuse 

Natural  and 

Accidental  23  5 (22%)  15  3 

Homicide  and 

Undetermined  25  23  (92% ) 0 2 


No  Previous  Neglect 
or  Abuse 


0 

3 

2 
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Deliberate  trauma  to  the  head  of  a child  is  very 
difficult  to  detect  and  to  evaluate  unless  radiologic 
work-ups  are  completed.  Injury’  to  the  brain  from 
external  trauma  may  not  be  readily  apparent  The 
clinical  suspicion  of  deliberate  trauma  leads  most 
often  to  further  diagnostic  work-ups.  In  this  paper 
we  discuss  the  neurosurgical  approach  to  the  bat- 
tered child. 


In  young  children  the  distinction  between  delib- 
erate trauma  and  accidental  trauma  is  difficult 
(1,2).  The  diagnosis  of  either  is  determined  by 
the  discrepancy  between  the  amount  of  injury  and 
the  clinical  history.  Injury  to  the  cranial  vault  is  one 
of  the  most  difficult  to  evaluate  in  children  unless 
one  does  an  extensive  radiologic  work-up.  Skull 
fractures  (all  varieties),  enlarging  head  circum- 
ference, bulging  fontanelle,  or  retinal  hemorrhages 
with  a clinical  history  of  a relatively  minor  head 
injury  should  strongly  suggest  child  abuse  (2-5). 
More  often  than  not  it  is  the  clinician’s  suspicion 
of  a battered  child  that  leads  to  further  diagnos- 
tic studies.  The  neurosurgical  approach  to  the 
battered  child  begins  with  examination  of  the  der- 
mal components  and  proceeds  to  the  intracranial 
components. 


I.  Diagrammatic 
illustration  of  the 
skull  and  its 
surrounding  dermal 
elements 


Examination 

When  examining  a child  who  may  have  been  ne- 
glected or  abused,  the  physician  should  search  the 
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child’s  scalp  for  bruises,  swollen  areas,  and  other  ! 

evidence  of  trauma  that  may  be  hidden  there.  j 

Alopecia  secondary  to  hair  pulling  is  seen  as  areas  j 
where  the  hair  has  been  avulsed  by  the  roots.  There  , 
is  no  peripheral  area  of  broken  hair  as  seen  with 
alopecia  areata. 

TTie  second  level  of  examination  involves  the  sub- 
galeal  space.  The  galea  is  a layer  of  tissue  directly 
below  the  dermal  layer.  It  is  common  to  have  hem- 
orrhage into  the  space  between  the  periosteum  and 
the  galea  ( Fig  1 ).  The  blood  dissecting  in  the  sub- 
galeal  area  is  not  limited  by  cranial  suture  attach- 
ments and  massive  blood  loss  can  occur.  Subgaleal 
hematomas  are  not  necessarily  associated  with  frac- 
tures and  resolve  within  two  to  three  weeks.  The 
regions  do  not  transluminate. 

The  next  layer  is  the  periosteum,  which  is  nor- 
mally closely  applied  to  the  bone  (Fig  1 ).  When 
hemorrhage  occurs  under  the  periosteum  (cephalo- 
hematoma)  the  blood  is  limited  by  the  cranial 
suture  attachments,  and  massive  blood  loss  does  not 
occur.  This  type  of  hemorrhage  is  associated  with 
fractures  in  25%  of  the  cases.  The  blood  will  re- 
solve within  two  to  three  weeks  and  does  not  trans- 
luminate. Mineralization  of  this  layer  may  occur, 
resulting  in  extra  osteomatoid  bone  formation  out- 
side the  skull. 

An  infrequent  occurrence  is  the  subgaleal 
hygroma.  This  is  a collection  of  cerebrospinal  fluid 
within  the  subgaleal  space.  It  will  transluminate. 
Subgaleal  hygromas  are  associated  with  a linear 
skull  fracture  and  secondary  laceration  of  the  dura 
mater  and  the  pia-arachnoid.  Cerebrospinal  fluid 
and  brain  tissue  may  herniate  through  this  lacera- 
tion and  form  a pulsating  mass  that  will  erode  the 
skull.  These  are  more  common  in  younger  children 
(less  than  6 years  old).  Skull  roentgenograms  of  all 
linear  skull  fractures  should  be  repeated  from  six 
weeks  to  two  months  after  injury  to  assure  that  a 
“growing”  skull  defect  does  not  form  (Fig  2). 

Linear  skull  fractures  are  common  in  battered 
children.  Fractures  heal  in  two  to  six  months.  Chil- 
dren with  fractures  crossing  the  meningeal  artery 
or  dural  sinuses  are  observed  in  the  intensive  care 
unit  because  of  possible  intracranial  hemorrhage. 
Lambdoid  or  coronal  suture  separation  may  be 
present  with  increased  intracranial  pressure  (Fig  3)- 
Linear  fractures  extending  from  the  foramen  mag- 
num are  observed  for  posterior  fossa  symptoms.  Pa- 
tients with  basilar  skull  fractures  and  nasal  sinus 
fractures  are  hospitalized  to  allow  observation  for 
leakage  of  cerebrospinal  fluid.  Comminuted  frac- 
tures and  circumferential  fractures  are  observed  for 
possible  intracranial  bleeding. 

Basilar  skull  fractures  can  occur  from  child  abuse, 
especially  injury  to  the  back  of  the  head.  Eighty 
percent  of  these  fractures  are  longitudinal,  extend- 
ing lengthwise  through  the  petrous  bone.  Middle 
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2.  Roentgenogram  of 
"growing  " skull 
fracture  ( arrow) 
Original  area  was  a 
non -depressed  linear 
fracture  of  the  parietal 
hone.  This 
roentgenogram  was 
obtained  eight  weeks 
later. 


3 Roentgenogram  of 
coronal  suture 
diastasis  (arrow)  from 
increased  intracranial 
pressure. 


' ear,  tympanic  membrane,  and  external  os  are  in- 
ivolved;  25%  of  these  children  will  have  facial  paral- 
ysis. The  edema  of  the  facial  nerve  clears  within 
four  to  six  weeks.  The  remaining  basilar  fractures 
( 20%  ) are  transverse  fractures.  These  extend  from 
) the  foramen  magnum  through  the  middle  fossa  to 
the  foramen  lacerum  or  foramen  spinosum.  The 
I fracture  crosses  the  bony  and  membranous  laby- 
I rinth  with  resultant  middle  ear  dysfunction.  Facial 
t nerve  paralysis  is  seen  in  50%  of  these  children. 
Vertigo  is  usually  severe. 

Depressed  fractures  that  have  depressed  the  cra- 
i nial  vault  greater  than  5 mm  require  elevation.  A 
i common  fracture  of  this  type  is  the  “Ping-Pong”  ball 
fracture  caused  by  either  a fist  or  a blunt  object 
I striking  the  skull  in  the  younger  child  ( Fig  4 ).  These 
[ require  elevation  to  relieve  the  compression  of  the 
I brain. 

Epidural  hematomas  in  childhood  are  more  com- 
monly the  result  of  venous  bleeding,  as  compared 
I to  those  in  adults,  which  are  usually  due  to  arterial 
bleeding  ( Fig  1 ).  Skull  fractures  may  be  absent  in 
30%  to  40%  of  the  children  with  epidural  hema- 
tomas. The  delayed  symptoms  may  cause  difficulty 
in  diagnosis.  In  Matson’s  series  of  44  epidural  hema- 
tomas, 50%  of  the  children  were  less  than  two  years 
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Battered  child 
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4.  Depressed  "Ping- 
Pong"  ball  fracture. 


5.  Computerized  scan 
revealing  an  epidural 
herruttoma  of  venous 
origin  (arrow). 
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old  (7)  (Fig  5). 

Subdural  hematomas  can  be  secondary  to  violent  , 
shaking  of  the  child  (3)  (Fig  1 ).  In  infants  subdural 
hematomas  are  bilateral  (80%  ) and  located  over  the 
dorsolateral  and  frontal  cortex  (Fig  6).  The  progres- 
sion to  a chronic  subdural  hematoma  occurs  in  two  i 
to  four  weeks  (Fig  7).  Fifty  percent  of  children  will  ■ 
present  with  seizures  and  a tense  fontanelle.  Many 
will  have  subhyaloid  hemorrhages  from  dissection 
of  blood  along  the  dural  sheath  of  the  optic  nerve. 
Children  older  than  two  years  wiU  commonly  have 
unilateral  subdural  hematomas. 

Subarachnoid  hemorrhage  is  the  most  common 
finding  in  the  battered  child.  Blood  will  be  layered 
along  the  falx  and  the  tentorium  (Fig  8). 

The  last  category  of  intracerebral  complication  of 
child  abuse  is  diffuse  brain  injury.  Either  a violent 
head  injury  or  a violent  head  shaking  can  cause  this  i 
syndrome.  No  actual  structural  damage  can  be  ob- 
served on  CT  scan,  other  than  massive  and  diffuse 
cerebral  edema  (Fig  9).  Translational  and  longitudi-  , 
nal  forces  cause  this  injury  (ie,  the  gray  and  white 
matter  move  at  different  speeds  because  of  their 
different  masses  sliding  over  each  other).  Discon- 
nection of  the  gray  matter  from  the  white  matter 
results.  Intracranial  pressure  monitoring  may  be  re-  i 
quired  to  assess  the  intracranial  pressure  caused  by 
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6.  Computerized  scan 
revealing  bilateral 
subdural  hematomas 
in  a battered  child 
(arrow). 


7 Surgical  view  of  a 
chronic  subdural 
hematoma  with 
membranes  intact 
(arrow).  Dura  reflected 
(arrow). 


brain  edema.  In  children  less  than  7 months  old,  it 
is  difficult  to  monitor  intracranial  pressure  by  the 
present  available  techniques.  Empiric  treatments 
can  be  employed.  In  other  children,  intracranial 
pressure  monitoring  is  used  to  evaluate  treatment 
and  prevent  excessive  increased  intracranial  pres- 
sure which  can  stop  the  blood  flow  to  the  brain. 

Child  abuse  injuries  to  the  peripheral  nervous 
system  are  unusual.  Brachial  plexus  injuries,  frac- 
tures of  the  spine,  or  carotid  or  vertebral  artery 
damage  can  be  suspected  in  certain  circumstances. 
When  a child’s  arm  is  held  while  throwing  the  child 
or  when  the  arm  is  forcibly  jerked,  a complete  avul- 
sion of  the  nerves  from  the  spinal  cord  can  occur 
(Fig  10).  The  syndrome  is  called  Erb’s  palsy  when  it 
involves  C5-C6  nerve  roots,  and  “Klumpke’s”  when 
it  involves  C8— T1  nerve  roots.  Meaningful  function 
of  the  arm  is  irreversibly  lost.  A karate  chop  to  the 
neck  in  children  can  damage  the  carotid  or  verte- 
bral artery,  causing  an  intimal  tear  and  thrombosis 
(Fig  11). 

Discussion 

When  reviewing  the  cases  of  accidental  versus  in- 
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Battered  child 


8.  Computerized  scan 
(non  enhanced)  with 
blood  layering 
parafalcine  and  over 
the  tentorium  (arrow). 
Injury  resulted  from 
shaking  the  child 
There  was  no  external 
evidence  of  injury. 
Subhyaloid 
hemorrhages  were 
noted  in  eye 
examination 


30 


9.  Computerized  scan 
revealing  diffuse 
supratentorial  edema 
(arrow)  with  relative 
sparing  of  the 
cerebellum  No  history 
of  physical  abuse  was 
reported,  other  than 
shaking  the  child 


10.  Myelogram  of 
upper  cervical  area 
revealing  nerve  root 
sleave  avulsions  with 
dye  entering  the  canals 
of  the  absent  nerve 
roots  (arrow).  This 
resulted  from  swinging 
the  child  by  one  arm 
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tentional  injury,  it  is  important  to  consider  normal 
injuries.  Heifer  studied  246  documented  instances 
in  which  children  less  than  5 years  old  had  fallen 
from  a bed  or  crib  (4).  Twenty'  percent  of  these 
children  had  a single  external  area  of  injury, 
whereas  80%  had  no  apparent  injuries  from  the  fall. 
Skull  fractures  were  present  in  1 % ; none  of  these 
children  had  an  epidural  or  subdural  hematoma, 
subarachnoid  hemorrhage,  or  diffuse  brain  injury 
(4).  Kravitz  et  al  (5)  reviewed  330  accidental  falls 
in  children  less  than  2 years  of  age;  approximately 
10%  had  a concussion,  and  one  child  had  a subdural 
hematoma.  Hobbs’  ( 2 ) review  had  the  same  conclu- 
sion. Billmire  and  Myers  (6)  compared  54  children 
with  accidental  head  injury  with  28  children  with 
deliberate  head  injury.  Sixty -four  percent  of  the 
head  injuries  and  95%  of  serious  intracranial  hem- 
orrhages were  the  result  of  child  abuse  (6).  Minor 
accidental  trauma  seldom  causes  life-threatening  in- 
tracranial hemorrhage. 

These  studies  imply  that  a child  who  presents 
with  multiple  sites  of  injury,  a multitude  of  frac- 
tures, or  hemorrhage  should  be  suspected  as  a bat- 
tered child.  Because  of  the  ease  that  a brain  can  be 
injured  without  external  evidence,  it  is  important 
that  the  physician  maintain  a high  level  of  suspicion 
of  deliberate  trauma  when  clinical  history  and  neu- 
rological examination  results  are  at  variance. 
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Sacroiliac  strain 
syndrome:  diagnosis 
and  treatment 


Sacroiliac  strain  syndrome  often  passes  unrecog- 
nized as  a cause  of  low  back  pain.  The  purpose  of 
this  study  was  to  analyze  a group  of  patients  pre- 
senting with  sacroiliac  strain  syndrome  in  order 
to  define  typical  clinical  features  and  to  assess  re- 
sponse to  treatment  Nineteen  patients  (mean  age 
38.5  years)  were  included  in  the  study.  Median 
duration  of  symptoms  was  seven  months.  The 
most  consistent  clinical  findings  included  local- 
ized sacroiliac  ligamentous  tenderness  ( 100% ) 
and  a painful  knee-to-chest  maneuver  on  the  af- 
fected side  ( 100% ).  Local  anesthetic  arui  cortico- 
steroid injections  were  used  therapeutically  with 
89%  of  patients  rating  "good"  or  "excellent”  long- 
term relief  of  symptoms. 


Low  back  pain  is  one  of  the  most  common  dis- 
abling disorders  seen  in  the  practice  of  medi- 
cine. An  estimated  50%  to  80%  of  individuals 
suffer  from  back  pain  at  some  time  in  their  life.  Most 
cases  of  back  pain  are  self-limited  and  will  resolve 
within  two  months  regardless  of  treatment.  Many 
other  cases  are  recurrent,  and  low  back  pain  re- 
mains the  leading  cause  of  chronic  disability  be- 
tween the  ages  of  19  and  45  years. 

Careful  evaluation  of  the  back  is  essential  for  cor- 
rect diagnosis  and  appropriate  treatment.  Many 
back  problems  are  related  to  soft-tissue  injury,  disk 
disease,  or  arthritis.  A multitude  of  other  possible 
causes  of  back  pain  must  be  considered  in  the  evalu- 
ation process.  This  article  highlights  a commonly 
overlooked  cause  of  low  back  pain — sacroiliac 
strain  syndrome — and  reviews  its  symptoms  and 
signs  as  well  as  management  and  expected 
outcome. 

The  sacroiliac  joints  (1-3)  are  among  the  strong- 
est and  most  stable  diarthrodial  joints  of  the  human 
body.  These  joints  obtain  much  of  their  stability 
from  the  congruity  of  the  sacral  and  iliac  articular 
surfaces.  Very  little  motion  is  permitted  with  an  in- 
tact pelvic  ring  and  ligaments.  The  strong  intrinsic 
ligaments  (interosseous  and  dorsal  sacroiliac)  resist 
separation  of  the  iliac  wings.  The  dense  accessory 
ligaments  (sacrotuberous  and  sacrospinous)  hold 
the  inferior  sacrum  close  to  the  posterior  pelvis  to 
counteract  the  rotational  force  or  torque  created  by 
body  weight. 

The  size,  shape,  and  contour  of  the  sacroiliac 
joints  vary  considerably  from  person  to  person  and 
even  from  side  to  side  in  the  same  person.  In  cases 
where  the  joint  approaches  being  a flat  surface,  con- 
siderable shear  forces  occur  with  stress  as  little  sta- 
bility is  present  except  for  the  ligaments. 

The  sciatic  nerve  trunk  lies  directly  adjacent  to 
the  lower  anterior  third  of  the  sacroiliac  joint,  with 
nothing  intervening  but  the  joint  capsule.  Hershey 


demonstrated  that  hypertrophic  spurs  or  an  un- 
stable or  inflamed  sacroiliac  joint  could  irritate  the 
sciatic  nerve  at  this  level  ( Fig  1 ).  Pain  could  then 
radiate  to  the  same  region  as  seen  with  a radiculo- 
pathy secondary  to  disk  herniation  (4). 

During  pregnancy  the  pelvic  ligaments  relax, 
allowing  greater  motion  at  the  sacroiliac  joint  ( 5 ). 
The  ligaments  usually  tighten  up  after  childbirth; 
however,  there  is  a greater  risk  of  developing  a 
sacroiliac  strain  during  the  period  of  ligamentous 
laxity. 

Roentgenograms  of  the  lumbosacral  spine  and 
pelvis  in  the  patient  with  sacroiliac  strain  syndrome 
are  usually  unremarkable  but  are  helpful  in  ruling 
out  other  conditions  such  as  rheumatoid  arthritis, 
ankylosing  spondylitis,  infections  of  the  sacroiliac 
joint,  or  fractures.  In  the  patient  with  true  pelvic 
instability  from  traumatic  sacroiliac  disruption,  spe- 
cial roentgenographic  techniques  are  the  only  con- 
venient methods  available  to  make  the  unequivocal 
diagnosis  of  pelvic  instability.  Because  the  sacroiliac 
joint  and  the  symphyseal  joint  must  be  continuous 
by  means  of  the  pelvic  ring,  evidence  of  instability 
of  the  sacroiliac  joint  can  be  demonstrated  more 
easily  by  visualization  of  the  symphyseal  joint. 
Although  many  techniques  have  been  described 
(6-9),  most  authors  agree  that  the  Chamberlain 
technique  is  most  convenient  and  reliable  for  de- 
monstrating sacroiliac  joint  instability.  Anteropos- 
terior roentgenograms  of  the  pelvis  are  made  while 
the  patient  is  standing,  first  on  one  foot  and  then  on 
the  other.  The  normal  range  of  excursion  of  the 
symphyseal  joint  should  be  no  more  than  2 mm, 
which  can  be  easily  measured  when  the  two  films 
are  superimposed  on  each  other. 

Evaluation 

Nineteen  patients  referred  to  us  for  “low  back  pain” 
who  had  symptoms  and  signs  typical  of  the  sacro- 
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1.  Relationship 
between  the  sciatic 
nerve  and  the  anterior 
aspect  of  the  sacroiliac 
joint  Note  the  close 
approximation  of  the 
sciatic  nerve  with  the 
lower  one  third  of  the 
sacroiliac  Joint 
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Sacroiliac  strain 


2.  Single  knee  to  chest 
maneuver. 


iliac  strain  syndrome  were  closely  studied.  Most  of 
the  patients  had  been  evaluated  elsewhere  and  were 
referred  to  our  department  with  their  medical  rec- 
ords. Nine  of  the  19  patients  had  a CT  scan  of  the 
lumbosacral  region  or  pelvis.  All  of  the  CT  scans 
were  unremarkable  and  nondiagnostic.  One  patient 
had  a bone  scan  which  was  negative.  Six  patients 
previously  had  myelograms  which  were  all  negative. 
Review  of  prior  records  revealed  that  many  evalua- 
tions had  been  concerned  primarily  with  “ruling  in 
or  out”  a herniated  lumbar  disc. 

Our  evaluation  included  a careful  history  and 
physical  examination.  Tests  of  the  sacroiliac  joint- 
ligamentous  mechanism  were  performed; 

a.  Single-knee-to-chest  maneuver. — With  the 
patient  supine,  the  knee  on  the  affected  side  was 
drawn  up  to  the  chest.  The  opposite  hip  was  kept 
fully  extended.  This  maneuver  produces  rotatory 
stress  and  can  increase  pain  in  the  presence  of  a 
sacroiliac  strain  syndrome  ( Fig  2 ). 

b.  Single-leg  stand. — Pain  can  be  produced  when 
the  patient  stands  on  the  symptomatic  leg  because 


of  stress  transmitted  through  the  sacroiliac  joint- 
ligamentous  complex.  Usually  patients  with  sacro- 
iliac strain  have  no  discomfort  when  standing  on 
the  uninvolved  leg. 

c.  Sacroiliac  compression  test. — With  the  patient 
lying  on  his  or  her  side,  downward  pressure  applied 
on  the  lateral  aspect  of  the  pelvis  can  produce  pain 
in  the  region  of  the  affected  sacroiliac  joint  or  at  the 
symphysis  (Fig  3). 

A summary  of  the  clinical  evaluations  from  each 
case  is  presented  in  Fig  4. 

Treatment 

All  patients  were  treated  with  injections  into  or  in- 
filtrated around  the  posterior  sacroiliac  ligaments. 

The  injection  was  a mixture  of  3 to  5 cc  of  a local 
anesthetic  and  1 cc  of  a corticosteroid  preparation. 
The  injection  was  repeated  at  weekly  or  biweekly 
intervals  as  needed  (usually  1 to  3 injections).  Pa- 
tients were  observed  for  a minimum  of  1 month 
after  the  symptoms  resolved  (range  = 1 to  32  { 

months;  mean  = 8.2  months).  At  the  final  visit,  the  ' 


J.  Sacroiliac 
compression  test 
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patients  were  reevaluated  to  determine  their  clini- 
cal response  to  treatment. 

Results 

From  1980  through  1984,  15  women  and  four  men 
ranging  in  age  from  19  to  69  years  of  age  (mean  = 
38.5  years)  were  evaluated  and  treated.  The  median 
duration  of  symptoms  was  seven  months.  Bilateral 
cases  were  unusual  (10.5%  ).  Of  the  unilateral  cases, 
71%  involved  the  right  side.  Sixty-three  percent  de- 
scribed a specific  traumatic  event  producing  the  on- 
set of  their  pain.  Sixty-eight  percent  described  pain 
in  one  or  both  lower  extremities  ( “radicular  symp- 
toms”). Two  of  the  patients  had  neurological  abnor- 
malities thought  to  be  unrelated  to  the  current 
problem  (one  had  findings  of  a peripheral  poly- 
neuropathy and  another  had  lower  extremity  abnor- 
malities related  to  a prior  radiculopathy).  Fig  4 
summarizes  the  data  from  each  individual  case.  Fig 
5 summarizes  the  frequency  of  detecting  abnor- 
malities with  the  history  and  physical  examination. 

All  patients  were  treated  with  local  injections. 
Follow-up  averaged  8.2  months  after  the  last  injec- 
tion, with  a range  of  from  1 to  32  months.  Based  on 
the  final  clinical  evaluation,  26%  of  cases  had  an 
“excellent”  outcome,  63%  had  a “good”  outcome, 
and  1 1 % had  a “fair”  outcome.  Fig  6 summarizes  the 
treatment  outcomes. 

Case  histories 

CASE  3 

A 34-year -old  man  presented  with  a one-year  his- 
tory of  right -sided  low  back  and  right  leg  pain.  The 
initial  injury  was  sustained  while  lifting  a heavy  box 
at  work.  The  pain  persisted,  and  there  had  been  no 
significant  improvement  despite  numerous  varieties 
of  conservative  treatment.  His  family  physician  had 
prescribed  back  exercises,  but  the  single-knee-to- 
chest  maneuver  seemed  to  aggravate  his  symptoms. 
Our  initial  examination  on  July  9,  1982,  revealed 
pinpoint  tenderness  in  the  right  sacroiliac  area.  He 


also  had  a positive  sacroiliac  compression  test  on 
the  right.  Standing  on  the  involved  leg  aggravated 
his  symptoms.  He  had  a positive  straight-leg-raising 
maneuver  bilaterally.  Neurological  examination  was 
unremarkable.  He  received  an  injection  on  July  9, 
1982,  into  the  right  sacroiliac  area,  and  the  leg  pain 
resolved.  The  pain  diminished  markedly,  with  only 
mild  tenderness  remaining  about  the  right  sacroiliac 
area.  Follow-up  two  months  later  revealed  that  the 
patient  has  continued  to  do  well  after  the  single 
injection.  He  has  not  missed  work  and  is  able  to 
perform  his  lifting  duties  at  the  lumber  company 
without  any  significant  problems. 

Comment:  This  case  illustrates  the  common  pa- 
tient complaint  that  the  traditional  therapeutic  back 
exercises  (usually  the  single-knee-to-chest  exercise) 
may  aggravate  the  symptoms.  The  single-knee-to- 
chest  exercise  can  cause  considerable  torque  in  the 
sacroiliac  region. 

CASE  13 

A 42-year-old  man  employed  at  a rubber  factory 
hurt  his  back  while  pulling  a 90-lb  bag  in  May  1981. 
He  experienced  immediate  severe  back  pain  and 
later  developed  radicular  pain  down  both  legs.  The 
day  after  his  injury  he  was  unable  to  work  because 
of  severe  pain.  He  was  hospitalized  by  his  family 
physician  for  conservative  treatment  and  discharged 
after  a brief  hospital  stay  with  minimal  improve- 
ment. The  leg  pain  slowly  resolved,  but  the  back 
pain  continued.  The  patient  returned  to  work  but 
had  a recurrence  of  his  severe  discomfort.  At  that 
time,  he  was  seen  in  consultation  by  a neuro- 
surgeon. A myelogram  and  electromyogram  were 
negative.  Neuromuscular  examination  upon  presen- 
tation to  our  clinic  was  unremarkable  except  for 
hypesthesia  along  the  lateral  aspect  of  the  foot  and 
the  posterior  half  of  the  calf.  There  was  tenderness 
to  palpation  over  the  sacroiliac  ligaments  bilaterally. 
The  sacroiliac  stress  tests  were  also  positive  bilat- 
erally. The  evaluation  ruled  out  ankylosing  spon- 


4.  Summary  of  findings  for  19  patients  with  sacroiliac  strain  syndrome. 


Case  Number 

< 

2 

3 

4 

5 

6 

7 

8 

9 

10 

1 1 

12 

13 

14 

15 

16 

17 

18 

19 

Age  (yr) 

48 

49 

34 

37 

39 

50 

42 

34 

22 

19 

.38 

37 

42 

22 

44 

33 

69 

39 

34 

Sex 

F 

M 

M 

F 

F 

F 

F 

F 

F 

F 

F 

F 

M 

F 

M 

F 

F 

F 

F 

Right  vs.  left  or  bilateral 

R 

1. 

R 

B 

R 

L 

R 

R 

L 

R 

R 

R 

B 

R 

R 

L 

R 

L 

R 

History  of  trama 

- 

+ 

+ 

+ 

+ 

+ 

- 

+ 

+ 

+ 

- 

+ 

+ 

- 

+ 

- 

- 

+ 

- 

Duration  of  symptoms 

2 

1 

1 

10 

2 

3 

17 

1 

9 

1 

1 

5 

5 

1 

2 

1 

9 

16 

11 

wks 

mo 

yr 

dys 

mos 

mos 

yrs 

mo 

mos 

wk 

yr 

mos 

mos 

mo 

yrs 

yr 

mos 

mos 

yrs 

Pin-point  sacroiliac  tenderness 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

Leg  pain 

- 

+ 

+ 

- 

+ 

- 

+ 

+ 

+ 

+ 

- 

- 

- 

+ 

Sacroiliac  compression  test 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

- 

+ 

-1- 

+ 

+ 

- 

- 

- 

- 

- 

Single  knee-to-chest  test 

+ 

+ 

+ 

+ 

4- 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

4- 

+ 

One-leg-stand  test 

4- 

+ 

4- 

+ 

+ 

+ 

+ 

- 

+ 

+ 

+ 

+ 

+ 

+ 

- 

- 

- 

- 

Straight-leg  raising 

- 

- 

4- 

+ 

- 

- 

+ 

- 

+ 

- 

- 

- 

+ 

- 

- 

- 

- 

- 

Volume  82  June  1986 


dylosis.  Bilateral  sacroiliac  trigger-point  injections 
were  performed  with  symptomatic  improvement. 
These  injections  were  repeated  two  weeks  later. 
After  a few  days,  the  patient  had  essentially  com- 
plete relief  of  his  symptoms.  He  was  observed  as  an 
outpatient  for  nine  months  and  then  was  discharged 
from  the  clinic.  He  had  virtually  no  symptoms  in  the 
sacroiliac  area  at  the  time  of  discharge. 

Comment;  This  case  illustrates  that  symptoms  can 
occasionally  mimic  an  acute  radiculopathy  second- 
ary to  disk  herniation.  Careful  examination  for  local 
sacroiliac  tenderness  and  performance  of  sacroiliac 
tests  can  help  identify  these  cases. 

Discussion 

In  the  early  1900s,  a great  percentage  of  low  back 
pains  were  attributed  to  sacroiliac  disorders  ( 2 ).  As 
other  causes  of  back  pain  were  further  clarified — 
including  the  lumbar  disk  syndrome — these  overly- 
diagnosed  sacroiliac  disorders  fell  in  interest  and 
importance.  Although  “sacroiliac  strain”  is  not 
among  the  most  common  causes  of  backache,  it 
definitely  does  exist  and  usually  responds  favorably 
to  conservative  treatment. 

Diagnosis  can  often  be  clarified  with  a careful  his- 
tory and  physical  examination.  The  history  may  in- 
dicate a traumatic  etiology.  Symptoms  can  be  ra- 
dicular in  nature,  leading  to  the  occasional  perfor- 
mance of  unrewarding  myelograms  and  CT  scans. 
The  traditional  back  exercises — most  often  the 
single-knee-to-chest  exercise — can  aggravate  the 
symptoms.  Careful  palpation  associated  with  sacro- 
iliac testing  can  usually  help  confirm  the  diagnosis. 
Laboratory  and  x-ray  evaluations  are  usually  unre- 
markable. In  the  rare  patient  with  actual  sacroiliac 
instability,  the  Chamberlain  x-ray  technique  is  a 
convenient  and  reliable  technique  to  demonstrate 
ligamentous  laxity. 

Treatment  strategies  for  this  disorder  should  in- 
clude consideration  of  trigger-point  injections  into 
the  posterior  sacroiliac  ligamentous  area.  Dramatic 


but  occasionally  temporary  improvement  in  symp- 
tomatology is  usually  seen  after  the  first  injection. 
Rarely  are  more  than  three  injections  needed.  Re- 
striction of  activity  and  use  of  a lumbosacral  corset 
until  symptoms  resolve  may  be  beneficial.  A trial  of 
nonsteroidal  anti-inflammatory  agents  may  prove 
useful,  although  excellent  results  have  been  ob- 
tained with  or  without  them. 

All  patients  in  this  study  had  improvement  in 
their  symptomatology  after  treatment.  Ninety-three 
percent  of  patients  were  able  to  return  to  employ- 
ment, school,  or  their  usual  daily  routine.  Eighty- 
nine  percent  remained  with  little  or  no  discom- 
fort and  required  minimal  or  no  limitation  of  daily 
activities. 
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5.  Frequency  of  clinical  findings  for  19  patients  with  sacroiliac  6.  Treatment  outcome  for  19  patients  with  sacroiliac  strain 
strain  syndrome.  syndrome. 
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Management  of  patients  with  intestinal  pseudo- 
obstruction often  differs  from  that  of  patients  with 
mechanical  obstruction;  awareness  of  this  clinical 
condition  is  thus  important  A 40-year-old  woman 
with  myotonic  dystrophy  presented  with  episodes 
of  abdominal  pain,  distention,  nausea,  and  vomit- 
ing. No  anatomic  obstruction  could  be  found,  and 
she  responded  to  supportive  measures.  Pseudo- 
obstruction may  complicate  underlying  systemic 
disease  or  may  arise  from  a degenerative  disorder 
of  intestinal  muscle  or  nerves.  The  elective  work- 
up should  include  radiological  investigation  of 
the  entire  gastrointestinal  tract  and  esophageal 
manometry  to  search  for  localized  disease.  Elective 
surgery’  should  be  considered  only  when  the  pseudo- 
obstruction is  unresponsive  to  conservative  man- 
agement; elective  surgery  is  not  advisable  in  dif- 
fuse small  intestine  disease.  In  acute  colonic 
pseudo-obstruction,  urgent  colonoscopic  de- 
compression can  be  considered  as  a treatment 
alternative. 


Mechanical  intestinal  obstruction  is  a medi- 
cal and  surgical  emergency  that  necessi- 
tates prompt  diagnosis  and  treatment. 
However,  the  clinician  must  also  be  aware  of  the 
clinical  syndrome  of  intestinal  pseudo-obstruction 
in  which  patients  present  with  signs  and  symptoms 
of  intestinal  obstruction  in  the  absence  of  a me- 
chanical cause  (1,2).  Management  of  such  patients 
is  often  conservative  because  operative  intervention 
can  result  in  a repetitive  cycle  of  surgical  proce- 
dures, which  only  complicates  the  patient’s  clinical 
course  ( 1 ).  In  this  article,  we  describe  a patient 
with  myotonic  dystrophy  who  exemplifies  the 
dilemma  in  diagnosis  and  treatment  of  intestinal 
pseudo-obstruction. 

Case  report 

A 40-year-old  woman  with  a ten-year  history  of 
myotonic  dystrophy  presented  to  the  emergency 
room  in  June  1984  with  abdominal  pain  and  diar- 
rhea of  2 1/2  months’  duration.  Her  medical  history 
was  significant  for  multiple  operations,  including  a 
hysterectomy  in  1974,  cholecystectomy  for  stones 
in  1976,  and  laparotomy  for  “adhesions”  in  1979- 
In  April  1983,  the  patient  was  examined  at  The  Uni- 
versity of  Texas  Health  Science  Center  at  Houston 
for  reflux  esophagitis.  A barium  swallow  showed 
aspiration  of  contrast  and  no  peristalsis  of  the 
esophagus.  Esophagogastroduodenoscopy  revealed 
esophageal  stasis  and  undigested  food,  severe  dis- 
tal esophagitis,  a hiatal  hernia,  and  mild  gastritis 
with  retained,  undigested  food.  An  esophageal 
motility  study  showed  no  primary  peristalsis  in  the 
body  of  the  esophagus;  the  lower  esophageal 


sphincter  was  normal.  An  electromyogram  showed 
typical  myotonic  discharges.  Because  of  the  absence 
of  adequate  esophageal  motility,  antireflux  surgery 
was  not  recommended.  Conservative  treatment  was 
instituted. 

Her  reflux  symptoms  persisted,  and  in  February 
1984  she  was  admitted  to  an  outlying  hospital  where 
a hiatal  hernia  repair  and  fundoplication  were  per- 
formed. It  is  not  known  whether  a vagotomy  was 
performed  at  that  time.  Her  reflux  symptoms  re- 
solved following  discharge,  but  episodes  of  abdomi- 
nal distention  and  diarrhea  ensued,  with  up  to  12 
loose  stools  per  day.  The  patient  was  given  di- 
phenoxylate with  atropine  (Lomotil)  for  her  diar- 
rhea. The  abdominal  pain  progressed,  and  with  the 
onset  of  vomiting  she  returned  to  The  University  of 
Texas  Health  Science  Center  at  Houston. 

On  physical  examination  the  patient  was  normo- 
tensive  and  afebrile.  She  was  in  no  acute  distress, 
but  she  had  a nasal  tone  to  her  voice  and  was 
slightly  dysarthric.  Examination  further  revealed  an- 
gular facies  secondary  to  atrophy  of  the  masseter 
and  temporalis  muscles.  She  had  frontal  balding.  No 
cataracts  were  seen  on  routine  examination.  The 
cardiopulmonary  examination  was  unremarkable. 
The  abdomen  was  remarkable  for  multiple  surgical 
scars,  moderate  distention,  and  minimal  right  upper 
quadrant  tenderness.  Bowel  sounds  were  hypo- 
active  without  high  pitched  tinkles  or  rushes.  There 
was  widespread  muscle  wasting,  more  prominent  in 
the  hands,  with  weakness  distally.  Cranial,  cerebellar 
function  and  sensory  function  were  normal.  Deep 
tendon  reflexes  were  absent  bilaterally.  The  re- 
sponse to  plantar  stimulation  was  normal. 

Hemoglobin  and  hematocrit  determinations  were 
13.4  g/dL  and  39. 3%,  respectively.  White  blood 
count  was  5,400/mm’  with  a normal  differential. 

The  routine  chemistry  series  was  remarkable  for  a 
protein  level  of  5.4  g/dL,  albumin  level  of  3.2  g/dL, 
and  normal  liver  function  tests.  The  sodium  level 
was  140  mEq/L,  potassium  4.3  mEq/L,  bicarbonate 
24  mEq/L,  and  chloride  112  mEq/L.  The  amylase 
level  was  81  jx/L  (normal  30-180  (x/L).  Urinalysis 
showed  3 to  5 white  blood  cells  per  high  power 
field.  Films  of  the  abdomen  (supine  and  upright) 
showed  a dilated  stomach  containing  food  and  an 
air  fluid  level.  The  small  and  large  bowel  were  uni- 
formly dilated  throughout  (Fig  1). 

The  clinical  impression  was  that  of  intestinal 
pseudo-obstruction  secondary  to  myotonic  dystro- 
phy exacerbated  by  administration  of  anti- 
cholinergic agents.  The  stomach  was  lavaged  with 
saline,  resulting  in  the  return  of  copious  amounts  of 
undigested  food.  She  was  managed  conservatively 
with  intravenous  fluids  and  nasogastric  suction. 

A subsequent  roentgenogram  of  the  abdomen  days 
later  showed  a normal  gastric  and  intestinal  gas  pat- 
tern. Diarrhea  was  not  present  on  this  hospitaliza- 


Texas  Medicine 


tion.  The  patient  still  complained  of  right  upper 
quadrant  pain  and  occasional  abdominal  distention. 
These  symptoms  responded  intermittently  to 
metoclopramide.  A single  contrast  barium  enema 
showed  a tortuous  colon  without  evidence  of 
obstruction.  Despite  four  days  of  vigorous  bowel 
preparation,  contrast  material  remained  in  the 
colon,  and  an  upper  gastrointestinal  series  was  not 
done.  Metoclopramide  was  prescribed,  and  the  pa- 
tient was  discharged  from  the  hospital. 

Discussion 

Intestinal  pseudo-obstruction  may  be  acute  or 
chronic.  The  acute  form  is  synonymous  with  ileus, 

I paralytic  ileus,  and  spastic  ileus  ( 1 ) and  has  multiple 
[causes  (Fig  2).  Chronic  intestinal  pseudo-obstruction 
is  classified  as  primary',  or  idiopathic,  in  which  no 
underlying  disorder  is  recognized  (1-3),  and  sec- 
jondaiy-.  Our  patient  provides  an  example  of  chronic 
intestinal  pseudo-obstruction  secondary  to  myo- 
' tonic  dystrophy.  Other  known  causes  of  secondary 
chronic  intestinal  pseudo-obstruction  were 
jdiscussed  extensively  by  Faulk  and  are  listed 
lin  Fig  3 (3). 

The  gastrointestinal  manifestations  of  muscular 
dystrophy,  of  which  myotonic  dystrophy  is  a subset, 

! have  been  discussed  and  reviewed  by  Novak  ( 4 ).  As 
our  patient  demonstrated,  myotonic  dystrophy  can 
: affect  the  gastrointestinal  tract  by  involving  the 
I skeletal  muscle  of  the  phary  nx  and  proximal  esopha- 
igus  and  the  smooth  muscle  of  the  remainder  of  the 
I gastrointestinal  tract  to  the  rectum.  The  result  is 
I decreased  motility  throughout  the  gastrointestinal 
I tract,  often  accompanied  by  obstructive  symptoms. 
Anal  sphincter  dynamics  are  also  abnormal  (4).  Fur- 
1 ther,  impaired  gallbladder  contractility  in  patients 
w4th  myotonic  dystrophy  may  contribute  to  an  in- 
:1  creased  occurrence  of  cholelithiasis  (4). 

The  precise  mechanisms  involved  in  intestinal 
t|  pseudo-obstruction  are  not  known.  Morphologic  ab- 
! normalities  of  both  smooth  muscle  and  ner\’es  have 
I been  described  (5-8).  In  some  patients,  however, 

I no  pathologic  lesions  can  be  demonstrated  ( 1 ),  im- 
plicating a potential  role  played  by  enteric  hor- 
' mones.  Clearly  there  is  loss  of  normal  propulsive 
[pattern  of  gastrointestinal  motility,  although  the 
I steps  involved  remain  a subject  of  speculation. 

I Although  patients  with  chronic  intestinal  pseudo- 
obstruction may  initially  appear  to  have  an  “acute 
I abdomen,”  a detailed  history  of  recurrent  abdominal 
i pain,  distention,  nausea,  vomiting,  diarrhea,  and 
I constipation  may  suggest  pseudo-obstruction.  In 
I fact,  diarrhea  is  a more  frequent  complaint  than 
constipation.  A family  history’  of  similar  problems  or 
a history  of  urinary  retention  may  also  suggest  the 
pseudo-obstruction  syndrome.  On  physical  exam- 
I ination  one  should  look  for  signs  of  systemic  disease 
i such  as  muscular  or  neurologic  diseases  or  connec- 


tive tissue  disorders.  Abdominal  distention  and  mal- 
nutrition may  be  predominant  findings,  but  one 
should  also  look  for  autonomic  dysfunction,  a gas- 
tric succussion  splash,  and  a palpable  bladder. 

The  laboratory  and  radiographic  evaluation  of  a 
patient  with  intestinal  pseudo-obstruction  is  that  of 
any  patient  who  presents  with  an  “acute  abdomen.” 
There  are  no  laboratory  tests  specific  for  pseudo- 
obstruction, and  chest  roentgenograms  and  plain 
abdominal  films  are  not  always  definitive.  In  pseudo- 
obstruction, free  air  in  the  peritoneal  cavity  may  be 
the  result  of  chronic  pneumatosis  intestinalis  and 
not  require  emergency  surgical  inter-vention  (2). 
Also  the  distended  loops  of  bow  el  against  the  di- 
aphragm may  give  a false  impression  of  “free  air.” 
Finally,  abnormalities  in  the  chest  roentgenogram, 
such  as  increased  heart  size  or  interstitial  lung  dis- 
ease, may  suggest  an  underlying  systemic  disease 
such  as  scleroderma. 

In  the  elective  setting,  evaluation  for  underlying 
systemic  disorders  should  continue  ( Fig  3 ).  Also 
complete  evaluation  of  the  gastrointestinal  tract  is 
necessary  to  confirm  the  clinical  impression  of 
pseudo-obstruction.  Barium  studies  may  show  that 
any  part  or  all  of  the  gastrointestinal  tract  is  involved. 
Findings  can  include  an  aperistaltic  esophagus,  de- 
layed gastric  emptying,  dilated  small  bowel,  colonic 
diverticula,  or  a dilated,  redundant  colon  with  loss 
of  haustra  ( 9 ).  Esophageal  manometiy  can  be  im- 
portant in  the  elective  evaluation  of  patients  with 
chronic  pseudo-obstruction  because  it  is  frequently 


1.  Admission 
abdominal  film 
showing  dilatation 
throughout  small  and 
large  bowel  and  a 
dilated  stomach 
containing  food 
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Pseudo  - obstruction 


2.  Etiology  of  acute  intestinal  pseudo-obstruction. 


Postoperative  states 

Peritonitis 

Sepsis 

Electrolyte  and  metabolic  disorders 
Retroperitoneal  disease 
Spinal  or  pelvic  fracture 

Major  medical  illness — myocardial  infarction,  renal  failure,  burns 
Acute  colonic  pseudo  obstruction 
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abnormal,  even  in  the  absence  of  symptoms  of 
esophageal  dysfunction  (10).  If  the  familial  form  of 
primary  chronic  intestinal  pseudo-obstruction  is 
considered,  evaluation  of  the  urinary  tract  should 
also  be  included. 

The  initial  dilemma,  of  course,  in  managing  pa- 
tients with  possible  pseudo-obstruction  is  whether 
there  is  mechanical  obstruction  that  may  require 
urgent  surgery.  Moreover,  patients  with  chronic  in- 
testinal pseudo-obstruction  and  multiple  abdominal 
surgeries  can  develop  adhesions  and  mechanical 
obstruction.  In  general,  however,  if  the  diagnosis  is 
pseudo-obstruction  without  mechanical  obstruc- 
tion, treatment  is  conservative  and  limited.  Naso- 
gastric suction  and  routine  intravenous  fluid 
management  are  helpful  initially.  If  the  diagnosis  is 
established,  cholinergic  agents  or  metoclopramide 
may  be  tried  but  are  not  predictably  beneficial  ( 1 ). 
High  caloric  diet  is  essential  in  the  malnourished 
patient,  and  parenteral  alimentation  is  sometimes 
required.  Colonoscopic  decompression  of  acute 
colonic  pseudo-obstruction  to  prevent  cecal  per 
foration  has  been  advocated  by  Bode  (11). 

In  the  elective  setting,  surgery  must  be  used  cau- 
tiously. Patients  with  the  idiopathic  variety  of  intes- 
tinal pseudo-obstruction  may  have  diffuse  involve- 
ment of  the  gastrointestinal  tract.  However,  such 

f.  SecOTUlary  causes  of  chronic  intestinal  pseudo-obstruction.* 

I.  Diseases  involving  the  intestinal  smooth  muscle 

A.  Collagen  vascular  disease 

1 . Scleroderma 

2.  Dermatomyositis/polymyositis 

3.  Systemic  lupus  erythematosus 

B.  Amyloidosis 

C.  Primary  muscle  disease 

1.  Myotonic  dystrophy 

2.  Progressive  muscular  dystrophy 

D.  Ceroidosis 

E.  Nontropical  sprue 

II.  Endocrine  disorders 

A.  Myxedema 

B.  Diabetes  mellitus 

C.  Hypoparathyroidism 

D.  Pheochromocytoma 

III.  Neurological  disease 

A.  Parkinson's  disease 

B.  Hirschsprung's  disease 

C.  Chagas'  disease 

D.  Familial  autonomic  dysfunction 

rv.  Pharmacological  causes 

A.  Phenothiazines 

B.  Tricyclic  antidepressants 

C.  Antiparkinsonian  medications 

D.  Ganglionic  blockers 

E.  Clonidine 

F.  Amanita  ( mushroom ) poisoning 

V.  Miscellaneous 

A.  Jejunoileal  bypass 

B.  Diverticulosis  (jejunal) 

C.  Psychosis 

D.  Cathartic  colon 


* From  Faulk  et  al  ( 3 ). 


patients  may  have  a dominant  pattern  of  clini- 
coanatomic  involvement  such  as  primarily  esopha- 
geal, gastroduodenal,  or  colonic  involvement. 
Therefore,  if  the  pseudo-obstruction  is  incapacitat- 
ing, palliative  surgery  directed  toward  the  dominant 
clinicoanatomic  pattern  may  be  helpful  (12).  Elec- 
tive surgery  is  contraindicated  when  the  dominant 
pattern  is  diffuse  small  intestinal  involvement. 

In  summary,  chronic  intestinal  pseudo-obstruction 
can  be  idiopathic  or  secondary  to  underlying  dis- 
ease. In  contrast  to  mechanical  obstruction,  pseudo- 
obstruction is  usually  treated  conservatively.  On  an 
elective  basis,  surgery  is  only  considered  when  the 
pseudo-obstruction  is  incapacitating  and  when  a 
dominant  clinicoanatomic  pattern  is  demonstrated. 

In  acute  colonic  pseudo-obstruction,  colonoscopic 
decompression  can  be  considered  as  a therapeutic 
alternative  to  prevent  cecal  perforation. 
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AIDS:  Current  status, 
future  problems 


The  acquired  immunodeficiency  syndrome  (AIDS) 
has  recently  shoum  a sharp  increase  in  incidence 
in  New  York  City  and  San  Francisco.  More  than 
1, 100  cases  have  been  reported  in  Texas.  A retro- 
virus, HTLV-IH/LAV  causes  a profound  abnormality 
ofT-helper  cell  function  and  also  affects  B cells, 
macrophages,  and  glial  cells.  The  result  is  in- 
creased susceptibility  to  opportunistic  infections 
and  malignancies.  Conventional  therapy  at  pres- 
ent is  largely  palliative;  many  investigations  of 
antiviral  and  immune  restorative  therapy  have 
begun. 


Since  the  first  description  of  a cluster  of  young 
male  homosexuals  with  Pneumocystis  carinii 
pneumonia  in  Los  Angeles  in  the  early  part  of 
;il981  (1-5),  almost  20,000  cases  of  the  acquired 
r, immune  deficiency  syndrome  (AIDS)  have  been  re- 
^ported  to  the  Centers  for  Disease  Control  ( CDC ). 
irhe  common  underlying  immunological  deficit  is 
Hone  of  a profound  quantitative  and  qualitative  dis- 
Ifruption  of  the  T helper  cells,  the  consequence  of 
which  is  an  inability  of  the  immune  system  to  func- 
tion in  a protective  role,  thus  making  the  patient 
Cmore  susceptible  to  a wide  variety  of  opportunistic 
iinfections  and  malignancies  (6— 15 ).  The  groups  at 
risk  of  acquiring  AIDS  are  homosexual  men  ( 73%  ), 
lintravenous  drug  abusers  ( 1 7%  ),  hemophiliacs 
( 1 % ),  recipients  of  blood  transfusions  ( 1 % ),  hetero- 
sexual contacts  of  these  groups  ( 2%  ),  and  a group 
described  as  “others,”  those  having  no  well 
established  high-risk  factor  ( 6%  ).  Recently  the 
CDC  removed  from  its  list  of  high  risk  groups  re- 
cent Haitian  immigrants.  There  are  also  some  278 
pediatric  cases,  the  majority  of  whom  belong  to 
families  in  which  one  or  both  of  the  parents  either 
ihave  AIDS  or  belong  to  a high-risk  group,  a small 
number  of  hemophiliacs,  and  children  having  re- 
;ceived  blood  transfusions  ( 16—19).  The  overall  cu- 
mulative mortality  of  AIDS  in  the  past  four  years  has 
been  51%.  However,  the  mortality  for  those  individ- 
uals diagnosed  more  than  two  years  ago  is  80% , and 
the  projected  five-year  mortality  from  the  disease 
approaches  100%. 

In  Texas,  at  the  end  of  April  1 986,  1,113  cases 
had  been  recorded  with  a 55%  mortality  rate; 
approximately  540  of  those  were  seen  in  Harris 
County  and  approximately  260  in  Dallas  County 
with  smaller  numbers  from  Bexar,  Tarrant,  and 
Travis  counties.  The  disease  is  now  worldwide, 
having  been  described  in  all  European  countries, 
most  South  American  countries,  Australia,  and  New 
Zealand,  and  with  scattered  reports  from  the  Far 
East  and  from  behind  the  Iron  Curtain.  One  of  the 
areas  of  the  world  in  which  AIDS  is  most  common 
is  Central  and  West  Central  Africa  with  rates  run- 


ning as  high  as  100  per  100,000  of  the  population  in 
countries  such  as  Zaire  and  Ruanda  Burundi.  In  con- 
tradistinction to  the  situation  in  America  where  the 
male-to-female  ratio  is  13;  1,  in  Zaire  and  Ruanda 
Burundi  the  ratio  approaches  1:1.  There  is  as  yet  no 
indication  whatever  that  the  epidemic  of  AIDS  is 
coming  to  an  end.  The  numbers  of  cases  continue 
to  double  every  year.  In  California,  where  it  is  esti- 
mated that  up  to  500,000  people  are  infected  with 
the  main  etiological  agent  (HTLV-III/LAV),  the  cur- 
rent estimate  is  that  within  two  to  five  years  up  to 

50.000  cases  will  have  occurred  unless  something 
can  be  done  to  arrest  the  process.  Each  of  these 
cases  may  cost  in  the  area  of  $100,000  to  $140,000 
a year  to  look  after.  In  Los  Angeles  County  alone 
the  Workers’  Compensation  bill  for  the  1 3,000  to 

20.000  cases  that  they  anticipate  will  come  to  over 
$2  billion. 

The  main  manifestations  of  AIDS  are  oppor- 
tunistic infections  and  rare  malignancies.  The  com- 
monest opportunistic  infection  is  Pneumocystis 
carinii  pneumonia,  but  others  that  are  seen  fre- 
quently include  toxoplasmosis,  cryptococcal  men- 
ingitis, histoplasmosis,  cryptosporidiosis,  wide- 
spread candidiasis,  herpetic  infections,  including 
cytomegalovirus,  pneumonitis,  enterocolitis,  and 
retinitis,  and  a host  of  other  bacterial,  fungal,  and 
protozoal  infections.  Since  the  immune  system  is  so 
crippled  by  the  disease,  host  defenses  against  these 
infectious  illnesses  are  virtually  totally  incapaci- 
tated. The  course  of  the  disease  may  be  atypical  in 
its  onset  and  presentation  and  often  very  rapid  in  its 
progression.  Relapses  are  frequent  and  idiosyncratic 
reactions,  particularly  to  the  sulfa  drugs,  are  ex 
tremely  common,  thus  rendering  treatment  even 
more  complicated  than  it  already  is. 

Kaposi’s  sarcoma  is  the  commonest  malignancy 
seen  in  AIDS.  It  has  been  estimated  that  during  the 
course  of  their  illness  30%  of  all  patients  with  AIDS 
will  have  Kaposi’s  sarcoma.  The  median  survival  pe- 
riod for  patients  with  uncomplicated  Kaposi’s  sar- 
coma is  approximately  20  months  after  diagnosis, 
whereas  the  median  survival  for  one  of  the  infec 
tious  complications,  with  or  without  Kaposi’s  sar- 
coma, is  about  nine  months.  Treatment  of  Kaposi’s 
sarcoma  has  been  relatively  successful  using  a wide 
variety  of  agents  such  as  alpha  interferon  and  low 
doses  of  single  agent  or  combination  chemotherapy 
or  even  combinations  of  alpha  interferon  with 
chemotherapy  (20-22). 

There  is  little  place  for  high-dose  chemotherapy 
or  radiation  apart  from  pure  palliation.  One  of  the 
great  dangers  of  high-dose  chemotherapy  is  the  in- 
creased susceptibility  of  the  subject  to  infection  as  a 
result  of  myelotoxicity.  New  modalities  and  com- 
binations of  modalities  for  the  treatment  of  Kaposi’s 
sarcoma  are  constantly  being  put  into  clinical  trials. 

From  a purely  therapeutic  point  of  view,  preven- 
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tion  is  the  most  interesting  and  the  most  obviously 
important  modality  in  AIDS,  and  to  that  end  a num- 
ber of  new  antiviral  drugs  and  immune  restorative 
agents  are  currently  under  investigation  worldwide. 
Although  such  agents  as  Azimexon,  IL-2  and  Imu- 
thiol,  etc  show  some  promise  of  improving  immune 
function  in  AIDS,  the  use  of  these  agents  in  the 
absence  of  an  effective  antiviral  is  somewhat  akin  to 
pouring  water  into  a bucket  with  a hole  in  its  bot- 
tom. Until  an  effective  antiviral  agent  can  be  made 
available,  all  attempts  at  immune  restoration  are 
likely  to  be  relatively  ineffective.  Currently  agents 
such  as  Suramin,  Ribavirin,  HPA  23,  Ansamycin, 
Foscarnate,  and  Compound  S are  under  intensive 
investigation  either  as  direct  inactivators  of  the 
retrovirus  HTLV-IIl/lAV  or  inhibitors  of  the  reverse 
transcriptase,  which  is  necessary'  for  viral  replica- 
tion. Currently  none  of  these  agents  has  been  found 
to  be  thoroughly  satisfactory,  particularly  because 
treatment  in  a disease  such  as  AIDS  will  have  to  be 
extremely  long-term  and  most,  if  not  all,  of  the 
agents  show  side  effects,  quite  apart  from  the  fact 
that  in  some  cases  their  efficacy  is  in  serious  doubt. 

Tfie  patients  in  whom  antiviral  and  immune  re- 
storative therapy  are  most  likely  to  be  effective  are 
those  in  the  early  stages  of  AIDS,  or  what  is  now 
called  the  AlDS-related  complex  (ARC).  Tfiese  are 
individuals  without  CDC-defined  AIDS  (ie,  patients 
without  opportunistic  infections  and  malignancies 
who  nevertheless  show  evidence  of  HTLV-lII/IAV 
infection  with  positive  antibody  levels  and  positive 
cultures  and  who  have  a wide  variety  of  insidious 
symptoms  such  as  fever,  weight  loss,  diarrhea, 
lymphadenopathy,  fatigue,  and  night  sweats  with  ac- 
companying immunological  abnormalities ).  In  a se- 
rial study  conducted  at  this  institute,  it  has  been 
clearly  shown  that  there  is  a progressive  and  re- 
lentless decline  in  immune  function  as  a patient’s 
symptoms  worsen.  Even  in  symptom-free  individu- 
als in  the  high-risk  groups,  a definite  degree  of  im- 
munological abnormality  can  be  documented.  It  is 
in  these  patients  in  the  early  stages  of  their  disease 
that  the  most  hope  for  preventive  measures  exists. 

In  1983,  workers  at  the  Institut  Pasteur  in  Paris 
(23)  isolated  a virus,  which  they  called  lymph- 
adenopathy virus,  or  LAV,  from  the  lymph  nodes  of 
an  affected  individual.  Almost  exactly  a year  later, 
this  discovery  was  confirmed  by  Gallo  et  al  (24-28), 
and  the  virus  thus  discovered  was  named  human 
T-cell  lymphotrophic  virus  type  III  (HTLV-III).  A 
similar  virus  has  also  been  discovered  in  San 
Francisco  and  is  named  AIDS-related-virus  (ARV). 
This  virus,  all  isolates  of  which  are  identical  with 
minor  but  perhaps  extremely  important  changes,  is 
a member  of  the  Lente  virinae  group,  akin  to  those 
that  cause  kuru  in  man  and  scrapie  in  sheep.  It, 
in  fact,  has  very  little  relationship  to  HTLV-I  and 
FITLV-Il.  Other  similar  viruses  include  equine  in- 


fectious anemia  virus,  visna,  and  the  agent  that 
causes  kuru.  The  specific  and  hosts  for  HTLV-III/IAV 
are  the  T-helper  (OKT4)  cell,  B cells,  macrophages, 
and  glial  cells.  Once  the  helper  T-cell  has  been 
infected,  the  effects  on  the  immune  system  are 
somewhat  similar  to  those  that  would  be  seen  in  a 
symphony  orchestra  suddenly  deprived  of  its  con- 
ductor. The  entire  concerted  function  of  the  im- 
mune system  fails  and  the  effects  are  seen  not  only 
in  the  T-cell  system,  but  also  in  the  B-cell  and 
macrophage  systems.  The  effects  are  quantitative  in 
the  sense  that  elements  of  the  cell  system  are  actu- 
ally removed  or  killed,  but  also  qualitative  in  that 
those  that  remain  and  those  in  the  process  of  dying 
lose  their  function;  thus  a large  number  of  immune 
abnormalities  can  be  measured.  One  very  serious 
consequence  of  HTLV-III  infection  is  its  effects  on 
the  central  nervous  system,  which  result  in  a wide 
variety  of  psychological  and  neurological  defects 
often  seen  ver>'  early  in  the  course  of  the  disease. 
There  is  no  effective  marker  substance  for  AIDS, 
although  a number  of  serum  or  blood  constituents 
have  been  found  to  be  altered,  such  as  beta-2-micro- 
globulin,  lysozyme,  thymosin  alpha  1,  etc.  There  is 
no  unique  test  that  is  specific  for  AIDS.  Even  a level 
of  circulating  antibody  against  HTLV-III  is  not  diag- 
nostic of  AIDS;  it  is  simply  diagnostic  of  the  fact  that 
the  individual  has  come  in  contact  with  the  virus. 
Current  estimates  are  that  well  over  1,000,000  indi- 
viduals in  the  United  States  ( this  is  probably  a con- 
siderable underestimate ) are  infected  by  this  virus 
already  and  that  at  least  25%  of  these  individuals 
will  ultimately  develop  the  overt  disease.  Because  of 
minor  differences  in  the  envelope  proteins  of  the 
virus,  the  likelihood  of  developing  a truly  effective 
vaccine  in  the  near  future  is  extremely  low  and  this 
would,  in  any  case,  only  benefit  those  individuals 
who  are  not  already  infected. 

Quite  apart  from  the  virus  that  has  been  isolated, 
there  are  a number  of  other  cofactors  that  almost 
certainly  have  considerable  bearing  on  the  etiology 
of  the  disease.  These  are  such  things  as  a history  of 
sexually  transmitted  diseases,  drug  taking  (both 
street  drugs  and  prescribed  drugs),  nutritional  fac- 
tors, certain  lifesty  le  attributes  of  the  homosexual 
male,  infections  by  other  viruses,  particularly  herpes 
viruses,  such  as  cytomegalovirus,  EBV,  herpes 
simplex  virus,  and  a variety  of  other  factors.  These 
so-called  cofactors  are  of  particular  importance 
since  in  many  instances  they  are  avoidable  risks, 
therefore  making  the  possibility  of  prevention  of  the 
disease  by  behavior  modification  much  more  likely 
if  more  attention  were  paid  to  this  (29-34).  It 
seems  likely  that  elimination  of  HTLV-III,  at  least  in 
the  short  term,  is  not  feasible;  therefore  more  atten- 
tion should  be  paid  to  these  cofactors. 

In  summary',  therefore,  AIDS  is  a devastating  dis- 
ease which  has  arrived  in  our  midst  possibly  from  a 
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source  in  West  Central  Africa  in  the  relatively  re- 
cent past.  It  now  affects  not  only  large  numbers  of 
people  in  the  already  identified  high-risk  groups,  but 
is  gradually  moving  into  the  heterosexual  popula- 
tion as  well.  Although  the  number  of  people  af- 
fected in  this  latter  group  is  currently  rather  small, 
there  seems  every  likelihood  that  the  number  will 
increase,  although  perhaps  not  as  rapidly  as  was 
seen  in  the  homosexual  and  bisexual  group.  It  is 
therefore  of  extreme  importance  to  pay  attention  to 
those  risk  factors  that  are  avoidable  and  preventable 
since  the  prospect  for  a vaccine  against  HTLV/LAV  is 
relatively  poor  at  present.  So  far  as  treatment  is  con- 
icerned,  standard  treatments  for  the  opportunistic 
jinfections  and  malignancies  are  effective  in  the 
Jshort  term,  although  the  long-term  outlook  is  ex- 
Itremely  grave  for  these  patients.  Current  research 
I into  antiviral  and  immune  restorative  regimens  and 
combinations  of  those  two  gives  some  encourage- 
ment. Once  the  virus  can  be  eliminated,  the  im- 
mune system  may  return  to  normal,  thus  preventing 
I the  occurrence  of  lethal  complications. 
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The  Galveston 
quarantine  stations, 
1853-1950 


Galveston,  during  the  19th  century,  was  the  com- 
mercial and  shipping  center  of  Texas.  It  was  also 
the  site  of  numerous  epidemics,  particularly  yel- 
low fever.  In  an  effort  to  control  the  spread  of 
disease  from  other  ports,  the  city  erected  its  first 
quarantine  station  in  1853-  For  almost  100  years 
Galveston  quarantine  stations  carried  out  the  mis 
sion  of  protecting  the  citizens  of  Texas  from  con- 
tagious disease. 


Though  the  origins  of  maritime  quarantine 

date  back  to  the  mid- 1 4th  century,  its  estab- 
lishment was  never  popular.  Quarantining 
ships  disrupted  travel  and  commerce,  and  physi- 
cians disagreed  about  the  effects  of  such  quaran- 
tines on  the  outcome  of  epidemics.  The  effective- 
ness of  quarantine  could  not  be  scientifically  proven 
until  the  germ  theory  of  disease  was  accepted. 

When  the  first  maritime  quarantine  was  instituted 
in  the  new  Republic  of  Texas  by  the  city  of  Gal- 
veston in  1839,  it  was  not  surprising  that  Houston 
business  interests  complained  bitterly.  The  editor  of 
the  Houston  Telegraph  and  Texas  Register  chided 
the  Galveston  authorities  for  disrupting  commerce 
with  a quarantine  that  did  “no  earthly  good  in  pre- 
venting disease”  ( 1 ). 

Contagious  diseases  were  always  present  in  Gal- 
veston. Yellow  fever  epidemics  were  unusually 
frightening.  In  1850  and  again  in  1853,  city  officials 
adopted  quarantine  regulations.  The  latter  provided 
S3, 000  for  construction  of  a city  quarantine  station, 
which  was  built  at  the  “Point,”  on  the  east  end  of 
Galveston  Island  ( 2 ). 

During  the  latter  half  of  the  19th  century,  Gal- 
veston grew  into  the  most  populous  city  in  Texas, 
the  state’s  largest  seaport,  and  a commercial  center 
for  a huge  inland  market.  Galveston  merchants,  in- 
tent on  regaining  lost  income  caused  by  the  Civil 
War,  opposed  maritime  quarantines  during  the  yel- 
low fever  season.  But,  the  severity  of  the  yellow 
fever  epidemic  of  1867  caused  citizens  to  reex- 
amine their  opposition  (3).  More  than  1,100  deaths 
had  occurred  during  that  epidemic.  A maritime 
quarantine  was  instituted  during  the  yellow  fever 
season  of  1868,  and  seasonal  quarantines  were  spo- 
radically adopted  during  subsequent  years  (4). 

Built  in  1870,  the  second  quarantine  station  was 
destroyed  by  a hurricane  in  1875.  This  storm  also 
took  the  lives  of  the  quarantine  officer.  Dr  George 
W.  Peete,  and  his  grandson  ( Fig  1 ).  A temporary 
station  was  erected  in  1876. 

To  establish  more  coordination  throughout  Texas, 
the  legislature  adopted  statewide  regulations  in 
1879.  The  governor  was  authorized  to  dissolve  local 
quarantines  if  necessary.  Also  included  in  this  legis- 
lation was  an  appropriation  of  812,500  for  new  sta- 


tions at  Sabine  Pass,  Pass  Cavallo,  Aransas  Pass, 
Brazos  Santiago,  and  Galveston. 

Galveston’s  station  was  built  that  same  year.  In 
1885,  it  was  replaced  by  a state-operated  station 
( 5 ).  This  one  included  a steam  tug  with  hot  air 
chambers  and  “modern  appliances”  for  ship  and 
cargo  disinfection,  a disinfecting  warehouse,  and  a 
station  house  (6). 

Ships  arriving  from  supposedly  infected  ports 
were  anchored  several  miles  from  the  station  house. 
The  quarantine  officer  inspected  each  ship  to  deter- 
mine whether  infected  persons  were  on  board.  If  so, 
that  ship  was  not  allowed  into  port,  and  it  was  sent 
to  the  Ship  Island  Refuge  Station  at  the  mouth  of  the 
Mississippi  River.  If  the  ship  had  come  from  an  in- 
fected port,  but  there  were  no  sick  persons  aboard, 
a 20-day  quarantine  was  imposed.  During  that  time, 
the  ship’s  cargo  could  be  transferred  to  lighters  and 
brought  to  the  disinfecting  warehouse.  The  ship  was 
then  disinfected  with  a bichloride  of  mercury  solu- 
tion followed  by  fumigation  with  sulfur  dioxide  gas. 
During  the  May  to  November  season  of  1 884,  for 
example,  Galveston’s  quarantine  officer  inspected 
939  ships  and  placed  17  in  20-day  quarantines  (6). 

In  1892,  815,000  of  state  funds  were  used  to  con- 
struct a new  station  on  ten  acres  of  Pelican  Spit.  It 
was  believed  that  this  location,  north  of  the  Gal- 
veston ship  channel,  would  protect  the  station  from 
urban  encroachment  and  the  city  from  possible  in- 
fection (7).  Nevertheless,  an  inspector  for  the  Mari- 
time Hospital  Service  of  the  United  States  com- 
plained that  the  “disinfecting  station  appears  to  be 
in  too  close  proximity  to  the  city”  (8). 

This  station  was  badly  damaged  in  the  hurricane 
that  devastated  Galveston  in  1900.  In  1902,  the 
state  decided  to  build  a new  station  with  a “floating 
fumigating  plant”  ( 9 ).  The  Pelican  Spit  location  was 
abandoned,  and  the  new  building  was  constructed 
at  the  site  of  the  former  station  on  Galveston  Island 
(10). 

In  June  1 906,  the  federal  government  offered  to 
purchase  local  stations  as  part  of  its  effort  to  estab- 
lish a uniform  quarantine  system  for  the  nation  ( Fig 
2 ).  Galveston’s  city  physician,  Dr  Charles  W.  True- 
heart,  favored  such  a sale.  If  the  state  did  not  sell 
the  station  in  Galveston,  he  feared,  federal  authori- 
ties would  not  fill  the  area  enclosed  by  the  new  sea- 
wall extension  at  the  east  end  of  the  island.  Others 
opposed  the  sale,  arguing  that  the  federal  regulation 
of  quarantine  was  an  unconstitutional  violation  of 
state  rights  (11).  Extensive  negotiations  and  vig- 
orous controversies  ensued. 

A site  visit  occurred  on  Feb  15,  1907.  The  inspec- 
tion party  consisted  of  the  public  health  committee 
of  the  Texas  Senate  and  House,  members  of  the  ap- 
propriation committees,  and  the  state  health  officer. 
They  visited  the  stations  in  Sabine  Pass  and  Gal- 
veston and  recommended  that  the  state  sell  them 
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and  allow  federal  authorities  to  conduct  all  quaran- 
tine activities  in  Texas  (12). 

Recognizing  that  this  would  probably  happen, 
Galveston  businessmen  opposed  the  location  of  a 
federal  station  on  the  island  but  favored  the  location 
of  one  on  Pelican  Spit  ( Fig  3 )•  The  federal  govern- 
ment had  allocated  $500,000  for  construction  of 
four  stations  on  the  Gulf  of  Mexico,  and  three  sites 
had  been  identified:  Dry  Tortugas,  Mobile,  and  New 
Orleans.  Galveston  businessmen  feared  that  only  an 
observation  station,  not  a full  quarantine  station, 
would  be  built  in  Galveston.  Representing  these 
men,  Walter  Gresham  traveled  to  Washington  in 
July  of  1907,  and  personally  pleaded  with  the  sur- 
geon general  to  construct  the  fourth  quarantine  sta- 
tion on  Pelican  Spit. 

It  was  not  until  December  of  1909  that  a board  of 
the  Public  Health  and  Marine  Hospital  Service  of  the 
United  States  selected  approximately  three  acres  on 
Pelican  Spit  as  the  location  for  a new  federal  quaran- 
tine station.  Construction  of  the  buildings  began  in 
1911  and  was  virtually  completed  by  late  1912  (Fig 
4 ).  During  the  following  two  years,  water  and  sew- 
age systems  were  installed,  and  electric  and  tele- 
phone connections  were  made  with  the  city  of  Gal- 
veston. The  station’s  ten  buildings  were  formally 


opened  on  July  19,  1915(13). 

The  state,  however,  continued  to  maintain  a qua- 
rantine station  across  the  ship  channel  on  Galveston 
Island.  Unlike  the  federal  station,  this  one  collected 
fees  for  inspection  and  fumigation.  Such  fees 
amounted  to  a tax  on  shipping  that  made  the  port  of 
Galveston  less  attractive  to  shippers.  Galveston 
businessmen  persistently  urged  Texas  legislators  to 
transfer  the  state  station  to  the  federal  government. 
Finally,  this  was  done,  and  on  Sept  1,  1919,  the 
United  States  Bureau  of  the  Public  Health  Service 
took  charge  of  all  quarantine  activities  in  Galveston 
(14)  (Fig  5). 

During  the  1930s,  the  responsibilities  of  the  fed- 
eral quarantine  stations  were  expanded  to  include 
the  inspection  of  plants,  birds,  and  even  shaving 
brushes.  In  1931,  officials  at  the  station  in  Galveston 
inspected  711  vessels  and  examined  27,688  pas- 
sengers and  seamen  (15).  In  1939,  917  vessels  were 
inspected  and  36,943  persons  were  examined  (16). 
By  the  middle  of  the  20th  century,  though,  effective 
sanitation  practices  and  antimicrobial  drugs  had  vir- 
tually eliminated  the  need  for  maritime  quarantine 
surveillance. 

The  quarantine  station  built  on  Pelican  Spit  in 
1915  served  the  health  needs  of  Texans  and  others 


I.  Dr  George  W.  Peete 
and  his  family  at  the 
Galveston  Quarantine 
Station,  c 1875. 

( Courtesy  The 
Rosenberg  Library, 
Galveston  ). 
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2.  The  State 
Quarantine  Station  at 
Galveston  and  the 
quarantine  boat, 
Maydelle,  c 1910. 
(Courtesy  The 
Rosenberg  Library, 
Galveston). 


3.  The  State 
Quarantine  Station  at 
Galveston,  c 1910. 
(Courtesy  The 
Rosenberg  Library, 
Galveston  ). 
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4 The  USPS  Galveston 
Quarantine  Station,  c 
1935.  (Courtesy  The 
Rosenberg  Library, 
Galveston. 


5.  Location  of 
Galveston  Quarantine 
Stations,  1915. 
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until  it  was  closed  in  1950.  The  decaying  buildings 
of  this  station  remained  for  another  22  years,  until 
they  were  demolished  in  1 972  so  that  the  city  of 
Galveston  could  build  a park  on  the  site. 

REFERENCES 

1 . Houston  Telegraph  and  Texas  Register,  Sept  4, 

1839. 

2.  Callaway  JM:  On  the  history  of  quarantine  and  its 
effectiveness.  Tex  MedJ  1(6):  202,  1873. 

3.  Speer  JB  Jr:  Pestilence  and  progress:  health  reform 
in  Galveston  and  Houston  during  the  19th  century.  The 
Houston  Rev  2(3):  131,  1980. 

4.  Headline:  Mayor’s  Proclamation,  Flake’s  Bulletin, 
June  28,  1868. 

5.  Rutherford  R:  History  of  quarantine  in  the  State  of 
Texas  from  1878  to  1888.  Public  Health  Papers  and  Rep 
14.132,  1889. 

6.  Rauch  JH:  Coast  defences  against  Asiatic  cholera. 
Public  Health  Papers  and  Rep  11:151-152,  1885. 

7.  The  new  quarantine  station  at  Galveston.  Tex  Sani- 
tarian 2(1):489,  1893. 

8.  Sawtelle  HW:  Rep)ort  of  inspection  of  local  quaran- 
tines. Ann  Rep  of  the  Supervising  Surgeon-General  of  the 
Maritime  Hospital  Service  of  the  US,  Washington,  p 885, 
1896. 

9.  Headline:  Question  of  title — United  States  Claims 
Texas  is  trespassing  in  the  matter  of  state  quarantine  site, 
Galveston  Daily  News,  May  3,  1902. 

10.  Headline:  State  May  Sell — The  State  Quarantine  Sta- 
tion May  be  Sold  to  United  States  for  Federal  Quarantine, 
Jan  29,  1907. 

1 1 . Federal  Control — New  Quarantine  Laws  Would 
Probably  Do  Away  With  the  State  Quarantine,  Feb  9,  1907. 

1 2.  Quarantine  stations  inspected.  Tex  J Med 
2(11).  290,  1907. 

1 3.  Annual  Rejxjrt  of  the  Surgeon  General  of  the  Public 
Health  Service  of  the  United  States  for  the  Fiscal  Year 
1916.  US  Treasury  Department,  Bureau  of  the  Public 
Health  Service,  Washington,  1916,  pp  130—131. 

14.  Quarantine  merger.  Tex  Med  J 15(6):226,  1919. 

1 5.  Annual  Report  of  the  Surgeon  General  of  the  Public 
Health  Service  of  the  United  States  for  the  Fiscal  Year 
1931.  US  Treasury  Department,  Bureau  of  the  Public 
Health  Service,  Washington,  1931,  p 146. 

1 6.  Annual  Report  of  the  Surgeon  General  of  the  Ihiblic 
Health  Service  of  the  United  States  for  the  Fiscal  Year 
1939.  US  Treasury  Department,  Bureau  of  the  Public 
Health  Service,  Washington,  1939,  p 90. 


Texas  Medicine 


For  your  information:  This  is  your  calendar  of  work- 
shops and  seminars  sponsored  by  the  Texas  Medical 
Association  for  the  remainder  of  1986. 

Keep  this  in  a convenient  place  for  easy  refer- 
ence. Tack  it  to  your  bulletin  board!  Please  feel  free 
to  contact  us  when  you  have  questions.  TMA  Depart- 
ment of  Medical  Staff  and  Practice  Management, 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701, 
512/477-6704,  ext.  262. 

All  workshop  registration  information  will  be 
mailed  approximately  six  weeks  prior  to  the 
scheduled  time  for  each  series. 

Improving  Third-Party  Reimbursement  for  You 
and  Your  Patients  is  a half-day  workshop  designed 
to  help  physicians  and  their  staffs  establish  in-office 
systems  to  obtain  appropriate  third-party  reimburse- 
ment (especially  Medicare/Medicaid).  Faculty  for  this 
series  is  Harold  Whittington  & Associates,  Dallas. 
Registration  fee:  TMA  member,  $70;  non-member, 
$95. 

Introduction  to  Insurance  Claims  Preparation  and 
Coding  is  a half-day  workshop  that  focuses  on  the 
“how-to’s”  of  insurance  claims  preparation  and  coding 
with  special  emphasis  on  medical,  surgical,  and  diag- 
nostic coding.  Faculty  for  the  workshop  is  Harold 
Whittington  & Associates,  Dallas.  Registration  fee: 
TMA  member,  $70;  non-member,  $95. 

Practice  Management  Series  includes  workshops 
designed  for  the  physician  who  has  been  in  practice  a 
few  years  and  the  entire  medical  office  staff.  The 
workshops  address  topics  such  as  collections,  patient 
flow,  personnel,  and  computers.  Faculty  for  this  series 
is  Conomikes  Associates,  Inc.,  Marina  del  Rey,  Cali- 
fornia. Registration  fee:  TMA  member,  $70;  non- 
member, $95  (half-day  workshops);  TMA  member, 
$110;  non-member,  $145  (full-day  workshop). 


Glossary  for  Practice  Management  Series: 

collections  Better  Collections,  Billing  and 

Insurance  Methods  (half-day) 
patient  flow  Reception  and  Patient  Flow 
Techniques  (half-day) 

personnel  mgmt.  Personnel  Management  Techniques 
(half-day) 

computers  Use  of  Computers  in  Medical 

Practice  (full-day) 

Personal  Income  and  Estate  Tax  Planning  is  a two- 
day  seminar  for  physicians  and  spouses  to  help  them 
understand  the  fundamentals  of  tax  planning  and  why 
prudent  planning  and  management  are  so  important. 
Faculty  for  this  series  is  Mr.  Robert  Jorrie,  San  An- 
tonio, a practicing  tax  attorney,  consultant,  and  tax 
planner.  Registration  fee:  TMA  member,  $200;  non- 
member, $250.  (No  additional  cost  for  spouse  if  physi- 
cian attends.) 

Gearing  Up  for  Retirement  is  a one-and-one-half 
day  seminar  designed  to  assist  physicians  and  their 
spouses  in  planning  for  a successful  retirement.  Fac- 
ulty for  this  series  includes  speakers  from  the  Ameri- 
can Medical  Association,  legal  consultants,  and 
financial  experts.  Registration  fee:  TMA  member, 
$196;  non-member,  $234.  (No  additional  cost  for 
spouse  if  physician  attends.) 

Increasing  Your  Net  Worth  Through  Financial, 
Pension,  and  Investment  Planning  is  a one-day 
seminar  designed  to  acquaint  physicians  with  tech- 
niques available  under  current  law  to  establish  the 
most  effective  business  structure  for  their  medical 
practice  to  minimize  federal  income  tax  liability,  in- 
crease net  worth,  and  create  additional  funds  for 
practice  development  and  growth.  This  seminar  is 
conducted  by  Glazer,  Suellentrop,  and  Associates, 

Inc.,  Dallas.  Registration  fee:  TMA  member,  $160; 
non-member,  $200.  (No  additional  cost  for  spouse  if 
physician  attends.) 


Other  Workshops  and  Seminars  are  being  devel- 
oped for  offering  by  TMA  later  this  year.  Each  work- 
shop or  seminar  will  be  preceded  by  a special 
brochure  announcing  the  program  and  schedule  of 
offerings. 


1986  Calendar 

of  workshops  sponsored  by  the 
Texas  Medical  Association 


1986  Workshop  schedule  by  series 


Workshop  Series 

Date 

City 

Improving  Third-Party  Reimbursement  for  You  and  Your  Patients 

September  3 (pm) 

Lubbock 

(Harold  Whittington  & Associates) 

September  4 (pm) 

Dallas 

September  23  (pm) 

El  Paso 

September  25  (pm) 

San  Antonio 

September  26  (pm) 

Houston 

September  30  (pm) 

Midland 

Introduction  to  Insurance  Claims  Preparation  and 

July  1 Amarillo 

Coding  (Harold  Whittington  & Associates) 

July  2 Wichita  Falls 

July  3 Tyler 

July  15  Austin 

July  16  Waco 

July  17  Abilene 

July  29  Beaumont 

July  30  Corpus  Christ! 

July  31  McAllen 

September  3 (am) 

Lubbock 

September  4 (am) 

Dallas 

September  23  (am) 

El  Paso 

September  25  (am) 

San  Antonio 

September  26  (am) 

Houston 

Practice  Management  Series 

(Conomikes  Associates,  Inc.) 

September  30  (am) 

Midland 

collections,  patient  flow,  personnel  mgmt. 

June  3-4 

Amarillo 

collections,  patient  flow,  computers 

June  5-6 

Dallas 

collections,  patient  flow,  personnel  mgmt. 

June  17-18 

El  Paso 

collections,  patient  flow,  personnel  mgmt. 

June  19-20 

San  Antonio 

collections,  patient  flow,  computers 

June  24-25 

Houston 

collections,  patient  flow,  computers 

June  26-27 

Austin 

collections,  patient  flow,  personnel  mgmt. 

October  2-3 

Houston 

collections,  patient  flow,  computers 

October  7-8 

San  Antonio 

collections,  patient  flow,  personnel  mgmt. 

October  9-10 

Austin 

collections,  patient  flow,  personnel  mgmt. 

October  14-15 

Odessa 

collections,  patient  flow,  personnel  mgmt. 

October  16-17 

Dallas 

Personal  Income  and  Estate  Tax  Planning 

(Robert  Jorrie) 

November  8-9 

Houston 

Gearing  Up  for  Retirement 

(AMA,  Legal  and  Financial  Consultants) 

October  24-26 

Dallas 

Increasing  Your  Net  Worth 

September  6 

El  Paso 

(Glazer,  Suellentrop,  and  Associates,  Inc.) 

(tentative) 

September  27 

Dallas 
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Olinical  Abstracts 


Clinical  abstracts  are  selected  from  current  reviews  in  100 
internationally  recognized  journals  received  by  the  TMA  Me- 
morial Library  each  month. 

Health  effects  of  work  at  waste  water  treatment  plants;  a 
review  of  the  literature  with  guidelines  for  medical  sur- 
veillance. Robert  J.  McCunney,  MD,  MPH.  Alan  R.  Liss,  Inc, 
American  Journal  of  Industrial  Medicine,  vol  9,  1986,  pp 
271-279. 

Potential  health  hazards  associated  with  work  at  waste  water 
treatment  plants  include  bacteria,  viruses,  and  protozoa  in  do- 
mestic waste  and  heavy  metals  and  other  hazardous  substances 
in  industrial  wastes.  The  primary  exposure  route  for  hazardous 
material  is  through  inhalation  of  aerosols  generated  in  the  sec- 
ondary phase  of  water  treatment  that  contain  pathogenic  orga- 
nisms. Although  few  epidemiological  studies  have  investigated 
the  health  of  waste  water  treatment  facility  workers,  hazards 
noted  have  been  limited  to  acute,  self-limited  gastrointestinal 
illnesses.  Due  to  the  potential  for  long  term  or  subtle  adverse 
health  effects,  a medical  surveillance  program  is  proposed  that 
includes  attention  to  infectious  diseases,  such  as  hepatitis  and 
to  illness/absenteeism  records. 


Cytoskeletal  protein  abnormalities  in  neurodegenerative 
diseases.  James  E.  Goldman,  MD,  PhD,  and  Shu-Hui  Yen,  PhD. 
Little,  Brown  and  Company,  Awwa/s  of  Neurology,  vol  19, 

1986,  pp  209-223. 

: The  nervous  system  is  a rich  source  of  filamentous  proteins 
that  assume  critical  roles  in  detemining  and  maintaining  neu- 
I ronal  form  and  function.  Neurons  contain  three  major  classes 
of  these  cytoskeletal  organelles:  microtubules,  intermediate 
filaments,  and  microfilaments.  They  also  contain  a variety  of 
proteins  that  organize  them  and  serve  to  connect  them  with 
: each  other.  Such  major  neurodegenerative  diseases  as  Alzhei- 
mer’s disease,  Parkinson’s  disease,  and  amyotrophic  lateral  scle- 
I rosis,  as  well  as  a variety  of  toxic  neuropathies,  are 
I characterized  pathologically  by  intraneuronal  filamentous  in- 
clusions. Recent  studies  using  biochemical  and  immunocyto- 
chemical  techniques  have  established  that  these  abnormalities 
j represent  disorganized  states  of  the  neuronal  cytoskeleton  and 
I have  determined  some  of  the  specific  molecular  constituents 
of  these  inclusions.  This  knowledge  has  led  to  new  ways  of 
1 thinking  about  their  origins. 

Ovarian  cancer  in  the  elderly:  an  analysis  of  Surveil- 
lance, Epidemiology,  and  End  Results  Program  data. 

I Rosemary  Yancik,  PhD;  Lynn  Gloeckler  Ries,  MS;  and  Jerome  W. 
' Yates,  MD,  MPH.  The  C.V.  Mosby  Company,  A wer/c«n  Journal 
of  Obstetrics  and  Gynecology,  vol  154,  1986,  pp  639-647. 

With  use  of  a unique  data  set  from  the  Surveillance,  Epidemiol- 
ogy, and  End  Results  Program  of  the  National  Cancer  Institute 
for  1 1,062  women  diagnosed  with  ovarian  cancer  from  1973 


to  1982,  this  study  focuses  on  the  impact  of  old  age  on  this 
malignancy.  Aspects  of  ovarian  cancer  as  it  pertains  especially 
to  elderly  women  (those  65  years  or  older)  are  examined  ac- 
cording to  age/stage  relationships  at  initial  diagnosis  and  age 
variations  in  treatment  and  survival.  Elderly  women  are  more 
likely  than  younger  women  to  be  in  advanced  stages  of  ovarian 
cancer  at  initial  diagnosis,  and  they  constitute  about  42%  of 
this  group.  In  the  stage-unknown  category,  more  than  50%  are 
65  years  or  older.  Data  suggest  that  elderly  women  are  treated 
more  conservatively  than  younger  patients.  The  National  Can- 
cer Institute  data  also  illustrate  the  increased  preference  to 
treat  this  neoplasm  with  surgical  procedures  and  chemother- 
apy rather  than  surgical  procedures  and  radiation.  For  Stages 
III  and  rv  disease,  five-year  relative  survival  rates  for  elderly 
women  are  almost  one  half  of  the  rate  observed  for  women 
under  65.  Although  the  prognosis  of  patients  with  advanced 
ovarian  tumors  is  poor  for  all,  it  is  even  worse  as  age  progresses. 

AIDS-related  lymphomas:  evaluation  by  abdominal  CT. 

David  A.  Nyberg,  MD;  R.  Brooke  Jeffrey  Jr,  MD;  Michael  P. 
Federle,  MD,  et  al.  The  Radiological  Society  of  North  America, 
Radiology,  vol  159,  1986,  pp  59-63. 

Recent  evidence  indicates  that  individuals  with  acquired  im- 
munodeficiency syndrome  (AIDS)  or  those  at  high  risk  for 
AIDS  have  an  increased  occurrence  of  lymphoma.  AIDS-related 
lymphomas  (ARLs)  often  present  with  an  advanced  stage  of 
disease  and  highly  malignant  histologic  subtypes.  This  study 
reviewed  the  abdominal  computed  tomographic  (CT)  findings 
in  29  patients  with  ARL,  including  ten  with  Hodgkin’s  disease 
(HD)  and  19  with  non-Hodgkin  lymphoma  (NHL).  Focal 
splenic  and  hepatic  involvement  was  more  common  in  both 
AIDS-related  HD  ( 10%  ) and  NHL  ( 26%  ) than  reported  in  the 
non-AIDS  population.  In  addition,  mesenteric  lymphadenopa- 
thy  was  demonstrated  in  20%  of  patients  with  AIDS-related 
HD,  compared  with  less  than  5%  in  non-AIDS  patients.  In  this 
series,  patients  with  NHL  had  pelvic  nodal  masses  in  37% , 
bowel  involvement  in  26%,  and  renal  lesions  in  11%.  The  au- 
thors conclude  that  ARLs  are  highly  aggressive  neoplasms  that 
often  present  with  atypical  features  compared  with  lymphomas 
in  other  patients.  Potential  problems  in  the  CT  interpretation 
of  ARI.  for  homosexual  men  are  discussed. 
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PAID  ADVERTISEMENT 


The  Texas  Medical  Association 
endorsed  I.C.  System’s  collection 
program  on  February  7,  1983 

Already,  over  2,700  member  practices  are 
enrolled  and  have  recovered  some 
$8.3  million  in  overdue  receivables. 


I.C.  System  is  endorsed  as  a responsible  alternative  for  members  who  need  help 
keeping  their  receivables  under  control.  All  collection  practices  are  legal,  ethical 
and  professional.  The  objective  is  to  collect  without  harming  the  doctor  patient 
relationship.  That’s  important. 

In  these  economic  times  you  need  a collection  program  you  can  turn  to  in 
confidence.  Consider  I.C.  System.  Return  this  form.  The  system  is  endorsed  by 
the  Association.  The  System  Works! 


Tell  me  more  about  this  program  endorsed  by  the 
Texas  Medical  Association. 

Practice  

Address  

City State Zip 

Phone 


Send  to  I.  C.  System,  Inc. 

12710  Research  Blvd.,  Suite  200 
Austin,  Texas  78759 
512/250-9720 
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Introducing 


The  standout. 


© 1985  Ayerst  Laboratories 


. Once-dally  . ^ 

InderideLA 


The  world's  leading  beta  blocker 
and  diuretic-foronce-dally 
convenience  without  compromise 


When  selecting  other  once-daily  agents,  physicians  may  have  to  compromise 
either  their  choice  of  beta  blocker  or  diuretic.  With  INDERIDE®  LA,  physicians 
have  the  agents  most  widely  prescribed  worldwide— INDERAL®  and  hydro- 
chlorothiazide—with  the  convenience  of  once-daily  dosage. 

24-hour  blood  pressure  control  with  the 
broad  benefits  of  INDERAL  (propranolol  HCI) 

The  controUed-release  delivery  system  of  INDERIDE  LA  provides  24-hour  beta 
blockade  and  the  broad  cardiovascular  benefits  of  INDERAL  with  a single  daily 
dose.  Compliance  is  enhanced  because  once-daily  administration  fits  easily  into 
patients?  d^y  routines. 

Plus  standard-release  hydrochlorothiazide, 
the  thiazide  of  choice  for  comfortable 
momins  diuresis 

Hydrochlorothiazide  is  the  worldls  most  widely  prescribed  antihypertensive 
diuretic.  When  taken  in  the  morning,  1NDERIL)E  LA  provides  comfortable 
morning  diuresis.  Each  dosage  strength  of  INDERIDE  LA  contains: 

—one  of  the  three  most  widely  prescribed  dosage  strengths  (rf  INDERAL®  LA— 

80  mg,  120  mg,  or  160  mg  and 

—an  established,  effective  daily  dose  of  standard-release  hydrochlorothiazide— 

50  mg 


Once-daily 

inderidela 

Convenience  wiHiout  compromise 
One  capsuie—Once  daiiy 


‘ The  appearance  ot  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  I 

INDERIDE*  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL®  LA)  and 


HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 

No  455— Each  INDERIDE®  LA  80/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL  ‘ LA)  80  mg 

Hydrochlorothiazide  50  mg 

No  457— Each  INDERIDE ' LA  120/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL® LA)  120  mg 

Hydrochlorothiazide  50  mg 

No  459— Each  INDERIDE®  LA  160/50  Capsule  contains 

Propranolol  hydrochloride  (INDERAL®  LA)  160  mg 

Hydrochlorothiazide  50  mg 


INDERIDE  LA  is  indicated  in  the  management  ot  hypertension 

This  fixed-combination  drug  is  not  indicated  for  initial  therapy  of  hypertension.  It 
the  fixed  combination  represents  the  dose  titrated  to  the  individual  patient's  needs, 
therapy  with  the  fixed  combination  may  be  more  convenient  than  with  the  separate 
components. 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL®): 

Propranolol  is  confraindicated  in  1)  cardiogenic  shock  2)  sinus  bradycardia  and  greater  than 
first  degree  block.  3)  bronchial  asthma.  4)  congestive  heart  failure  (see  WARNINGS)  unless  the 
failure  is  secondary  to  a tachyarrhythmia  treatable  with  propranolol 

Hydrochlorothiazide: 

Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria  or  hypersensitivity  to  this  or  other 
sulfonamide-derived  drugs 

WARNINGS 

Propranolol  hydrochloride  (INDERAL®): 

CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  supporting  circulatory 
function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in  overt  congestive 
heart  failure  if  necessary  they  can  be  used  with  close  tollow-up  in  patients  with  a history  ot 
failure  who  are  well  compensated,  and  are  receiving  digitalis  and  diuretics  Beta-adrenergic 
blocking  agents  do  not  abolish  the  inotropic  action  ot  digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE  continued  use  ot  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  lailure  Therefore,  at  ttie  first  sign  or  symptom  of  heart 
lailure  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  propranolol  should  be  discontinued  (gradually  it  possible) 


IN  PATIENTS  WITH  ANG INA  PECTORIS,  there  have  been  reports  ot  exacerbation  ot  angina 
and  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of  propranolol 
therapy  Therefore  when  discontinuance  of  propranolol  is  planned  the  dosage  should  be 
gradually  reduced  and  the  patient  carelully  monitored  In  addition,  when  propranolol  is 
prescribed  tor  angina  pectoris,  the  patients  should  be  cautioned' against  interruption  or 
cessation  of  therapy  without  the  physician's  advice  If  propranolol  therapy  is  interrupted 
and  exacerbation  ot  angina  occurs,  it  usually  is  advisable  to  reinstilute  propranolol  therapy 
and  take  other  measures  appropriate  for  the  management  ot  unstable  angina  pectoris 
Since  coronary  artery  disease  may  be  unrecognized  it  may  be  prudent  to  follow  the  above 
advice  m patients  considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are 
given  propranolol  tor  other  indications 


THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  ot  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  lollowed  by  an  exacerbation  ot  symptoms 
ot  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  lunction  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME  several  cases  have  been 
reported  in  which,  alter  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case  this  resulted  alter  an  initial  dose  of  5 mg 
propranolol 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  ot  beta-blocking  therapy 
prior  to  major  surgery  is  controversial  It  should  be  noted,  however  that  the  impaired  ability  ot 
the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia 
and  surgical  procedures 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL,  NOT  RECEIVE  BETA  BLOCKERS 
INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation  produced  by 
endogenous  and  exogenous  catecholamine  stimulation  ot  beta  receptors 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  Ihe  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to 
adjust  the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied  by  a precipitous 
elevation  ol  blood  pressure 
Hydrochlorothiazide: 

Thiazides  should  be  used  with  caution  in  severe  renal  disease  In  patients  with  renal  disease, 
thiazides  may  precipitate  azotemia  In  patients  with  impaired  renal  function,  cumulative  effects 
ot  the  drug  may  develop 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  lunction  or 
progressive  liver  disease  since  minor  alterations  ol  lluid  and  electrolyte  balance  may  precipi- 
tate hepatic  coma 

Thiazides  may  add  to  or  potentiate  Ihe  action  of  other  antihypertensive  drugs  Potentiation 
occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs 

Sensitivity  reactions  may  occur  in  patients  with  a history  ot  allergy  or  bronchial  asthma 
The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®): 

GENERAL  Propranolol  should  be  used  with  caution  in  patients  with  impaired  hepatic  or  renal 
function  Propranolol  is  not  indicated  for  the  treatment  ot  hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may 
lead  to  a return  ot  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs,  such  as  reser- 
pine,  should  be  closely  observed  it  propranolol  is  administered  The  added  catecholamine- 
blocking action  may  produce  an  excessive  reduction  ot  resting  sympathetic  nervous  activity, 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 


CARCINOGENESIS.  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects 
at  any  ot  Ihe  dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of 
fertility  that  was-atlnbutable  to  the  drug 

PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Propranolol  should  be 
used  during  pregnancy  only  it  the  potential  benefit  justifies  the  potential  risk  to  the  fetus, 
NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exercised 
when  propranolol  is  administered  to  a nursing  mother 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide: 

GENERAL  Periodic  determination  ol  serum  electrolytes  to  detect  possible  electrolyte  im- 
balance should  be  performed  at  appropriate  intervals 

All  patients  receiving  thiazide  therapy  should  be  observed  tor  clinical  signs  of  fluid  or 
electrolyte  imbalance  namely  Hyponatremia  hypochloremic  alkalosis,  and  hypokalemia 
Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the  patient  is 
vomiting  excessively  or  receiving  parenteral  fluids  Medication  such  as  digitalis  may  also 
influence  serum  electrolytes  Warning  signs  irrespective  ot  cause  are  Dryness  of  mouth,  thirst 
weakness,  lethargy,  drowsiness,  restlessness,  muscle  pains  or  cramps,  muscular  fatigue 
hypotension,  oliguria,  tachycardia,  and  gastrointestinal  disturbances  such  as  nausea  and 
vomiting 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is  present, 
or  during  concomitant  use  ol  corticosteroids  or  ACTH 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of 
digitalis  (eg  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by  use 
of  potassium  supplements,  such  as  foods  with  a high  potassium  content 

Any  chloride  delicit  is  generally  mild  and  usually  does  not  require  specific  treatment, 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hypo- 
natremia may  occur  in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water 
restriction  rather  than  administration  of  salt  except  in  rare  instances  when  the  hyponatremia  is 
life-threatening  In  actual  salt  depletion,  appropriate  replacement  is  the  therapy  of  choice 
Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving 
thiazide  therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged 
Diabetes  mellitus  which  has  been  latent  may  become  manifest  during  thiazide  administration 
It  progressive  renal  impairment  becomes  evident  consider  withholding  or  discontinuing 
diuretic  therapy 

Thiazides  may  decrease  serum  FBI  levels  without  signs  ot  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  in  the  parathyroid  gland 
with  hypercalcemia  and  hypophosphatemia  have  been  observed  in  a lew  patients  on  pro- 
longed thiazide  therapy  The  common  complications  of  hyperparathyroidism,  such  as  renal 
lithiasis  bone  resorption,  and  peptic  ulceration  have  not  been  seen  Thiazides  should  be 
discontinued  before  carrying  out  tests  lor  parathyroid  lunction 

DRUG  INTERACTIONS  Thiazide  drugs  may  increase  the  responsiveness  to  tubocurarine 
The  antihyperlensive  effects  ot  thiazides  may  be  enhanced  in  the  postsympathectomy 
patient  Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminution  is 
not  sutticient  to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 

PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear  in 
cord  blood  The  use  ol  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be  weighed 
against  possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal  jaundice, 
thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult 
NURSING  MOTHERS  Thiazides  appear  in  human  milk  It  use  ot  Ihe  drug  is  deemed 
essential  Ihe  patient  should  stop  nursing 

PEDIATRIC  USE  Safely  and  efiecliveness  in  children  have  not  been  established 


ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL®): 

Most  adverse  effects  have  been  mild  and  transient  and  have  rarely  required  the  withdrawal  of 
therapy 

Cardiovascular  Bradycardia,  congestive  heart  failure,  intensilication  of  AV  block,  hypo- 
tension paresthesia  ol  hands,  thrombocytopenic  purpura,  arterial  insutticiency,  usually  ol  the 
Raynaud  type 

Central  Nervous  System  Lightheadedness,  mental  depression  manifested  by  insomnia, 
lassitude  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations:  an  acute  reversible  syndrome  characterized  by  disorientation  tor 
time  and  place  short-term  memory  loss  emotional  lability  slightly  clouded  sensorium,  and 
decreased  performance  on  neuropsychomelrics 

Gastrointeslinal  Nausea  vomiting,  epigastric  distress,  abdominal  cramping  diarrhea, 
constipation,  mesenteric  arterial  thrombosis,  ischemic  colitis 

Allergic:  Pharyngitis  and  agranulocytosis:  erythematous  rash,  fever  combined  with  aching 
and  sore  throat  laryngospasm  and  respiratory  distress 

Respiratory  Bronchospasm 

Flematologic  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impo- 
tence, and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  Ihe  skin,  serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (practolol) 
have  not  been  associated  with  propranolol 

Hydrochlorothiazide: 

Gastrointestinal  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  constipa- 
tion, jaundice  (intrahepatic  cholestatic  jaundice):  pancreatitis,  sialadenitis 

Central  Nervous  System  Dizziness,  vertigo,  paresthesias,  headache,  xanthopsia 

Flematologic  Leukopenia,  agranulocytosis,  thrombocytopenia,  aplastic  anemia 

Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates,  or 
narcotics) 

Hypersensitivity  Purpura:  photosensitivity,  rash,  urticaria,  necrotizing  angiitis  (vasculitis, 
cutaneous  vasculitis),  lever,  respiratory  distress,  including  pneumonitis,  anaphylactic 
reactions 

Other  Hyperglycemia,  glycosuria,  hyperuricemia,  muscle  spasm,  weakness:  restless- 
ness, transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be  reduced 
or  therapy  withdrawn 
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Clinical  Services  and  Consultations 


• Cardiovascular  Diagnosis  and  Surgery 

• Home  Health  Care  Services 

• Infectious  Disease 

Atypical  Mycobacteria,  Pneumonia 
& Related  Diseases,  Tuberculosis 

• Oncology 

• Outpatient  Care 

• Pediatric  Respiratory  Disorders 
Allergy,  Asthma,  Cystic  Fibrosis 
Pneumonia,  Tuberculosis 


• Pulmonary  (Adult) 

Emphysema  & Chronic  Bronchitis 
Occupational  Lung  Diseases 
Pulmonary  Physiology 
Pulmonary  Infiltrative  Disease 
Sleep-Related  Breathing  Disorders 
Pulmonary  Rehabilitation 
Undiagnosed  Pulmonary  Masses 

• Radiology  • Smoking  Cessation 

• Thoracic  Surgery 


A Referral  Center  for  Cardiopulmonary  Diseases 

Located  on  Highway  271  at  SH  155,  5 miles  north  of  Tyler.  Mailing  address: 
P.O.  Box  2003,  Tyler,  TX  75710.  For  information  and  referral  call:  1-800-442-8842 
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I RESIDENCY  TRAINING 

Changing  for  the  better 


The  conditions  under  which  postgradu- 
ate medical  training  occurs  have  im- 
proved dramatically  since  modem 
internships  began  in  the  late  19th  cen- 
tury. Residents  have  come  from  being 
little  more  than  indentured  servants  to 
professionals  in  their  own  right  But, 
they  still  work  hard  and  face  stress.  The 
stress  has  become  a public  concern  as 
consumers  and  health  care  profes- 
sionals alike  are  questioning  its  effects 
on  the  quality  of  medical  care. 

As  of  Sept  1,  1985,  there  were  more 
than  4,000  residents  on  duty  in  267 
Texas  programs.  In  this  story,  four  resi- 
dents and  a program  director  consider 
postgraduate  medical  training — what's 
good  and  what’s  bad. 

Postgraduate  training  for  medical 
school  graduates  has  come  a long 
way.  In  the  1920s  and  1930s,  phy- 
sician trainees  not  only  worked  long 
hours  in  the  hospital,  they  also  lived  in 
the  hospital.  In  return  for  their  labor, 
they  received  room,  board,  and  laundry, 
and  the  opportunity  to  learn.  Rules  of 
personal  conduct  were  strict.  A descrip- 
tion of  the  intern  program  at  Vanderbilt 
University  School  of  Medicine  is  a re- 
minder that  in  1939,  interns  who  mar- 
ried during  their  training  were  subject  to 
dismissal.  At  any  rate,  interns’  stipends 


San  Antonio  resident  Bill  Hogan.  MD.  examines  a 
young  patient 


would  not  have  supported  pursuits  out- 
side of  training.  As  late  as  1954-1955, 
the  average  annual  stipend  for  an  intern 
was  SI, 034. 

In  contrast,  the  average  annual  inter- 
nship stipend  was  almost  819,000  in 
1982-1983.  The  Accreditation  Council 
for  Graduate  Medical  Education  requires 
that  accredited  graduate  medical  educa- 
tion programs  allow  residents  to  partici- 
pate in  policy  development,  have  clearly 
stated  bases  for  evaluation  and  advance- 
ment in  the  program,  and  provide  due 
process  when  considering  a resident’s 
dismissal.  Recognizing  the  growing  num- 
ber of  women  physicians  ( who  com- 
prised 2696  of  all  residents  in  the  United 
States  in  1985),  many  residency  pro- 
grams have  adopted  maternity  leave 
policies. 

There  have  been  advances  in  financial 
compensation  and  personal  freedom,  but 
today’s  residency  programs,  like  those 
programs  of  earlier  years,  foster  stress. 
Physicians  in  training  still  put  in  long 
hours  and  deprive  themselves  of  sleep. 
They  struggle  to  live  up  to  a superhuman 
image.  Even  though  they  no  longer  re- 
side in  the  hospital,  many  “live”  in  the 
hospital  both  inside  and  outside  its  walls, 
and  homelife  suffers. 

One  expert  suggests  that  the  intensity 
of  residency  training  disrupts  adult  per- 
sonality development.  Carlton  L.  Ferrono 
and  Jerome  A.  Winer,  MD,  write,  “While 
still  concerned  with  the  post-adolescent 
attempt  to  establish  a professional  iden- 
tity, and  to  make  his  way  in  the  outside 
world,  the  resident  may  find  that  other 
parts  of  his  life — his  family,  his  body, 
etc — have  changed  in  an  almost  Rip  Van 
Winkle  fashion,  without  his  awareness. 
When  he  awakes,  he  experiences  consid- 
erable distress.” 

As  a result  of  these  pressures,  some 
residents  are  depressed. 

Four  residents  who  spoke  to  Texas 
Medicine  work  about  80  hours  a week, 
including  36-hour  on-call  shifts.  One 
young  physician  noted  that  as  a surgery 
resident,  he  worked  1 20  hours  one  week. 
Work  hours,  they  say,  become  shorter 
after  the  first  year  of  postgraduate  train- 
ing. Some  residents  put  in  additional 
hours  in  second  jobs,  “moonlighting.” 

There  is  concern  that  these  long  hours 
affect  physicians’  performance.  Sleep  de- 
privation studies  show  that  after  30  to  36 


hours  without  sleep,  perceptual  distor- 
tions, temporal  disorganization,  and  re- 
cent memory  impairment  develop. 
Accuracy  and  the  ability  to  concentrate 
decrease,  while  the  time  necessary  to 
complete  a given  task  increases.  A land- 
mark study  published  in  1971  compares 
the  performance  of  interns  who  had  slept 
a mean  of  7 hours  in  the  32  hours  before 
testing  and  that  of  interns  who  had  slept 
a mean  of  1.8  hours  in  the  previous  32 
hours.  Interns  who  had  been  deprived  of 
sleep  were  less  able  to  recognize  ar- 
rhythmias on  an  electrocardiographic 
task,  and  sleep  loss  made  interns  feel  in- 
creased sadness  and  decreased  vigor,  ego- 
tism, and  social  affection.  The  authors 
conclude,  “It  is  apparent  that  interns  de- 
prived of  normal  sleep  may  experience 
transient  psychopathology  and  impaired 
efficiency  of  performance.”  Another  au- 
thor observed  that  subjects  deprived  of 
sleep  for  34  hours  still  showed  decre- 
ments on  a vigilance  task  after  10  hours 
of  sleep. 

San  Antonio  resident  Bill  Hogan,  MD, 
relies  on  his  peers  for  help  when  he’s 
fatigued.  “I  have  a lot  of  people  around 
me  who  keep  me  from  doing  anything 
really  crazy,”  he  says.  “I  get  a second 
wind  sometime  after  lunch,  in  the  after- 
noon, and  I don’t  think  about  being  tired 
at  all.” 

He  adds,  “As  a rule  the  people  that  I 
work  with  may  show  signs  of  fatigue  and 
depression  to  each  other,  but  in  patient 
care,  it  generally  doesn’t  come  through. 
You  can  be  talking  one  minute  to  some- 
one who  is  just  totally  depressed,  and 
then  that  person  goes  into  a room  with  a 
patient  and  puts  on  another  face,  and  is 
able  to  cope.” 

Related  to  the  problem  of  fatigue  is 
pressure  to  perform  multiple  tasks  in  a 
limited  amount  of  time.  According  to  Dr 
Hogan,  “One  of  the  most  stressftal  things 
about  being  a resident — especially  when 
you’re  tired — is  that  there  are  many  i 
times  during  the  day  when  five  or  six  j 
people  are  all  pulling  you  different  ways. 
Patients,  nurses,  attending  physicians,  in- 1 
terns  are  asking  questions,  or  residents  j 
are  asking  for  something.  It  seems  j 

awfully  stressful  when  you’ve  been  up  foi' 
28  hours  already,  and  then  three  people 
tell  you  they  want  something  right  now.” 

“The  call  schedule  is  getting  better  anti 
better,”  Dr  Hogan  says.  “A  couple  of  years 
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ago,  people  in  our  program  were  on  call 
ever)'  third  night,  and  now  we  re  on 
, every-  fourth  or  fifth  night,” 
i Psychiatry-  program  director  Terry 
Hugg,  MD,  Houston,  observes,  “1  don’t 
think  anybody  tries  to  justify  36-hour 
shifts  other  than  to  say  it’s  necessary  both 
from  a service  provision  perspective  and 
to  some  extent  from  a training  perspec- 
. tive.  It’s  a necessary  part  of  training  for 
our  residents  to  have  the  experience  of 
' being  in  the  house  at  night  when  most  of 
the  doctors  have  gone  home,  when  the 
patients  are  still  there,  when  there’s  a dif- 
ferent nursing  staff,  particularly  in  the 
emergency  room.  The  quality  of  the  at- 
mosphere and  the  types  of  cases  that 
come  in  after  midnight  are  much  differ- 
ent than  the  ones  that  come  in  during 

I the  day.” 

However,  Dr  Hugg  concedes  that,  “.  . . 
when  ( long  hours ) become  an  inter- 
ference  with  patient  care,  which  it  ob- 
viously' is  when  sleep  deprivation  makes 
you  work  less  accurately  and  less 
effectively,  then  it’s  another  question.  It’s 
obvious  that  the  more  sleep-deprived  a 
person  is,  the  more  likely  he  is  to  be  an 
impaired  physician.  It’s  temporary,  but  it’s 
still  a mild  impairment  of  their  capacity 
to  be  a physician.” 

Adding  to  the  pressure  of  long  hours  is 
a struggle  to  live  up  to  a superhuman 
image.  Participants  in  a conference  pub- 
lished in  the  Western  Journal  of  Mecii- 

I cine  conclude  that  “.  . . we  (physicians) 
carry  around  a set  of  myths  about  our 
.selves  that  makes  the  stresses  more  diffi- 
cult.”  The  conferees  identified  five 
common  myths;  ( 1 ) phy  sicians  should  be 
all-knowing,  (2)  uncertainty  is  a sign  of 
Iweakness,  ( 3 ) patients  .should  always 
come  first,  (4)  technical  excellence  will 
provide  satisfaction,  and  ( 5 ) patients,  not 
physicians,  need  support. 

Houston  resident  Keith  Denkler,  MD, 
says  that  surgery  training  perpetuates 
the  myths  beause  it  “has  an  element  of 
macho  and  good-old-boy.”  He  observes. 

It  reminds  me  of  playing  football  in  high 
<chool.  They  want  you  to  be  tough  and 
go  in  there  and  do  what  they  say  and 
don’t  ask  questions.  . . . It’s,  ‘Hey,  you’re 
bleeding.  I’ve  got  to  save  you,  we  don’t 
have  time  to  hold  your  hand,  we  need  to 
go  operate.’” 

What  happens  when  the  superhero 
:omes  home?  .San  Antonio  resident  .Sam 


MacFerran,  MD,  describes  leaving  his  ego 
at  the  ho.spital  as  being  “somewhere 
between  an  emotional  letdown  and  a 
relief” 

“Speaking  for  myself,  my  work  is  excit- 
ing and  invigorating,”  Dr  MacFerran  says. 
“No  matter  how  tired  1 am.  I’m  doing 
something  that  I chose  to  do.  The  hospi- 
tal has  a high-charged  atmosphere,  even 
in  a low-key  rotation.  The  doctor  is  an 
important  individual  at  work,  making  life- 
and-death  decisions.  Then  when  he  goes 
home,  maybe  his  wife’s  been  home  all 
day,  and  the  important  things  to  her  are 
whether  one  of  the  children  had  a bowel 
movement,  whether  somebody  has  a 
fever,  or  the  fact  that  the  clothes  need  to 
be  done.” 

Even  though  Dr  MacFerran  concedes 
that  the  transition  from  doctor  to  civilian 
is  difficult,  he  has  cultivated  interests  out- 
side of  medicine  and  widened  his  circle 
of  friends  to  include  people  who  are  not 
connected  to  medicine.  “We’ve  joined  a 
church,  and  for  my  family,  church  has  al- 
ways been  important,”  he  says.  “Most  of 
our  friends  are  in  our  neighborhood  and 
in  our  church.  But,  it  really  required  a lot 
of  effort.  . . . Medicine  shouldn’t  be 
everything.” 

Dr  Hogan  has  limited  his  friends  to 
physicians  and  other  people  connected 
to  medicine.  “I  always  thought  that  I 
wanted  to  be  so  broad  and  have  lots  of 
interests  and  varied,  colorful  friends,”  he 
says.  “Now  that  I’ve  gone  through  medi- 
cal school  and  the  residency,  sometimes  I 
find  it  very  boring  to  be  with  people  who 
can’t  discuss  things  that  I know  about.” 

During  his  college  years.  Dr  Hogan  was 
involved  in  theater,  was  editor  of  the  col- 
lege newspaper,  and  a band  member.  He 
minored  in  English.  And,  he  expects  to 
broaden  his  interests  again  after  he 
fini.shes  his  training.  “I  probably  will 
work  in  a big  group  where  I have  enough 
time  to  do  things  at  night.  I can  foresee 
when  I get  through  working  through  the 
week,  having  the  weekends  off,  and 
taking  courses  at  night,  maybe  another 
language.  I’ve  been  stilled  for  so  long,  for 
the  last  seven  years.” 

Even  though  Dr  Hogan  is  single,  the 
residency  does  have  an  impact  on  his 
home  life.  “It  has  limited  the  time  that  I 
have  spent  with  my  family  in  Houston,” 
he  says.  “I  didn’t  have  time  in  medical 
school  and  residency  to  keep  up  with  my 


friends  that  I made  in  college,  which  they 
don’t  particularly  understand.  So,  it  cer- 
tainly does  have  an  impact  on  home  life.” 

Dr  MacFerran  is  35  and  has  been  mar- 
ried for  1 3 years.  He  finds  his  marriage 
helpful  in  coping  with  the  stress  of  resi- 
dency training.  “The  people  who  have 
the  biggest  problems  in  terms  of  marital 
relationships  are  the  ones  who  got  mar- 
ried in  medical  school  or  college  and  still 
are  establishing  their  relationships. 

Things  like  that  have  pretty  much  settled 
down  in  my  particular  situation.” 

Dr  Denkler,  whose  first  marriage  in 
medical  school  ended  in  divorce,  subse- 
quently married  a physician  and  became 
stepfather  to  two  teenagers.  Having  re- 
cently completed  her  training  in  internal 
medicine,  his  wife  is  understanding  of 
the  demands  of  residency  training.  Dr 
Denkler  says. 

Resident  Dale  Hill,  MD,  San  Antonio,  is 
married  to  a medical  student  and  the  fa- 
ther of  a rtv'o-and-a-half  year  old  daughter. 
“I  think  that  we  have  a lot  fewer  prob- 
lems than  some  of  my  friends  who  were 
married  to  nonmedical  people,”  he  says. 
Dr  Hill’s  family  are  available  to  help  care 
tor  his  daughter  when  necessary.  “The 
only  thing  that  has  made  it  even  possible 
is  having  relatives  here  in  town,  ” he  says. 

Program  director  Dr  Hugg  says  that 
marriage  during  residency  can  work  both 
ways.  “A  good  marriage  can  protect  resi- 
dents from  stress.  And,  they  can  do 
better  than  people  who  are  either  single 
or  whose  marriages  don't  support  resi- 
dency. If  a marriage  has  some  discord  in 
it  already,  certainly  the  stresses  of  resi 
dency  can  make  that  worse.  And,  it’s  not 
uncommon  that  we  have  a divorce  in  the 
residency.  I would  say  that  residency  it- 
self doesn’t  break  up  a marriage — it  isn’t 
the  only  stressful  activity  in  the  world. 
Lately,  we  re  seeing  a lot  of  stress  related 
to  the  fact  that  it’s  hard  to  get  two  ca- 
reers into  the  same  geographical  area.” 

The  combination  of  long  hours,  pres- 
sure to  live  up  to  the  physician’s  image, 
and  the  complications  that  come  from 
lack  of  time  with  families  sometimes  add 
up  to  depression.  Various  studies  have 
shown  that  the  rate  of  depression  among 
first-year  residents  is  approximately  ,30% . 

A study  conducted  at  the  University  of 
Arizona  showed  that  nearly  1 % of  all 
residents  in  internal  medicine  require  a 
leave  of  absence  because  of  emotional 
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problems.  Some  10%  of  that  number 
drop  out  of  medicine  completely  and  2% 
commit  suicide.  Another  3%  attempted 
suicide  unsuccessfully  during  1979 
through  1984. 

The  fact  that  50%  to  75%  of  patients 
seen  in  the  branches  of  clinical  medicine 
have  problems  related  either  primarily  or 
secondarily  to  life  stress  confirms  the  se- 
rious implications  of  stress. 

Residency  programs  are  responding  by 
offering  help  in  handling  the  emotional 
demands  of  the  profession.  During  the 
1985-1986  academic  year,  approxi- 
mately 10%  of  training  programs  (472) 
in  the  United  States  report  that  they  offer 
shared-schedule  positions,  which  allow 
residents  to  have  blocks  of  time  away 
from  training.  Texas  offered  22  such  pro 
grams.  A study  described  in  the  Journal 
of  Medical  Education  noted  that  resi- 
dents felt  the  reduced  schedule  gener- 
ated energy  and  enthusiasm,  more 
professional  self  confidence,  and  a clearer 
focus  on  career  goals.  Further,  the  au- 
thors contend  that,  “The  block  time-off 
system  of  reduced  schedule  training  does 
not  interrupt  the  continuity  of  patient 


Keith  Denkler.  Ml).  Houston:  "Medical  training 
needs  to  be  made  more  humane.  " 


care  given  by  residents  to  hospitalized 
patients  any  more  than  does  the  system 
of  block  assignments  of  residents  to  vari- 
ous services  already  operative  in  conven- 
tional training  programs.” 

Programs  throughout  the  nation  offer 
weekly  support  meetings  and  individual 
counseling.  The  American  Medical  Asso- 
ciation has  cosponsored  an  annual  con- 
ference on  young  physician  stress.  And, 
Texas  Medical  Association’s  Resident 
Physician  Section  provides  a forum  for 
discussion  of  issues  related  to  stress,  as 
well  as  other  issues. 

However,  one  study  of  stress  reduction 
programs  notes  that,  “The  most  impor- 
tant shortcoming  we  have  observed  is 
that  the  most  severely  impaired  residents 
are  the  least  likely  to  use  the  support  sys- 
tem. . . . many  surgical  residents  are  re- 
luctant to  express  their  psychosocial 
difficulties  for  fear  that  they  may  jeopar- 
dize their  chances  of  advancement  in 
training  ' 

Some  residents  prefer  private  assis- 
tance to  that  available  in  the  training  pro- 
gram. Dr  Hugg  notes  that  the  residents  in 
the  program  he  directs  “.  . . generally 
would  go  to  private  practitioners  in  psy- 
chiatry in  the  community,  rather  than  the 
faculty,  because  it’s  better  to  be  in  a neu- 
tral environment,  rather  than  in  the  place 
where  you  work.” 

Although  pay  is  higher,  hours  are 
shorter,  and  psychological  support  is 
available.  Dr  Denkler  feels  that  there  is 
room  for  more  improvement.  “Medical 
training  needs  to  be  made  more  hu- 
mane, ” he  says.  “Even  though  they  have 
lessened  some  of  the  work  load,  they’ve 
increased  the  number  of  years  you  have 
to  spend  in  training.  But,  you’re  never 
going  to  learn  it  all.  I’m  not  going  to 
know  it  all  by  spending  another  year  in 
surgery.  What  you  need  to  do  is  learn 
how  to  learn.  It’s  a good  system,  but 
there  are  problems  with  it.” 

In  the  face  of  all  these  demands,  why 
do  these  residents  stick  with  it?  Dr 
Hogan  admits  that  the  stress  is  not  all 
bad.  “If  I weren’t  pushed  and  stressed, 

I don’t  think  I’d  go  that  extra  step,” 
he  says. 

Dr  MacFerran  observes,  “If  you  looked 
at  psychological  profiles  of  people  who 
go  into  medicine,  very  many  of  them 
would  be  obsessive -compulsive  individu- 
als who  thrive  on  stress.” 


One  pressing  reason  to  continue  is  fi- 
nancial, Dr  Hogan  adds.  “Once  you  get 
into  medical  school,  you’re  socked  in,  un- 
less you’re  rich,  because  you  have  to  take 
so  many  loans — there’s  another  stress 
factor.  By  the  time  you  get  out  of  medical  j 
school,  the  only  way  to  get  out  of  that 
debt  is  to  take  a residency  and  practice 
medicine,”  Dr  Hogan  says.  “When  I got 
out  of  medical  school,  I had  $30,000  of  ! 
loans  that  would  have  become  imme-  ] 
diately  payable  if  I hadn’t  gone  into  a ' 
residency.” 

Dr  Hill  agrees  that  economics  is  an  im- 
portant factor  in  the  choice  to  remain  in 
the  program.  He  adds,  “There  have  been 
a lot  of  times  when  I’ve  wondered  about 
my  decision.  If  I had  known  everything 
that  I know  now,  there’s  a good  chance 
that  I wouldn’t  have  gone  into  medicine. 
It’s  a love-hate  thing.  There’s  nothing  that  II 
makes  you  feel  better  than  to  have  some-  j 
body  pat  you  on  the  back  and  say,  “You  ' 
know.  Doctor,  you  did  a really  good  job. 
And,  if  it  hadn’t  been  for  you,  my  kid 
would  have  died.’  That  makes  you  feel 
really  good. 

“TTien,  there  are  other  times  when 
you’re  on  call  every  third  night,  and  you 
see  your  kid  growing  up,  and  you  see  all 
the  friends  that  you  had  in  college  who 
are  established,  have  houses  and  families 
and  good  jobs  and  lots  of  time  to  spend 
with  them.  And  you  don’t.  It’s  like  a 
roller  coaster,  because  that  feeling  that 
you  get  when  you  do  a good  job  and 
you’re  there  and  you  save  that  kid  who 
probably  would  have  died  if  you  hadn’t 
been  there  to  help — that’s  a thrill.  But, 
there  are  times  when  you’re  really  low.” 

He  adds,  “There  are  things  that  you 
can  do  to  make  a residency  workable. 
Rather  than  going  to  Harvard,  which 
from  a purely  medical  standpoint  might  ■ 
be  the  best  possible  place  for  your  ca- 
reer, you’ve  got  to  compromise.  And,  if 
that  means  that  you  have  to  go  some- 
where where  you  have  your  support — 
like  in  my  case,  my  family  and  friends 
who  can  help  out  and  help  me  have  a 
family — then  you’ve  got  to  take  that  into  | 
consideration.  It  is  possible  to  do  it.  Most 
of  the  time.  I’m  still  pretty  happy.  And,  ; 
that’s  saying  a lot.” 


DONNA  JONES 
News  Editor,  Texas  Medicine 
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Insurance 

Services 

announces 


a series  of  one-day  comprehensive  seminar-workshops 

Cash  Flow  Management: 
Cost  Effective  Insurance  Filings 

Bridging  the  gap  between  insurance  companies  and  medical  technicalities’ 

Guaranteed  to  Increase  Your  Cash  Flow  by 

at  least  20%!!!  ' 

1 

We  offer  a comprehensive  one-day  seminar-workshop  with  “hands-on”  ex-  | 
perience  and  personalized  instruction.  We  can  show  you  and  your  staff  how 
to  file  insurance  (all  lines),  update  your  current  superbills,  and  receive  a 100% 
response  from  insurance  companies  the  first  time  you  bill.  i 


For  more  information  or  instant  reservations 

(Texas  watts) 

1 800  443-1103 
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Pressure  to  serve  two  masters 


The  pressure  to  be  more  economical  in  providing  medical 
care  can  push  physicians  to  make  decisions  that  are  contrary 
to  the  best  interest  of  patients.  This  pressure  will  be  increased 
if  third-party  payors  have  unregulated  authority  to  steer  pa- 
tients to  "preferred  providers"  through  financial  incentives! 
penalties.  This  article  examines  the  trend  toward  "man- 
aged care"  by  third  party  payors  contracting  with  preferred 
providers. 

Unregulated  arranged  medical  care 

A great  deal  is  at  risk  in  unregulated  “arranged”  medical  care. 
Fuchs  in  a recent  Wall  Street  Journal  article  ( 1 ) described  the 
preferred  provider  plan -health  maintenance  organization 
I health  care  financing  trend  as  a “new  revolution”  that  empha- 
sizes cost  control,  not  access  or  quality.  The  first  revolution 
came  at  the  end  of  World  War  II  ( 1945  to  I960)  with  the 
rapid  diffusion  of  private  health  insurance.  The  second  revolu- 
tion  occurred  in  1965  with  the  enactment  of  Medicare  and 
Medicaid.  These  programs  provided  a new  means  of  third- 
party  payment  for  millions  of  elderly  and  poor  patients  and 
greater  equality  of  access  to  care.  They  did  not  threaten  tradi- 
tional patterns  of  delivering  care. 

' Now,  Fuchs  concludes,  the  new  revolution  has  begun.  Its 
focus;  control  of  costs.  How  is  it  done?  Select  the  best  risk 
pools,  and  combine  preapproval,  concurrent,  and  retrospective 
utilization  review  with  preferred  provider  networks.  Accord- 
ing to  Fuchs,  this  plan  creates  problems:  ( 1 ) inadequate  insur- 
ance coverage  for  millions  in  the  poor  risk  groups,  ( 2 ) erosion 
of  professional  ethics  as  an  instrument  of  control,  ( 3 ) loss  of 
I trust  between  physicians  and  patients,  and  (4)  a decline  in 
medical  research. 

Although  there  is  no  empirical  research  that  evaluates  the 
I ability  of  preferred  provider  plans  to  control  cost  or  assure 
access  and  quality  of  care  ( 2 ),  the  proponents  of  “arranged” 
medical  care  minimize  these  problems.  They  focus  on  the 
promise  of  cost  savings. 

Traditionally,  an  attending  physician  has  made  medical  deci- 
sions based  on  the  patient’s  condition  and  the  patient’s  in- 
formed consent.  This  personal  involvement  and  responsibility 
diminishes  as  a third  party’s  role  expands  to  include  decisions 
about  which  physician  the  patient  can  see,  what  level  of  medi 
cal  care  the  patient  can  receive,  and  how  long  that  level  of 
care  will  be  available.  This  concept  is  illustrated  in  an  article 
by  a British  physician  who  reveals  his  strategy  for  telling  pa- 
tients that  beneficial  medical  treatment  must  be  denied  be- 
cause of  constraints  imposed  under  Britain’s  National  Health 
Service:  “The  trick  is  not  to  get  eyeball  to  eyeball  (with  the 
patient ),  because  if  you  do,  there  is  no  way  you  can  actually 
say  no”  ( 3 ). 

Proposed  preferred  provider  plan  rules 

The  Texas  State  Board  of  Insurance  has  proposed  rules  on 
preferred  provider  plans  (4).  These  proposals  ignore  the  fact 
that  nonphysicians  will  be  making  medical  decisions  by  deny- 
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ing  reimbursement.  Hius,  those  making  patient  care  decisions 
would  not  have  to  be  practicing  physicians,  much  less  physi- 
cians who  have  seen  the  patient  eyeball  to  eyeball.  Without 
appropriate  safeguards,  the  insurer’s  veto  power  coupled  with 
the  ability  to  steer  patients  through  economic  incentives  to 
“preferred  providers”  rather  than  providers  of  their  own  choice 
would  complete  the  insurer’s  ability  to  shift  medical  decision- 
making from  the  physician  and  patient  to  the  insurance  com 
pany.  In  its  contracts  with  the  “preferred  providers,  ” the  in- 
surer would  impose  prereview  and  concurrent  review  controls 
and  restraints  in  an  attempt  to  lower  costs.  These  controls 
would  be  designed  to  affect  each  contracting  physician’s  medi- 
cal judgment  and  decision  making  just  as  the  fiscally  con- 
strained medical  care  policies  of  Britain’s  National  Health 
Service  compromise  the  British  physician  quoted  above. 

If  the  proposed  regulations  are  adopted,  the  insurance  com- 
pany would  be  tempted  to  save  costs  by  restricting  access  to 
care  (minimizing  the  diagnostic  and  treatment  resources  that 
will  be  made  available  in  the  arranged  care ) by  the  “preferred 
providers.”  This  approach  has  no  safeguard  against  placing  the 
insurance  company’s  bottom  line  ahead  of  the  insured  patient’s 
need.  Meanwhile,  the  legally  protected  right,  under  the  Insur- 
ance C',ode,  to  freedom  of  choice  of  physician  and  to  the  medi- 
cal care  prescribed  by  the  patient’s  chosen  physician  would  be 
thwarted. 


Prospective  review  mined  with  problems 
Inappropriate  prospective  and  concurrent  utilization  review 
can  exist  even  without  improper  motives.  If  the  review  pro- 
cess is  inherently  inadequate,  good  intentions  are  no  assurance 
that  needed  care,  (eg,  referrals,  tests,  procedures)  always  will 
be  authorized.  When  other  motives  intrude,  the  prospective 
review  mechanism  is  particularly  susceptible  to  abuse.  Only 
the  third-party  payor  knows  when  new  policies  are  imple- 
mented. Neither  patients  nor  physicians  can  determine  whether 
denial  of  authorization  represents  a conclusion  reached  in  a 
single  case  or  a change  in  internal  guidelines.  Requiring  physi- 
cians to  submit  additional  information  can  slow  payments,  and 
other  procedures  can  be  used  to  delay  care  and  discourage 
some  patients  entirely.  The  insurer  can  curtail  access  to  re- 
viewers needed  to  pre-approve  tests,  procedures,  or  referrals 
by  reducing  review  personnel  or  by  such  simple  devices  as 
eliminating  phone  lines.  Assigning  reviewers  to  areas  of  medi 
cal  practice  unfamiliar  to  them  guarantees  that  those  seeking 
prior  authorization  will  struggle  sufficiently  to  avoid  the  pro- 
cess, eliminating  the  provision  of  care.  In  these  programs,  the 
potential  for  conflict  between  profit  motives  and  concern  for 
the  patient  is  real  and  ominous. 

Treating  physicians  generally  have  no  control  over  either 
the  process  or  the  personnel  in  pre-review  or  concurrent 
review  programs.  Physicians’  best  efforts  to  protect  their 
patients’  interests  may  be  futile  where  the  individual  or  com- 
mittee that  makes  a prospective  review  decision  has  inade- 
quate resources,  whether  in  time,  information,  or  expertise. 
Even  adequate  resources  will  provide  little  protection  if  access 
to  the  process  is  unduly  burdensome  or  if  physicians  are  not 
aware  of  its  availability.  Physicians  have  other  patients  and 
other  responsibilities.  ITiey  cannot  spend  unlimited  amounts 
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of  time  doing  battle  with  insurance  carriers  and  their  utiliza- 
tion review  coordinators. 

Under  the  insurance  board’s  proposed  rules  on  preferred 
provider  plans,  physicians  could  not  disregard  the  determina- 
tion of  an  insurance  company’s  prospective  review  program. 
The  insurer  could  impose  sanctions  or  terminate  participation 
if  these  rules  were  to  be  adopted.  The  rules  would  require 
patients  to  pay  extra  for  hospitalization,  diagnostic  tests,  or  the 
services  of  consultants  that  have  not  been  approved  by  the 
prereview  program,  until  or  unless  these  services  later  were 
determined  to  be  “necessary”  or  “optimally  cost  effective.”  If  a 
patient’s  selected  physician  were  terminated  from  participation 
in  the  preferred  provider  plan,  the  financial  penalties  for  ob- 
taining medical  care  outside  the  preferred  provider  network 
would  force  the  patient  to  seek  out  a “participating  physician.” 

The  following  summary  of  a trial  award  in  Kansas  ( 5 ) graphi- 
cally illustrates  this  concern  over  the  selection  and  control  of 
physicians  by  corporate  entities. 

Corporate  control  results  in  liability 
Following  the  birth  of  an  infant  who  had  irreversible  brain 
damage,  the  parents  sued  the  chain  hospital  in  which  the  baby 
was  born.  The  plaintiffs  argued  that  the  chain  had  been  negli- 
gent by  hiring  improperly  trained  nurses  and  physicians.  The 
chain  hospital’s  corporate  headquarters  was  found  to  have 
domination  and  control  over  a local  subsidiary  hospital,  and 
the  defendant  chain  was  held  liable  for  70%  of  the  compen- 
satory damages  awarded  (70%  of  $6.2  million)  and  $7.6  mil- 
lion of  the  $8.8  million  in  punitive  damages. 

The  aggravated  wrongdoing  of  the  parent  company  was 
that,  despite  total  managerial  and  legal  control  over  its  local 
subsidiary  hospital,  it  failed  to  hire  competent  and  well 
trained  professional,  administrative  and  nursing  staffs  and, 
compounding  such  major  fault,  it  manifestly  failed  to  estab- 
lish, implement  and  monitor  by  regular  evaluation  minimum 
standards  for  such  personnel  ( 4 ).  According  to  the  case 
summary,  along  with  other  derelictions,  the  chain  . . . had 
failed  to  use  care  to  see  that  nurses  were  trained  to  read  and 
interpret  the  fetal  heart  rate  monitoring  system.  At  5:02  pm 
the  baby  manifested  a distressed  heart  rate.  The  heart  rate 
continued  to  go  down  for  1 3 minutes,  but  the  nurse  did  not 
recognize  it.  (What  would  one  think  of  a commercial  airline 
that  hired  and  retained  a pilot  who  could  not  read  an  al- 
timeter?) At  5:15  she  prepared  the  mother  for  delivery.  From 
5:02  to  5:40,  the  baby  manifested  fetal  distress  and  nobody 
did  anything  about  it.  The  nurse  did  not  notify  the  doctor  of 
the  distressed  heart  rate  even  though  he  was  only  30  feet 
down  the  hall  having  coffee.  It  took  the  doctor  from  5:40  to 
6 pm  to  deliver  the  baby.  When  the  baby  was  finally  deliv- 
ered, the  doctor,  who  also  shared  responsibility  and  liability, 
didn’t  have  the  training  to  adequately  resuscitate  the  baby. 
Result:  an  irreversibly  brain  damaged  infant  who  is  alive  but 
does  not  live  and  two  broken-hearted  parents  whose  insup- 
portable emotional  and  physical  burdens  bear  upon  them 
the  seal  of  defendants’  profligate  and  flagrant  wrongdoing 
(6). 


This  tragic  case  illustrates  the  need  to  assure  that  practicing 
physicians  licensed  in  Texas  are  in  control  of  quality  assurance 
and  utilization  review.  As  the  federal  court  stated  in  Garcia  v 
Texas  State  Board  of  Medical  Examiners  ( 7),  if  licensed  prac- 
ticing physicians  do  not  control  these  aspects: 

Who  and  what  criteria  govern  the  selection  of  medical 
and  paramedical  staff  members?  To  whom  does  the  doctor 
owe  his  first  duty — the  patient  or  corporation?  Who  is  to 
preserve  the  confidential  nature  of  the  doctor-patient  rela- 
tionship? What  is  to  prevent  or  who  is  to  control  a private 
corporation  from  engaging  in  mass  media  advertising  in  the 
exaggerated  fashion  so  familiar  to  every  American?  Who  is  to 
dictate  the  medical  and  administrative  procedures  to  be  fol- 
lowed? Where  do  budget  considerations  end  and  patient 
care  begin?  (8) 

Safeguards  in  the  HMO  act  are  designed  to  deal  with  prob- 
lems that  result  from  the  HMO’s  ability  to  arrange  for  medical 
care  and,  through  that  power,  to  control  the  access  and  the 
quality  of  that  care.  HMOs  cannot  hire  physicians  to  provide 
care  but  must  contract  with  independent  practitioners.  These 
physicians  have  extensive  utilization  review  and  quality  as- 
surance functions  as  mandated  by  the  HMO  regulations.  How- 
ever, even  with  these  extensive  and  burdensome  safeguards, 
access  to  medical  care  and  the  quality  of  that  care  in  the  HMO 
setting  still  concerns  many  physicians. 

In  reviewing  contracts  offered  by  HMO  or  preferred  pro- 
vider plans,  physicians  must  carefully  analyze  them  for  poten- 
tial conflicts  with  their  duty  to  their  patients.  Physicians  must 
continue  to  focus  on  their  patients’  best  interests.  Cost  savings 
are  important,  but  they  should  not  be  gained  at  the  expense  of 
quality.  Where  cost  considerations  counter  a physician’s  rec- 
ommendations, these  cost  considerations  should  be  explained 
to  the  patient.  Patients  must  participate  in  these  cost  consid- 
eration decisions,  just  as  they  have  participated  in  traditional 
medical  decisions.  This  participation  will  help  patients  under- 
stand insurance  coverage.  It  also  allows  the  patient  to  weigh 
the  costs  and  benefits  of  proposed  treatment  or  procedures 
and  make  an  informed  decision  (9).  Furthermore,  it  will  help 
deal  with  a new  cause  of  action  being  discussed  by  the  plain- 
tiffs’ bar:  the  negligent,  willful,  and  wanton  withholding  of  or  a 
failure  to  offer  services  in  an  attempt  to  decrease  costs. 

Medicine’s  challenge 

The  challenge  of  medicine  is  to  harness  the  benefits  of  this 
revolution,  and  “minimize  its  costs”  ( 1 ).  TMA  has  been  work- 
ing on  this  challenge  in  the  legislature  and  before  the  State 
Board  of  Insurance.  In  order  to  keep  abreast  of  current  devel- 
opments and  recommend  an  appropriate  framework  for  PPO 
legislation  in  1987,  TMA’s  president  appointed  the  TMA  Task 
Force  on  Contract  Provider  Organizations  in  the  summer  of 
1985.  The  task  force  will  assure  that  TMA  offers  its  very  best 
public  policy  advice  to  the  preferred  provider  plan  interim 
studies  of  the  House  of  Representatives  and  to  the  1987  Texas 
Legislature.  The  task  force  report  was  approved  by  the  TMA 
Executive  Board  in  March  1986.  This  report  found  existing 
TMA  policy  adopted  by  the  House  of  Delegates  in  May,  1985 
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( 10)  to  be  fundamentally  sound  and  well  developed.  The 
report  was  presented  to  the  TMA  House  of  Delegates  in 
May  (11). 

Donald  P.  “Rocky”  Wilcox,  JD 

TMA  General  C^ounsel 
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MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  1 would  like  mcrre  information  on  MPM  1000 

My  interests  are:  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
1 am  a member  of  SMA  □ 


Name 

(Please  Print) 

Address 

City 

State 

Zip 

( ) 

Specialty  Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 


22^6  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 
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J.G.  Bryson 

James  Gordon  Br>'son,  MD,  a Corpus  c:hristi  ophthalmologist, 
died  Feb  4,  1986.  He  was  71. 

Born  in  Bastrop,  Tex,  Dr  Br\'son  attended  ITie  University  of 
Texas  at  Austin.  In  1939  he  was  graduated  from  The  University 
of  Texas  Medical  Branch  at  (ialveston.  His  intern.ship  and  resi- 
dency were  at  Parkland  Memorial  Hospital  in  Dallas.  During 
1941-1950,  Dr  Br>'son  served  in  the  US  Navy  Medical  Corps. 
He  began  the  practice  of  ophthalmology'  in  Corpus  Christi 
in  1950. 

Surviving  family  members  include  his  wife,  Joyce  Bryson, 
Corpus  Christi;  sons,  Jeff  Bry  son,  San  Diego,  Calif;  Jay  Bryson, 
Talmadge,  Ohio;  and  Joe  Bryson,  Austin,  Tex;  and  daughters, 
Jane  Bryson,  Los  Angeles,  and  Joan  Bryson  Salazar,  Corpus 
Christi. 

W.B.  Carr 

William  Byron  Carr,  MD,  a Beaumont  physician  specializing  in 
emergency  medicine,  died  Feb  21,  1986,  at  age  43. 

Dr  Carr  was  born  in  Bismarck,  ND,  and  received  his  medical 
education  at  Indiana  University  Medical  School  at  Indianapolis. 
He  remained  in  Indianapolis  for  a two-year  family  practice 
internship.  During  1969-1971,  Dr  Carr  served  in  the  US  Navy. 
He  practiced  in  Indiana,  Illinois,  South  Carolina,  and  Alabama 
before  moving  to  Texas  in  1978.  After  practicing  in  Dallas  for 
four  years,  he  moved  to  Beaumont. 

He  is  survived  by  his  wife,  Marcia  M.  Carr,  and  son,  Richard 
W.  Carr,  both  of  Beaumont;  and  parents,  Mr  and  Mrs  B.F.  Carr, 
Mission,  Tex. 

F.C.  CouncUjJr 

Frank  Clifton  Council,  Jr,  MD,  an  Arlington  gynecologist,  died 
Feb  15,  1986.  Dr  Council,  60,  was  a clinical  professor  of 
I obstetrics  and  gynecology  at  Southwestern  Medical  School  in 
Dallas. 

He  was  born  in  Clarksville,  Tex,  and  received  his  medical 
education  at  Southwestern  Medical  School  in  Dallas.  Gradua- 
tion in  1954  was  followed  by  an  internship  at  St  Vincent’s 
Hospital  in  Portland,  Ore,  and  a residency  at  Parkland  Memo- 
I rial  Hospital  in  Dallas.  He  moved  to  Arlington  in  1958. 

I During  1943- 1947,  he  served  in  the  US  Navy. 

Dr  Council  was  a past  president  of  the  Southwest  Gyne- 
cologic Assembly  and  the  Fort  Worth  OB-Gyn  Society.  He 
served  as  a member  of  the  board  of  directors  and  as  medical 
; staff  president  at  Arlington  Memorial  Hospital. 

He  is  survived  by  his  wife,  Nell  Council,  Arlington;  daughter, 
Kristi  Carol  Council  Collins,  Dallas;  son,  Drue  John  Robert 
i Council,  Austin;  grandsons,  Ivan  David  Collins  and  Barret 
I Parker  Collins,  both  of  Dallas;  sister,  Nancy  Council  Anderson, 

I and  brother,  James  Robert  Council,  both  of  Grand  Prairie. 

H.  Eisenstadt 

Heinz  Eisenstadt,  MD,  an  honorary  member  of  Texas  Medical 
Association,  died  Feb  10,  1986,  at  age  80. 

Dr  Eisenstadt  was  an  internist  in  Port  Arthur,  Tex,  for  38 
years  and  was  the  co-owner  of  the  Port  Arthur  Medical  Clinic. 
Following  retirement  from  private  practice,  he  was  associated 
with  the  Veterans  Administration  Hospital  in  Houston  and  was 


clinical  assistant  professor  of  medicine  at  Baylor  College  of 
Medicine. 

He  was  born  in  Berlin  and  earned  his  medical  degree  in 
1930  from  the  University  of  Berlin  Medical  Faculty.  In  1937  Dr 
Eisenstadt  moved  to  Temple,  Tex,  for  residency  training,  and 
the  following  year  he  moved  to  Port  Arthur. 

He  was  a past  governor,  trustee,  and  vice  president  of  the 
American  College  of  Gastroenterology. 

Dr  Eisenstadt  is  survived  by  his  wife,  Ruth  Eisenstadt,  Hous- 
ton; daughter,  Rita  Danziger,  Houston;  and  two  grandchildren. 

G.A.  Farquhar 

George  Alten  Farquhar,  MD,  81,  an  honorar>'  member  of  Texas 
Medical  Association,  died  Feb  10.  1986.  Dr  Farquhar  had  been 
a resident  of  Marshall,  Tex,  since  195-4. 

Born  in  Monongahela,  Pa,  Dr  Farquhar  earned  his  pre- 
medical degree  from  the  Liniversity  of  Michigan  in  1927.  He 
was  graduated  from  the  University'  of  Pennsylvania  School  of 
Medicine  in  1931  He  was  a member  of  the  Pennsylvania  Na- 
tional Guard  and  serv  ed  in  the  US  Army  during  World  War  II. 

Dr  Farquhar  practiced  in  Alice,  Tex,  from  1947  until  1950. 
He  moved  to  Marshall  in  1955  from  Cleveland,  Ohio.  After 
setting  up  the  radiologv’  department  in  Memorial  Hospital,  he 
became  its  first  full-time  radiologist.  He  also  served  as  presi- 
dent of  Memorial  Hospital’s  medical  staff  for  tw  o years.  Upon 
his  change  from  active  to  honorary  staff  in  1977,  the  hospital 
board  named  a new'ly  constructed  facility  the  George  Alten 
Farquhar  Department  of  Radiologv'. 

Dr  Farquhar  is  surviv'ed  by  his  wife,  Edith  Semmence 
Farquhar,  Marshall;  son,  Thomas  Edward  Farquhar,  Dallas; 
daughter,  Patricia  Ann  Richter,  Alice;  five  grandchildren;  and 
one  great-grandson. 

A.L.  Nanney 

Audie  L.  Nanney,  MD,  an  honorary'  member  of  Texas  Medical 
Association,  died  Feb  18,  1986,  at  age  84. 

Born  in  Marble  Falls,  Tex,  Dr  Nanney  practiced  in  Austin 
from  1943  until  his  retirement  in  1977.  He  was  a 1932  gradu- 
ate of  Baylor  College  of  Medicine  in  Dallas.  He  practiced  in 
Dallas  and  in  Marble  Falls  before  moving  to  Austin. 

Surviving  family  members  include  his  wife,  Valree  Bihle 
Nanney;  daughter,  Betty  Jean  Rundell;  and  son,  Carroll  G. 
Nanney,  DDS,  all  of  Austin;  six  grandchildren;  and  four  great- 
grandchildren. 

G.G.  Passmore 

Glen  G.  Passmore,  MD,  San  Antonio,  died  Feb  1,  1986.  Dr 
Passmore,  75,  was  an  honorar>'  member  of  Texas  Medical 
Association. 

A native  of  El  Campo,  Tex,  he  graduated  from  The  University 
of  Texas  at  Austin  with  degrees  in  chemistr>'  and  pharmacy.  He 
earned  his  medical  degree  from  The  University  of  Texas  Medi- 
cal Branch  at  Galveston  in  1935.  Dr  Passmore  moved  to  San 
Antonio  for  an  internship  and  residency  and  remained  there  to 
practice  obstetrics  and  gynecology.  He  served  as  chairman  of 
the  board  and  chief  of  staff  of  Robert  B.  Green  Memorial  Hos- 
pital and  was  active  in  the  Planned  Parenthood  Association  in 
San  Antonio. 
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He  is  survived  by  his  wife,  Betty  Knox  Passmore,  San  An- 
tonio; son,  Glen  G.  Passmore,  Jr,  Los  Angeles;  daughter,  Gail 
Rider,  Galveston;  sister,  Helen  Fay  Smylie,  Shurz,  Nev;  brother, 
Ben  H.  Passmore,  MD,  El  Paso;  and  four  grandchildren. 

T.N.  Watt 

Terrence  Neal  Watt,  MD,  a retired  Austin  physician,  died  Feb  2, 
1986,  at  age  80. 

Dr  Watt,  an  Austin  native,  attended  Texas  A&M  University.  In 
1931  he  was  graduated  from  the  University  of  Tennessee  Medi- 
cal School  at  Memphis.  After  an  internship  at  Memphis  General 
Hospital,  Dr  Watt  returned  to  Austin  to  establish  a surgical 
practice. 

During  1942—1946,  he  served  in  the  US  Army  Medical 
Corps. 

Surviving  family  members  include  Dr  Watt’s  wife,  Marian 
Watt,  and  son,  Neal  Avery  Watt,  both  of  Austin. 

P.C.  Weinberg 

Paul  Charles  Weinberg,  MD,  an  Austin  obstetrician-gynecologist, 
died  Feb  24,  1986. 

Dr  Weinberg,  60,  was  born  in  Baltimore  and  was  a 1948 
graduate  of  the  State  University  of  New  York  Health  Science 
Center  at  Buffalo.  He  remained  in  Buffalo  for  an  internship  at 
Buffalo  General  Hospital  and  a residency  in  obstetrics  and 
gynecology  at  Sinai  Hospital  of  Baltimore,  Inc.  During  1953- 
1955,  Dr  Weinberg  served  in  the  US  Air  Force  at  Wichita  Falls, 
Tex.  He  returned  to  Baltimore  for  a residency  in  gynecology 
and  continued  to  practice  there  until  1968.  During  1968- 
1983,  Dr  Weinberg  practiced  in  San  Antonio,  where  he  was 
associate  professor  and  later  professor  in  the  department  of 
obstetrics  and  gynecology  at  The  University  of  Texas  Health 
Science  Center.  In  1983  he  moved  to  Austin  and  was  later 
named  director  for  The  University  of  Texas  Health  Science 
Center  at  Houston  obstetrics  and  gynecology  program  con- 
ducted at  its  Austin  campus  at  Brackenridge  Hospital. 

Dr  Weinberg  was  a past  chairman  of  the  TMA  Section  on 
Obstetrics  and  Gynecology  and  a past  president  of  the  San 
Antonio  Obstetrics-Gynecology  Society.  He  was  named  out- 
standing clinical  faculty  instructor  at  The  University  of  Texas 
Medical  School  at  San  Antonio. 

Surviving  family  members  include  his  wife,  Lenore  Weinberg, 
Austin;  son,  Bruce  Weinberg,  Arlington,  Mass;  and  daughters, 
72  Beth  Weinberg  Gordon,  Denison,  Tex;  and  Barbara  Weinberg, 
Dallas. 


stepsons,  Steve  Griffth,  Stratford,  Tex;  and  Gary  Griffith,  Ingle- 
side,  Tex;  stepdaughter,  Susie  Reed,  Versailles,  Ky;  mother, 
Dessa  C.  Wright,  Amarillo,  and  brothers,  Joel  E.  Wright,  Jr,  and 
Norman  Wright,  all  of  Amarillo;  sister,  Ruth  Wright,  Atlanta,  Ga; 
one  grandson;  and  eight  stepgrandchildren. 

B.P.York 

Byron  Parker  York,  Sr,  MD,  member  emeritus  of  the  Texas 
Medical  Association,  died  Feb  9,  1986.  Dr  York,  84,  was  a past 
president  of  the  Texas  Pediatric  Society  and  Harris  County 
Medical  Society  and  a past  chairman  of  the  TMA  Board  of 
Trustees. 

Born  in  Lexington,  Tex,  Dr  York  had  been  a Houston  resi- 
dent for  60  years  and  was  retired  after  many  years  of  service  as 
a pediatrician. 

He  was  a 1925  graduate  of  The  University  of  Texas  Medical 
Branch  at  Galveston.  He  began  his  practice  in  Houston  in 
1927. 

Dr  York  is  survived  by  his  daughter,  Cindy  Eubanks;  son, 
Byron  P.  York,  Jr,  MD;  five  grandchildren;  and  four  great- 
grandchildren, all  of  Houston. 


B.W.  Wright 

Byron  W.  Wright,  MD,  a Dumas  family  physician,  died  Feb  14, 
1986. 

Dr  Wright,  62,  was  born  in  Alpine,  Tex.  He  was  a 1947 
graduate  of  The  University  of  Texas  at  Austin  and  a 1951  gradu- 
ate of  The  University  of  Texas  Medical  Branch  at  Galveston.  He 
served  his  internship  at  the  University  of  Kansas  Medical  Cen- 
ter in  Kansas  City,  Kan.  He  moved  to  Dumas  in  1952. 

Dr  Wright  served  in  the  US  Army  during  1943-1945. 

He  is  survived  by  his  wife,  Doris  Wright,  Dumas;  sons,  Byron 
W.  Wright,  Jr,  Denver;  Joel  G.  Wright,  Phoenix;  and  Sterling  N. 
Wright,  Lubbock,  Tex;  daughter,  Lisa  Lambert,  League  City,  Tex; 
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IN  MEMORIAM 

RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


J.G.  BRYSON 

Corpus  Christi,  1914-1986 

W.B.  CARR 
Beaumont,  1942-1986 

F. C.  COUNCIL,  JR 
Arlington,  1925-1986 

H.  EISENSTADT 
Port  Arthur,  1 905- 1 986 

G. A.  FARQUHAR 
Marshall,  1905-1986 

A.L.  NANNEY 
Austin,  1901-1986 


G.G.  PASSMORE 
San  Antonio,  1910-1986 

T.N.  WATT 
Austin,  1905-1986 

P.C.  WEINBERG 
Austin,  1925-1986 

B.W.  WRIGHT 
Dumas,  1923-1986 

B.P.  YORK 
Houston,  1901-1986 


The  Memorial  Library  of  the  Texas  Medical 
Association  stands  as  a permanent  memorial 
to  physicians  who  have  served  their  patients, 
their  profession,  and  the  people  of  Texas. 

The  Friends  of  the  TMA  Memorial  Library 
is  an  organization  dedicated  to  enhancing  the 
Library  collection  through  support  by  individ- 
uals. Funds  for  this  organization  are  raised 
through  membership  recruitment  and  memo- 


rial donations  and  are  added  to  the  Texas  Me- 
morial Medical  Library  Fund. 

Contributions  to  the  Texas  Memorial  Medi- 
cal Library  Fund  provide  a valuable  support 
function  to  the  Memorial  Library  which  offers 
a full  range  of  medical  reference  and  audio- 
visual services  to  TMA  members  through- 
out the  state. 


THE  FRIENDS  OF  THE  TMA  MEMORIAL  LIBRARY  FUND 
1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


ANNUAL  MEMBERSHIP  ENROLLMENT  HONOR  AND  MEMORIAL  GIFTS 

wish  to  become  enrolled  as  a Friend. 

□ Student  $ 5.00  □ Patron  $ 100.00 

.D  Sustaining  $15.00  □ Life  $1,000.00 

II  Subscribing  $25.00 
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BIG  BULL  ELK  and 
TROPHY  SIZE  TROUT  in  a 
WILDERNESS  SEHING 


Quality. 


VVe’ve  been  building  it  into  our 
outdoor  recreation  program  for 
more  than  30  years. 


Luxurious  accommodations,  exquisite  cuisine, 
and  a 32,000  acre  private  mountain  ranch  is  your 
up-front  guarantee  of  an  unforgettable  holiday. 


Please  direct  inquiries  to: 

Leo  Smith,  Manager 
Chama  Land  & Cattle  Company 
P.O.  Box  746L,  Chama,  NM  87520 
Enjoy  unmatched  (505)  756-2133. 

trout  fishing,  hunt 
for  elk,  deer  or 
bear,  and  then 
relax  in  comfort  at 
our  secluded 
lodge  on  the 
Colorado-New 
Mexico  border. 


LAND  & CATTLE 
COMPANY 

Chama.  New  Mexico  . 
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Agrichemical 

Related 

Exposures 

I J 

A Free  Conference  for 
Health  Care  Providers 

October  23-24,  1986 

Hilton  Palacio  Del  Rio  • San  Antonio,  Texas 

Sponsored  By: 

Texas  Tech  University  Health  Sciences  Center 
Office  of  Continuing  Medical  Education 
Continuing  Nursing  Education  Program 
National  Agricultural  Chemicals  Association 

The  day  and  a half  conference  will  feature  national 
authorities  in  the  areas  of  agrichemical  toxicology 
and  epidemiology  as  well  as  in  agrichemical  use 
and  regulations.  Continuing  education  credits  will 
be  offered  for  physicians  and  nurses  attending  the 
conference. 

To  preregister  or  for  more  information,  contact: 
Communications  Department 
National  Agricultural  Chemicals  Association 
1155  15th  Street,  NW,  V/ashington,  DC  20005 
(202)  296-1585 


F 4^  Solve  a simple  mathematical 

problem.  Assume  that  X in  the  above 
equation  equals  the  total  number  of  staff  members  in 
your  professional  practice  or  coqioration.  Subtract 
from  that  number  all  but  one  staff  member  — yourself 

ViTiat  do  you  get?  Freedom.  Freedom  from  the 
expense  and  bother  of  personnel-related 
administrative  chores. 

Freedom  to  design  a benefits  and  retirement 
package  w+iich  best  fits  your  own  needs,  without 
the  financial  and  administrative  burden  of  supplying 
like  coverage  for  every  member  of  your  staff. 

Freedom  to  offer  your  staff  “large  corporation” 
benefits,  even  if  your  professional  practice  or  company 
is  modest  in  size. 

The  equation  can  work  for  you,  through  the  services 
of  Staff  Leasing,  Inc.  The  concept  is  simple.  Our 
company  hires  your  employees  and  leases  them  back 
to  you.  Your  office  routine  remains  unchanged,  except 
that  Staff  Leasing,  Inc.  handles  all  facets  of  personnel 
administration.  We  assume  responsibility  for  payroll 
and  related  accounting,  make  all  employer  contributions 
to  taxes  and  insurance  on  behalf  of  employees,  and 
manage  the  withholding  and  deposit  of  all  employee 
payroll  deductions. 

Because  a large  number  of  men  and  women  are 
employed  by  Staff  Leasing,  Inc.,  our  company  can 
provide  a package  of  employee  benefits  second  to 
none.  Your  staff  will  enjoy  group  medical  insurance, 
including  maternity  benefits;  group  dental  insurance; 
group  life  insurance;  a sound  retirement  plan; 
professional  liability  insurance;  worker’s  compensation 
insurance;  and  more. 

Staff  leasing  is  also  a recognized  and  approved 
solution  to  the  affiliated  service  group 
problem  presented  by  Internal  Revenue  Code 
Section  4l4(m). 

Staff  Leasing,  Inc.  is  not  an  employment  agency. 

We  simply  make  it  easier  for  you  to  operate  your 
professional  practice  or  corporation  with  existing 
staff.  Or  we  staff  your  office  with  new  employees, 
subject  to  your  approval. 

Freedom.  It’s  writing  one  check  a month  and  letting 
Staff  Leasing,  Inc.  do  the  rest. 

Let  us  work  out  a staff  leasing  plan  for  you.  It 
adds  up  to  a better  way  of  doing  business. 


Texas  office: 

Staff  Leasing,  Inc. 
7557  Rambler  Road, 
Suite  610 

Dallas,  Texas  752.51 
(214)  696-0808 


Oklahoma  office: 

Staff  Leasing,  Inc. 

P.O.  Box  12373 

Oklahoma  City,  Oklahoma  73 1 57 
(405)  94.3-.33 10 
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AND  ONLYauto  leasing  company  endorsed 

by  both  the  Texas  Medical  Association  and  the 
Tarrant  County  Medical  Society,  with  good  reason. 
Call  our  toll-free  number  for  more  information. 

1-800-442-6158 


TRANS-TEXAS  LEASING 
9330  LBJ  Frwy,  Suite  635 
Dallas,  TX  75243 

1-214-699-9494 
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fAedicine  in  literature 


Medicine  in  Literature  is  a randomly  selected  sample  of 
medical  texts  recently  purchased  by  the  TMA  Memorial  Li- 
brary. In  1986  the  library  will  add  more  than  600  book  titles 
to  its  57,800-volume  collection  of  books  and  bound  journals, 
and  regularly  increases  its  holdings  of  motion  pictures,  au- 
diocassettes, videocassettes,  and  slide  presentations.  In  ad- 
dition, the  library  subscribes  to  1,045  medical  and  health- 
related  journals.  For  additional  information,  call  the  Memo- 
rial Library  at  ( 512)477—  6704. 

In  the  TMA  Library 

American  College  of  Sports  Medicine:  Guidelines  for  Exercise 
Testing  and  Prescription,  ed  3-  Philadelphia,  Lea  & Febiger, 
1986. 

Barker  LR,  Burton  JR,  Zieve  PD  (eds):  Principles  of  Am- 
bulatory Medicine,  ed  2.  Baltimore,  Williams  & Wilkins,  1986. 

Bowman  MA,  Allen  DL  Stress  and  Women  Physicians.  New 
York,  Springer-Verlag,  1985. 

Brand  PW:  Clinical  Mechanics  of  the  Hand.  St  Louis,  The  C.V. 
Mosby  Company,  1985. 

Buda  AJ,  Delp  EJ  (eds);  Digital  Cardiac  Imaging.  Boston,  Mar- 
tinus  Nijholf  Publishers,  1985. 

Cohn  PF  (ed):  Diagnosis  and  Therapy  of  Coronary  Artery 
Disease,  ed  2.  Boston,  Martinus  Nijhofif  Publishers,  1985. 

General  Principles  of  Blood  Transfusion.  Chicago,  American 
Medical  Association,  1985. 

Hajdu  SI:  Differential  Diagnosis  of  Soft  Tissue  and  Bone  Tu- 
mors. Philadelphia,  Lea  & Febiger,  1986. 

Fox  KM,  Shapiro  LM:  Color  Atlas  of  Hypertension.  Chicago, 
Year  Book  Medical  Publishers,  Inc,  1986. 

Fraser  GE:  Preventive  Cardiology.  New  York,  Oxford  Univer- 
sity Press,  1986. 

Garver  KL,  Marchese  SG:  Genetic  Counseling  for  Clinicians. 
Year  Book  Medical  Publishers,  Inc,  1986. 

Jang  GD  (ed):  Angioplasty.  New  York,  McGraw-Hill  Book 
Company,  1986. 

Krieger  DT,  Bardin  CW:  Current  Therapy  in  Endocrinology 
and  Metabolism,  1985-1986.  Philadelphia,  B.C.  Decker  Inc, 
1985. 

Lieberman  J (ed);  Sarcoidosis.  Orlando,  Fla,  Grune  & Stratton, 
1985. 


Marsh  GN  {edT).  Modem  Obstetrics  in  General  Practice.  New 
York,  Oxford  University  Press,  1985. 

Morganroth  J,  Frishman  WH,  Horowitz  LN,  et  al;  Cardiovascu- 
lar Drug  Therapy.  Chicago,  Year  Book  Medical  Publishers,  Inc, 
1986. 

Myrianthopoulos  NC:  Malformations  in  Children  Prom  One 
to  Seven  Years.  A Report  from  the  Collaborative  Perinatal 
Project  New  York,  Alan  R.  Liss,  Inc,  1985. 

Pfefifer  CR:  The  Suicidal  Child  New  York,  The  Guilford  Press, 
1986. 

Phelps  ME,  Mazziotta  JC,  Schelbert  HR  (eds):  Positron  Emis- 
sion Tomography  and  Autoradiography.  Principles  and  Ap- 
plications for  the  Brain  and  Heart  New  York,  Raven  Press, 
1986. 

Potsic  WP,  Handler  SD;  Primary  Care  Pediatric  Otolaryngol- 
ogy. New  York,  MacMillan  Publishing  Company,  1986. 

Rourke  BP  (ed):  Neuropsychology  of  Learning  Disabilities. 
Essentials  of  Subtype  Analysis.  New  York,  The  Guilford  Press, 
1985. 

Sears  ML,  Tarkkanen  A (eds):  Surgical  Pharmacology  of  the 
Eye.  New  York,  Raven  Press,  1985. 

Shepherd  JH,  Monaghan  JM  (eds);  Clinical  Gynaecological 
Oncology.  Boston,  Blackwell  Scientific  Publications,  1985. 

Stair  TO  (ed):  Practical  Management  of  Eye,  Ear,  Nose, 

Mouth,  and  Throat  Emergencies.  Rockville,  Md,  Aspen  Systems 
Corporation,  1986. 

Stuart-Harris  CH,  Schild  GC,  Oxford  JS:  Influenza  The  Viruses 
arul  the  Disease,  ed  2.  London,  Edward  Arnold  Ltd,  1985. 

Taylor-Papadimitriou  J (ed):  Interferons.  Their  Impact  in  Biol- 
ogy arul  Medicine.  New  York,  Oxford  University  Press,  1985. 

Therman  E:  Human  Chromosomes.  Structure,  Behavior, 

Effects,  ed  2.  New  York,  Springer-Verlag,  1986. 

Weinberger  SE:  Principles  of  Pulmonary  Medicine.  Philadel- 
phia, W.B.  Saunders  Company,  1986. 

Zimmerman  JM:  Hospice.  Complete  Care  for  the  Terminally 
III  Baltimore,  Urban  & Schwarzenberg,  1986. 
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Before  prescribinq,  see  complete  prescribing  Information  in  SK&F  CO. 
literature  or  PDR.  The  following  Is  a brief  summary. 


WARNING 

This  drug  is  not  indicated  lor  initial  therapy  of  edema  or  hyperten- 
sion, Edema  or  hypertension  requires  therapy  titrated  to  the  individual 
If  this  combination  represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  management.  Treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
enal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Oo  not  use  potassium  supplements,  dietary  or  otherwise 
jnless  hypokalemia  develops  or  dietary  intake  ot  potassium  is  markedly 
mpaireo.  If  supplementary  potassium  is  needed,  potassium  tablets 
should  not  be  used.  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  irregularities.  It  is  more  likely  in  the  severely  ill,  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with  suspected 
sr  confirmed  renal  insufficiency.  Periodically,  serum  K+  levels  should  be 
1 determined.  If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
intake  Associated  widened  QRS  complex  or  arrhythmia  requires 
t arompt  additional  therapy  Thiazides  cross  the  placental  barrier  and 
I appear  in  cord  blood.  Use  in  pregnancy  requires  weighing  anticipated 
I aenefits  against  possible  hazards,  including  fetal  or  neonataliaundice, 
'hrombocytopenia,  other  adverse  reactions  seen  in  adults,  thiazides 
appear  and  triamterene  may  appear  in  breast  milk,  if  their  use  is  essential 
the  patient  should  stop  nursing.  Adequate  information  on  use  in  children 
■s  not  available.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possible  exacerbation  or 
activation  of  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
' 'Oyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity 
Theoretically,  a patient  transferred  from  the  single  entities  of  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  fluid 
retention.  Similarly,  it  is  also  possible  that  the  lesser  hydrochlorothiazide 
bioavailability  could  lead  to  increased  serum  potassium  levels  However 
extensive  clinical  experience  with  'Dyazide'  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angiotensin- 
converting  enzyme  (ACE)  inhibitors  can  elevate  serum  potassium-  use 
with  caution  wllh  'Dyazide'.  Do  periodic  serum  electrolyte  determinations 
I (particularly  important  in  patients  vomiting  excessively  or  receiving 
'parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B or 
1 corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and  serum 
I creatinine  determinations  should  be  made,  especially  in  the  elderly 
diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency. 

' Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
' function.  Thiazides  should  be  used  with  caution  in  patients  with  impaired 
I hepatic  function.  They  can  precipitate  coma  in  patients  with  severe  liver 
disease.  Observe  regularly  for  possible  blood  rfyscrasias,  liver  damage 
j other  Idiosyncratic  reactions.  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 

I agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
I with  thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased  when 
I used  concurrently  with  hydrochlorothiazide;  dosage  adjustments  may  be 
j necessary.  Clinically  insignificant  reductions  in  arterial  responsiveness 
, to  norepinephrine  have  been  reported.  Thiazides  have  also  been  shown  to 
' increase  the  paralyzing  effect  of  nondepolarizing  muscle  relaxants  such 
as  tubocurarine.  Triamterene  is  a weak  tolic  acid  antagonist.  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously  in 
surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  associa- 
'tion  with  the  other  usual  calculus  components.  Therefore,  'Dyazide' 

I should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 

! A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  'Dyazide'  when  treated  with  indomethacin.  Therefore  caution  is 
I advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
I'Dyazide'.  The  following  may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
! be  altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia) 
decreasing  alkali  reserve  with  possible  metabolic  acidosis.  'Dyazide 
(interferes  with  fluorescent  measurement  of  quinidine.  Hypokalemia  is 
uncommon  with  'Dyazide',  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  Increased  dietary 
intake  ot  potassium-rich  foods.  Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  levels  determined.  Discontinue  correc- 
tive measures  and  'Dyazide'  should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  dllutional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
of  severe  hyponatremia.  Serum  PBI  ievels  may  decrease  without  signs 
j of  thyroid  disturbance.  Calcium  excretion  is  decreased  by  thiazides 
I Dyazide'  should  be  withdrawn  before  conducting  tests  for  parathyroid 
function.  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
I hypertensive  drugs.  Diuretics  reduce  renal  clearance  of  lithium  and 
. increase  the  risk  of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness  headache 
dry  mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting,  diarrhea,  constipation, 
other  gastrointestinal  disturbances:  postural  hypotension  (may  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and  respiratory  distress 
iricluding  pneumonitis  and  pulmonary  edema,  transient  blurred  vision. 

; sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual  calculus 
1 components.  Rare  incidents  of  acute  interstitial  nephritis  have  been 
! reported.  Impotence  has  been  reported  in  a tew  patients  on  Dyazide' 

] although  a causal  relationship  has  not  been  established. 

Supplied:  ‘Dyazide’  is  supplied  as  a red  and  white  capsule,  in  bottles  ot 
1000  capsules;  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  in  Patient-Pak™  unit-of-use  bottles  of  100. 
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hydrocodone  bitartrate  5 mg  (Warning:  May  be  habit  forming.) 
with  acetaminophen  500  mg 


Brief  Summory 

INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderotely  severe  pom, 

CONTRAINDICATIONS:  Hypersensitivity  to  ocetommophen  or  hydrocodone 

WARNINGS 

Drug  Abuse  and  Dependence:  VICOOIN  is  subject  to  the  Federal  Controlled  Substances  Act  (Schedule  III) 
Psychic  dependence,  physical  dependence  and  toleronce  moy  develop  upon  repeated  administration  ot  narcot- 
ics, therefore,  VICODIN  should  be  prescribed  and  administered  with  the  some  caution  appropriote  to  the  use  of 
other  oral-narcotic-contoining  medicotions. 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone  may  produce  dose-reloted  respira- 
tory depression  by  acting  directly  on  broin  stem  respiratory  centers  Hydrocodone  olso  offects  centers  that  control 
respirotory  rhythm,  and  may  produce  irregular  and  periodic  breathing. 

Head  Injury  and  Increosed  Intracranial  Pressure:  The  respiratory  depressant  effects  of  narcotics  and  their  ca- 
pacity to  elevate  cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head  injury,  other 
intracranial  lesions  or  a preexisting  increase  in  intracranial  pressure.  Furthermore,  narcotics  produce  adverse 
reoctions  which  moy  obscure  the  clinical  course  of  patients  with  head  injuries. 

Acute  Abdominal  Condibons:  The  adminisiralion  ol  narcotics  may  obscure  the  diagnosis  or  clinical  course  ot 
patients  with  acute  abdominol  conditions 

PRECAUTIONS 

Special  Risk  Patients:  VICODIN  should  be  used  with  caution  in  elderly  or  debilitated  patients  ond  those  with 
severe  impairment  ol  hepatic  or  renal  function,  hypothyroidism,  Addison's  disease,  proslatic  hypertrophy  or 
urethral  stricture 

Information  For  Patients:  VICODIN,  like  all  narcotics,  moy  impair  the  mental  and/or  physical  abilities  required  tor 
the  performance  ol  potentially  hazardous  tasks  such  as  driving  a car  or  operating  machinery,  patients  should  be 
cautioned  accordingly. 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex,  caution  should  be  exercised  when  VICODIN  is  used 
posloperatively  and  in  patients  with  pulmonary  disease 

Drug  Interoctions;  The  CNS-depressant  effects  of  VICODIN  may  be  additive  with  that  of  other  CNS  depressants 
When  combined  therapy  is  contemplated,  the  dose  of  one  or  both  agents  should  be  reduced  The  use  of  MAO 
inhibitors  or  tricyclic  antidepressants  with  hydrocodone  preparations  may  increase  the  effect  of  either  the  antide- 
pressant or  hydrocodone  The  concurrent  use  of  anticholinergics  with  hydrocodone  moy  produce  paralytic  ileus. 
Usoge  in  Pregnancy:  Pregnancy  Category  C,  Hydrocodone  has  been  shown  to  be  teratogenic  in  hamsters  when 
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given  in  doses  700  times  the  human  dose.  There  are  no  adequate  and  well-controlled  studies  in  pregnant 
women.  VICODIN  should  be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus, 

Nonteratogenic  Effects:  Babies  born  to  mothers  who  have  been  toking  opioids  regularly  prior  to  delivery  will  be 
physically  dependent  The  intensity  of  the  syndrome  does  not  always  correlate  with  the  duration  of  maternal 
opioid  use  or  dose 

Labor  and  Delivery:  Administration  ot  VICODIN  to  the  mother  shortly  before  delivery  may  result  in  some  degree  ol 
respiratory  depression  In  the  newborn,  especially  if  higher  doses  are  used 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk;  therefore,  a decision  should  be 
made  whether  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the  importance  ot  the  drug  to 
the  mother, 

Pediathc  Use:  Safely  and  effectiveness  In  children  have  not  been  established. 

ADVERSE  REACTIONS 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy,  impairment  of  mental  and  physical 
performance,  anxiety  tear,  dysphoria,  dizziness,  psychic  dependence,  mood  changes, 

Gastrointeshnol  System:  Nausea  and  vomiting  may  occur,  they  are  more  frequent  in  ambulatory  than  in  recum- 
bent patients  Prolonged  administration  ot  VICODIN  may  produce  constipation, 

Genitouhnary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary  retention  have  been  reported 
Respiratory  Depression:  (See  WARNINGS ) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  odjusted  according  to  the  severity  of  the  pain  and  the 
response  of  the  patient.  However,  toleronce  to  hydrocodone  can  develop  with  continued  use,  and  the  incidence  of - 
untoward  effects  is  dose  related 

The  usual  dose  is  one  tablet  every  six  hours  as  needed  for  poin.  (It  necessary,  this  dose  may  be  repealed  at  four- 
hout  intervals. ) In  cases  ot  more  severe  pain,  two  tablets  every  six  hours  (up  to  eight  tablets  in  24  hours)  may  be 
required  Revised,  April  1982 
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CARUZEM 


60  mg  fid 
or  qid 


diltiazem  HCI/Marion 

FEWER  SIDE  EFFECTS  IN  AHTMNGINAL  THERAPY 


BRIEF  SUMMARY 

CARDIZEM"  (diltiazem  hydrochloride)  is  a calcium  ion  influx  inhibi- 
tor (slow  channel  blocker  or  calcium  antagonist) 

INDICATIONS  AND  USAGE 

1 Angina  Pectoris  Due  to  Coronary  Artery  Spasm.  CARDIZEM  is 
indicated  in  the  treatment  of  angina  pectoris  due  to  coronary 
artery  spasm.  CARDIZEM  has  been  shown  effective  in  the  treat- 
ment of  spontaneous  coronary  artery  spasm  presenting  as  Prinz- 
metal's variant  angina  (resting  angina  with  ST-segment  elevation 
occurring  during  attacks) 

2 Chronic  Stable  Angina  (Classic  Effort-Associated  Angina). 
CARDIZEM  IS  indicated  in  the  management  of  chronic  stable 
angina  CARDIZEM  has  been  effective  in  controlled  trials  in 
reducing  angina  frequency  and  increasing  exercise  tolerance 

There  are  no  controlled  studies  of  the  effectiveness  of  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  of  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities. 

CONTRAINDICATIONS 

CARDIZEM  IS  contraindicated  in  (1)  patients  with  sick  sinus  syn- 
drome except  in  the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients  with 
hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node  refractory 
periods  without  significantly  prolonging  sinus  node  recovery  time, 
except  in  patients  with  sick  sinus  syndrome  This  effect  may 
rarely  result  m abnormally  slow  heart  rates  (particularly  in 
patients  with  sick  sinus  syndrome)  or  second-  or  third-degree  AV 
block  (six  of  1243  patients  tor  0 48%).  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction  A patient  with  Prinzmetal's  angina 
developed  periods  of  asystole  (2  to  5 seconds)  after  a single  dose 
of  60  mg  of  diltiazem 

2 Congestive  Heart  Failure.  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemo- 
dynamic studies  in  humans  with  normal  ventricular  function 
have  not  shown  a reduction  in  cardiac  index  nor  consistent 
negative  effects  on  contractility  (dp/dt).  Experience  with  the  use 
of  CARDIZEM  alone  or  in  combination  with  beta-blockers  in 
patients  with  impaired  ventricular  function  is  very  limited  Cau- 
tion should  be  exercised  when  using  the  drug  in  such  patients 

3 Hypotension.  Decreases  in  blood  pressure  associated  with 
CARDIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension 

4 Acute  Hepatic  Injury.  In  rare  instances,  patients  receiving 
CARDIZEM  have  exhibited  reversible  acute  hepatic  injury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes. 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS  ) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively  metabo- 
lized by  the  liver  and  excreted  by  the  kidneys  and  in  bile  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage  In 
special  subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and  higher 
in  rats  were  associated  with  histological  changes  in  the  liver  which 
were  reversible  when  the  drug  was  discontinued  In  dogs,  doses  of 
20  mg/kg  were  also  associated  with  hepatic  changes,  however,  these 
changes  were  reversible  with  continued  dosing. 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there  may  be 
additive  effects  in  prolonging  AV  conduction  when  using  beta-blockers 
or  digitalis  concomitantly  with  CARDIZEM  (See  WARNINGS.) 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CARDIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated  Available  data  are  not  sufficient,  however,  to  predict  the 
effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities.  In  healthy 


volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin  levels 
up  to  20%. 

Carcinogenesis,  Mutagenesis.  Impairment  of  Fertility.  A ZA-month 
study  in  rats  and  a 21-month  study  in  mice  showed  no  evidence  of 
carcinogenicity  There  was  also  no  mutagenic  response  in  in  vitro 
bacterial  tests.  No  intrinsic  effect  on  fertility  was  observed  in  rats 

Pregnancy.  Category  C Reproduction  studies  have  been  conducted 
in  mice,  rats,  and  rabbits  Administration  of  doses  ranging  from  five  to 
ten  times  greater  (on  a mg/kg  basis)  than  the  daily  recommended 
therapeutic  dose  has  resulted  in  embryo  and  fetal  lethality  These 
doses,  in  some  studies,  have  been  reported  to  cause  skeletal  abnor- 
malities In  the  perinatal/postnatal  studies,  there  was  some  reduction 
in  early  individual  pup  weights  and  survival  rates.  There  was  an 
increased  incidence  of  stillbirths  at  doses  of  20  times  the  human  dose 
or  greater. 

There  are  no  well-controlled  studies  in  pregnant  women,  therefore, 
use  CARDIZEM  (diltiazem  hydrochloride)  in  pregnant  women  only  if  the 
potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  exercise 
caution  when  CARDIZEM  is  administered  to  a nursing  woman  if  the 
drug's  benefits  are  thought  to  outweigh  its  potential  risks  in  this 
situation 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not  been 
established. 


ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater  than  that 
reported  during  placebo  therapy 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology  of 
calcium  influx  inhibition.  In  many  cases,  the  relationship  to  CARDIZEM 
has  not  been  established  The  most  common  occurrences,  as  well  as 
their  frequency  of  presentation,  are  edema  (2  4%),  headache  (2  1%). 
nausea  (1  9%).  dizziness  (1  5%),  rash  (1  3%),  asthenia  (1  2%).  AV 
block  (1.1%).  In  addition,  the  following  events  were  reported  infre- 
quently (less  than  1%)  with  the  order  of  presentation  corresponding  to 
the  relative  frequency  of  occurrence 


Cardiovascular 
Nervous  System 
Gastrointestinal 

Dermatologic 

Other 


Flushing,  arrhythmia,  hypotension,  bradycardia, 
palpitations,  congestive  heart  failure,  syncope 
Paresthesia,  nervousness,  somnolence,  tremor, 
insomnia,  hallucinations,  and  amnesia 
Constipation,  dyspepsia,  diarrhea,  vomiting, 
mild  elevations  of  alkaline  phosphatase,  SCOT, 
SGPT,  and  LDH 

Pruritus,  petechiae,  urticaria,  photosensitivity 
Polyuria,  nocturia 


The  following  additional  experiences  have  been  noted 
A patient  with  Prinzmetal's  angina  experiencing  episodes  of  vaso- 
spastic angina  developed  periods  of  transient  asymptomatic  asystole 
approximately  five  hours  after  receiving  a single  60-mg  dose  of 
CARDIZEM 

The  following  postmarketing  events  have  been  reported  infrequently 
in  patients  receiving  CARDIZEM  erythema  multiforme;  leukopenia,  and 
extreme  elevations  of  alkaline  phosphatase.  SCOT,  SGPT.  LDH.  and  CPK. 
However,  a definitive  cause  and  effect  between  these  events  and 
CARDIZEM  therapy  is  yet  to  be  established 


OVERDOSAGE  OR  E)(AGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  limited  Single 
oral  doses  of  300  mg  of  CARDIZEM  have  been  well  tolerated  by  healthy 
volunteers  In  the  event  of  overdosage  or  exaggerated  response,  appro- 
priate supportive  measures  should  be  employed  in  addition  to  gastric 
lavage  The  following  measures  may  be  considered 
Bradycardia  Administer  atropine  (0  60  to  1 0 mg).  If  there  is 

no  response  to  vagal  blockade,  administer  iso- 
proterenol cautiously 


High-Oegree 
AV  Block 

Cardiac  Failure 

Hypotension 


Treat  as  for  bradycardia  above  Fixed  high- 
degree  AV  block  should  be  treated  with  cardiac 
pacing 

Administer  inotropic  agents  (isoproterenol, 
dopamine,  or  dobutamine)  and  diuretics. 
Vasopressors  (eg,  dopamine  or  levarterenol 
bitartrate). 


Actual  treatment  and  dosage  should  depend  on  the  severity  of  the 
clinical  situation  and  the  judgment  and  experience  of  the  treating 
physician 

The  oral  LDso's  in  mice  and  rats  range  from  415  to  740  mg/kg  and 
from  560  to  810  mg/kg,  respectively  The  intravenous  LOso’s  in  these 
species  were  60  and  38  mg/kg,  respectively  The  oral  LD50  m dogs  is 
considered  to  be  in  excess  of  50  mg/kg,  while  lethality  was  seen  in 
monkeys  at  360  mg/kg  The  toxic  dose  in  man  is  not  known,  but  blood 
levels  m excess  of  800  ng/ml  have  not  been  associated  with  toxicity 
DOSAGE  AND  ADMINISTRATION 

Exeilional  Angina  Pectoris  Due  to  Atherosclerotic  Coronary  Ar- 
tery Disease  or  Angina  Pectoris  at  Rest  Due  to  Coronary  Artery 
Spasm,  Dosage  must  be  adjusted  to  each  patient's  needs.  Starting 
with  30  mg  four  times  daily,  before  meals  and  at  bedtime,  dosage 
should  be  increased  gradually  (given  in  divided  doses  three  or  four 
times  daily)  at  one-  to  two-day  intervals  until  optimum  response 
IS  obtained  Although  individual  patients  may  respond  to  any  dos- 
age level,  the  average  optimum  dosage  range  appears  to  be  180  to 
240  mg/day  There  are  no  available  data  concerning  dosage  require- 
ments in  patients  with  impaired  renal  or  hepatic  function  If  the  drug 
must  be  used  in  such  patients,  titration  should  be  carried  out  with 
particular  caution 

Concomitant  Use  With  Dther  Antianginal  Agents: 

1 Sublingual  NTG  may  be  taken  as  required  to  abort  acute  anginal 
attacks  during  CARDIZEM  therapy 

2 Prophylactic  Nitrate  Therapy  CARDIZEM  may  be  safely  co- 
administered with  short-  and  long-acting  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  antianginal  effective- 
ness of  this  combination 

3 Beta-blockers.  (See  WARNINGS  and  PRECAUTIONS ) 

HOW  SUPPLIED 

CARDIZEM  30-mg  tablets  are  supplied  in  bottles  of  100  (NOC  0088- 
1771-47)  and  in  Unit  Dose  Identification  Paks  of  100  (NDC  0088-1771- 
49).  Each  green  tablet  is  engraved  with  MARION  on  one  side  and  1771 
engraved  on  the  other.  CARDIZEM  60-mg  scored  tablets  are  supplied  in 
bottles  of  100  (NDC  0088-1772-47)  and  in  Unit  Dose  Identification 
Paks  of  100  (NDC  0088-1772-49)  Each  yellow  tablet  is  engraved  with 
MARION  on  one  side  and  1772  on  the  other  Issued  4/l.'84 


See  complete  Professional  Use  Information  before  prescribing 
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disease:  When  to  use  which  Mod  Med  1982;  50(Sept)  94-116 
4.  Subramanian  VB  Comparative  evaluation  of  four  calcium  antago- 
nists and  propranolol  with  placebo  in  patients  with  chronic  stabio 
angina  Cardiovasc  Rev  Rep  1984;  5 91-104  5.  Schroeder  JS,  Feldman 
RL,  Giles  TD,  et  al  Multiclinic  controlled  trial  of  diltiazem  for  Prinz- 
metal's angina  Ami/Werf  1982: 72.227-231  6,  Weiner  DA,  McCabe  CH, 
Cutler  SS.  et  al  The  efficacy  and  safety  of  high-dose  verapamil  and 
diltiazem  in  the  long-term  treatment  of  stable  exertional  angina  Clin 
Cardiol  1985;  7 648-653  7.  Shapiro  W Calcium  channel  blockers 
Actions  on  the  heart  and  uses  in  ischemic  heart  disease  Consultant 
1984;  24(Dec)  150-159 


Another  patient  benetit  product  trom 

PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES, INC. 

KANSAS  CITY,  MO  64137 


Give  your  angina  patient 


CARDIZBIK:  FEWER  SIDE  ffFiCrS 


diltiozem  HCI/Marion 


The  lowest  ineidenee  of  side  effeets 
among  the  salsium  channel  blocken’ 


An  exceptionally  safe  choice  for  angina 
patients  with  coexisting  hypertension, 
diabetes,  asthma,  or  COPD'^ 


Proven  efficacy  when  used  alone 
in  angina’ 

Compatible  with  both  beta~blockers 
and  nitrates^ 


Please  see  brief  summary  af  prescribing  infarmation  on  the  next  page. 


Texas  Physicians’  Directory 


ALLERGY 


CLINICS 


CORPUS  CHRISTI  ALLERGY  CLINIC 

Saul  Grossman,  MD,  FACA,  FAACIA,  Allergy-Dermatology 
Wallace  A.  Crozier,  MD,  FACA,  Certified  American  Boards  Pediatrics 
and  Allergy,  Diplomate  American  Board  of  Allergy  and  Immunology 

2530  Morgan,  Corpus  Chrlsti,  Texas;  882-3487 


CHARLES  A.  RUSH,  JR,  MD 

Diplomate/American  Board  of  Allergy  & Immunology 
Fellow,  AAA,  ACA,  AACIA 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


CONSULTANTS 
Evan  M.  Hersh,  MD 


John  P.  McGovern,  MD 
DIRECTOR-CONSULTANT 


Theodore  J.  Haywood,  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng,  MD 
Lawrence  G.  Thorne,  MD 
Venugopal  K.  Menon,  MD 
Robert  E.  Smith,  MD 
Gerald  T.  Machinski,  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 
Lyna  Kit  Lee,  MD 
Marian  W.  Sindell,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinberp,  MD,  PhD 
Chinavudh  Wanissorn,  PhD 
Glenna  M,  Kyle,  PhD 


IMMUNOLOGY 

James  A.  Knight,  MD 
PSYCHIATRY 

R.  John  Prevost,  MS 
AIR  POLLUTION 

Reuben  D.  Wende,  PhD 
ANTIGEN  AND  CLINICAL 
LABORATORIES 

John  A.  Thomas,  PhD 
BIOMETRICS 

Warren  E.  Schaller,  HSD 
Charles  F.  Kegley,  PhD 
ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland,  HSD 
HEALTH  EDUCATION 

George  R.  Kerr,  MD 
NUTRITION 


Certified  American  Board  of  Allergy  and  Immunology 
Diplomates  American  Boards  of  Pediatrics  and  Allergy 
6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


JAMES  A.  CAPLIN,  MD 
I AAA,  ACA,  AACIA 

I Allergy,  Asthma,  and  Clinical  Immunology 

; 2550  Morgan  Avenue,  Corpus  Chrlsti,  Texas  78405 
Telephone  512  888-6782 


Two  complete  neurological  and  behavioral  medicine  facilities  dedicated 
to  DIAGNOSIS  AND  COMPREHENSIVE  CARE  OF  PATIENTS  WITH 
CHRONIC  RECURRENT  HEADACHES  with  emphasis  on  prophylactic 
treatment. 


HOUSTON  HEADACHE 
CLINIC 

Park  Plaza  Prof.  Bldg. 

1213  Hermann  Dr.  #855 
Houston,  Texas  77004 
713  528-1916 


DALLAS  HEADACHE 
CLINIC 

Douglas  Plaza 
8226  Douglas  Ave.  #325 
Dallas,  Texas  75225 
214  692-7011 


CAT  scan;  EEC;  EMG;  Evoked  Potentials;  Thermography;  Personality, 
Behavioral  and  Psychological  Evaluations.  Multimodality  approach  to 
management  of  headache  including  prophylactic  medications,  bio- 
feedback and  behavioral  therapy. 


NINAN  T.  MATHEW,  MD,  FRCP  (C) 

Neurologist-Director 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  B-322,  Dallas,  Texas  75230 
214  991-6000 


CARDIOLOGY 

J.  Edward  Rosenthal,  MD,  FACC 
David  A.  Schwartz,  MD 

GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 
Charles  S.  White,  III,  MD 

ALLERGY  AND  IMMUNOLOGY 
William  R.  Lumry,  MD 


RHEUMATOLOGY 
Carlos  M.  Kier,  MD 

INTERNAL  MEDICINE 
Joan  P.  Donley,  MD 
Larry  Dossey,  MD 
Tom  L.  Hampton,  MD 
David  A.  Haymes,  MD 
Carl  Thomas  Long,  III,  MD 
Jack  F.  Melton,  MD 
Joe  H.  Sample,  MD 
Peter  S.  Stack,  MD 
Rick  T.  Waldo,  MD 


Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology,  Gaslroenterolopv,  Hematology  and  Oncology 


PROVIDENCE  HOSPITAL  LASER  CENTER 

Approved  for: 

Pulmonary  & Thoracic 
Philip  Croyle,  MD — 817  752-9276 
Philip  Sanger,  MD — 817  753-8827 

Urology 

Robert  Corwin,  MD — 817  756-5448 
Marc  Barrett,  MD — 817  752-1611 

Gastroenterology 

Ed  Carpenter,  MD — 817  753-1020 

Providence  Hospital,  1700  Providence  Drive,  Waco,  Texas  76703; 
817  753-4551 


ANESTHESIOLOGY 


EDWARD  A.  TALMAGE,  MD,  PA 
Pain  Management — Epidural  Steroid  Therapy 
Diagnostic  & Therapeutic  Nerve  Blocks 
Surgical  & Obstetrical  Anesthesiology 

1 Diplomate  American  Board  of  Anesthesiology 
7777  Southwest  Freeway,  Suite  1052,  Houston  77074;  713  988-7558 


TMA  Physician  Health  and  Rehabilitation 
Hotline— 512  477-5575 


TMA  1986/1987  Calendar  of  Events 

Fall  Conference,  Austin,  September  13  • • • Another  service  of  your  association 

Interim  Meeting  House  of  Delegates,  Austin,  November  21-22 
Winter  Conference,  Austin,  February  6 
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COLON  & RECTAL  SURGERY 


DIAGNOSTIC  RADIOLOGY 


FT.  WORTH  PROCTOLOGIC  CLINIC,  PA 

Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

1050  West  Rosedale,  Fort  Worth,  Texas  76104; 

817  338-4501  (24  hours) 


COMPUTED  TOMOGRAPHY 

Temple  Independent  Scanner 

Stephen  |.  Vancura,  MD 

High  Resolution  In/Out  Patient  CT  (Head  or  Body) 
Including  Tumor  Biopsy,  Interyentional  Radiology 
2027  S.  61st  St.,  Suite  116,  Temple,  Texas  76501 
817  774-9994 

Note:  24  hr.  Emergency  Services  Available 


DAVID  S.  PITA,  MD 

Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower,  Baylor  Medical  Plaza,  3600  Gaston  Avenue,  Suite  411,  Dallas, 
Texas  75246;  214  821-4300 

122  W.  Colorado,  Dallas,  Texas  75208;  214  942-8734 


DERMATOLOGY 


DAVID  R.  WEAKLEY,  MD,  FACP 

Dermatology — Dermatological  Surgery 
Including  Dermabrasion,  Chemical  Peeling 
and  Collagen  Injections 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


ENDOCRINOLOGY 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld,  MD,  FACP 
Richard  Sachson,  MD,  FACP 
Steven  Dorfman,  MD,  FACP 
Stephen  Aronoff,  MD,  FACP 

Dipicmates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

5480  LaSierra  Drive,  Dallas,  Texas  75231;  214  363-5535 


ERIC  A.  ORZECK,  MD,  FACP 

Endocrinology  & Diabetes 


8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


WILLIS  I.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue 
Suite  1154,  Dallas,  Texas  75246;  214  827-5960 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209;  512  222-8651,  222-2001 

(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 blocks  to 

Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and  arrows.) 


GASTROENTEROLOGY 


HERBERT  A.  BAILEY,  MD,  PA 

Diseases  of  the  Digestive  System 


3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 


GENERAL  SURGERY 


DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S.  Alkek,  MD 

Hair  Transplantation,  Scalp  Reduction, 
Dermabrasion,  Chemical  Peel  and  Collagen 

Medical  City  Dallas,  7777  Forest  Lane,  Building  B, 

Suite  309,  Dallas,  Texas  75230;  telephone  214  788-0088 


DRS.  VANDERPOOL,  LANE,  WINTER  & BONE 

David  Vanderpool,  MD,  FACS  John  W.  Winter,  MD,  FACS 

B.  Ward  Lane,  MD,  FACS  C.  Edward  Bone,  MD,  FACS 

Diplomates  American  Board  of  Surgery 

General  & Peripheral  Vascular  Surgery 

1008  N.  Washington,  Dallas,  Texas  75204;  214  823-2650 
7777  Forest  Lane,  Suite  204,  Dallas,  Texas  75230;  214  661-7860 


MOHS  SURGERY  HAND  SURGERY 

For  Primary  and  Recurrent 

Cancer  of  the  Skin  

Forrest  C.  Brown,  MD  L.  LEE  LANKFORD,  MD 

Medical  City  Hospital  Diplomate  American  Board  of  Orthopaedic  Surgery 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537  DAVID  J.  ZEHR,  MD — Microsurgeiy 

ARNOLD  V.  DiBELLA,  MD 

Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 

TMA  Physician  Placement  Service  ROBERT  E.  BUNATA,  MD,  PA 

B.  J.  WROTEN,  MD,  PA 

Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth,  Texas  76104 
. . . Another  service  of  your  association  Telephone  817  335-5411 


TMA  Practice  Management  Workshops 

. . . Another  service  of  your  association 


Texas  Medicir, 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane,  Suite  606,  Dallas,  Texas  75231;  214  368-3776 


KENNETH  D.  CLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 


ADRIAN  E.  FLATT,  MD,  FRCS 

Chief,  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue, 
Dallas,  Texas  75246;  Office  214  823-9440 


DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 

Charles  W.  Simpson,  MD  Richard  H.  lackson,  MD 

Morris  Sanders,  MD  Mark  ).  Cwikla,  MD 

W.  Robert  Hudgins,  MD  Casey  E.  Patterson,  MD  (Retired) 

5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg.,  Suite  620, 

Dallas,  Texas  75235;  214  637-0420 

8210  Walnut  Hill  Lane,  Presbyterian  Professional  Bldg.,  Suite  905; 

Dallas,  Texas  75231;  214  369-7596 

1302  Lane  St.,  Copper  Tree  Medical  Center,  Suite  300, 

Irving,  Texas  75062;  214  259-4768 


JACK  E.  McCALLUM,  MD,  PA 
PHILIP  C.  BECHTEL,  MD,  PA 
WARREN  D,  WILSON,  MD,  PA 

Diplomates  of  the  American  Board  of  Neurological  Surgery 
1522  Cooper,  Fort  Worth,  Texas  76104;  817  336-1300 


ROBERTA.  ERSEK,  MD 

Diplomate  of  American  Board  of  Plastic  Surgery 

Surgery  of  the  Hand 

30th  & Red  River,  Austin,  Texas  78704 
24  HR#  512  474-HAND 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Computerized  Tomography 


WILLIAM  j.  VAN  WYK,  MD,  PA 

Surgery  of  the  Hand 


John  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  MD,  Neurology  and  Electroencephalography 


803  West  Terrell,  Fort  Worth,  Texas  76104 
Telephone  817  877-3113 


Murchison  Medical  Bldg.,  Suite  307 
1810  Murchison  Drive,  El  Paso,  Texas  79902 
Telephone  915  532-8901 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3800  Gaston  Ave.,  Suite  303,  Dallas,  Texas  75246; 
214  823-7090 

Medical  Gity  Dallas  II,  7777  Forest  Lane,  Suite  B116,  Dallas,  Texas 
75230;  214  661-7010 


WEST  HOUSTON  HAND  CENTER,  PA 

Neal  R.  Reisman,  MD,  FACS 

Diplomate  American  Board  Surgery 

Diplomate  American  Board  Plastic  Surgery 

Member  American  Society  Surgery  of  the  Hand 

7515  S.  Main,  Suite  500,  Houston  77030;  713  795-5353 

12121  Richmond,  Suite  211,  Houston  77082;  713  558-5353 

7777  S.W.  Freeway,  Suite  224,  Houston  77074;  713  774-5353 


NUCLEAR  MEDICINE 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In;  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology.  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen,  )r.,  MD,  FACNM 

Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


NEUROLOGICAL  SURGERY 


DRS.  LONG,  SCOTT  & COON 
NEUROSURGERY  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 

R.  Gordon  Long,  MD,  FACS 
Bennie  B.  Scott,  MD,  FACS 
John  V.  Coon,  MD,  FACS 

Dinlomates  American  Board  of  Neurological  Surgery 

Baylor  Medical  Plaza,  605  Barnett  Tower,  3600  Gaston  Avenue, 

Dallas,  Texas  75246;  Telephone  214  826-7060 


DOCTORS  SMITH,  WHEELER  AND  PARKER,  PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 
David  Allen  Gech,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


HERBERT  C.  ALLEN,  MD,  FACNM 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


TMA  Action  monthly  newsletter 

. . . Another  service  of  your  association 
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ONCOLOGY 


HEMATOLOGY-ONCOLOGY  ASSOCIATES  OF 

HOUSTON,  PA 

Gary  B.  Fleishman,  MD 

Joel  W.  Abramowitz,  MD,  PhD 

Diplomates  of  the  American  Boards  of  Internal  Medicine  & Medical  Oncology 
Diplomate  of  the  American  Board  of  Hematology  (|WA) 

909  Frostwood,  Suite  120,  Houston,  TX  77024;  713  467-1630 
6565  DeMoss,  Suite  211,  Houston,  TX  77074;  713  270-1188 


OPHTHALMOLOGY 


SOUTHWEST  RETINA  CONSULTANTS,  PA 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 
Roy  A.  Levit,  MD 
Clifford  M.  Ratner,  MD 

Sierra  Towers,  Suite  3800,  1700  Curie, 

El  Paso,  Texas  79902;  915  532-3912 


JUDSON  P.  SMITH,  MD 

Diplomate/American  Board  of  Ophthalmology 

General  Ophthalmology  and  Ophthalmic  Surgery 
of  the  Anterior  Segment 

1350  South  Main,  Suite  3100,  Fort  Worth,  Texas  76104;  817  338-4081 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Dwain  C.  Fuller,  MD 

William  B.  Snyder,  MD  Cary  Edd  Fish,  MD 

William  L.  Hutton,  MD  Rand  Spencer,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra,  Dallas,  Texas  75231;  214  692-6941 
3600  Gaston  Ayenue,  Dallas,  Texas  75246;  214  821-4540 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Aye.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


OPHTHALMOLOGY  ASSOCIATES 

JOE  L.  BUSSEY,  MD — Cataract  and  Lens  Implant  Surgery 
RUFUS  A.  ROBERTS,  MD — Diseases  and  Surgery  of  the  Retina 
Cataract  and  Lens  Implant  Surgery 

THOMAS  H.  SMITH,  MD — Ophthalmic  Plastic  and  Reconstructive  Surgery 
DAN  E.  BRUHL,  MD — Cataract  and  Lens  Implant  Surgery 
JOHN  W.  ZERDECKI,  MD — Cataract  and  Lens  Implant  Surgery 
Retractive  Surgery 

DORIS  E.  JENSEN,  MD— Medical  Ophthalmology 

DAVID  HENDRICKS,  MD — Medical  and  Surgical  Ophthalmology 

JAMES  A.  SAVAGE,  MD — Glaucoma  Consultation  and  Surgery 

308  S.  Henderson,  Fort  Worth,  Texas  76104 
1-800-6-SICHT,  817  355-5435,  appointments  817  335-6070 
se  habla  espanol 


EYE  ASSOCIATES 


JOHN  E.  BISHOP,  MD 


Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
William  Decker,  MD 

7777  Southwest  Freeway,  St.  916,  Houston,  Texas  77074;  713  777-7145 


Sub-Specialty  Pediatric  Ophthalmology 
and  Adult  Strabismus 

3301  South  Alameda,  Suite  SOS 

Corpus  Christi,  Texas  78411;  512  857-6600 


STUART  A.  TERRY,  MD 

Sub-Specialty  Glaucoma 

M&S  Tower,  Sutie  401,  730  N.  Main, 

San  Antonio,  Texas  78205;  512  226-5191 

LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 

EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 


HOUSTON  EYE  ASSOCIATES 

Charles  E.  Russo.  MD,  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins,  MD,  FACS 
Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 
Paul  C.  Salmonsen,  MD,  FACS 
Richard  L.  Kimbrough,  MD,  FACS 
Jeffrey  B.  Arnoult,  MD 
Louise  Cooley  Kaldis,  MD 
William  H.  Quayle,  MD 
Sylvan  Brandon,  MD,  FACS,  FICS 

Richard  S.  Ruiz,  MD,  FACS 
Charles  A.  Garcia,  MD,  FACS 
Jack  T.  Holladay,  MD,  FACS 
Rosa  A.  Tang,  MD 

Houston  Eye  Associates  Building,  2855  Gramercy,  Houston,  Texas 
77025;  713  668-6828 

South  Pennzoil  Tower,  711  Louisiana,  Houston,  Texas  77002; 

713  224-4433 

Fountain  View  Medical  Plaza,  1622  Fountain  View,  Houston,  Texas 
77057;  713  782-4406 

Hermann  Eye  Center,  1203  Ross  Sterling,  Houston,  Texas  77030; 
713  797-1777 


RETINA-VITREOUS  ASSOCIATES 


W.  Rex  Hawkins,  MD 
Van  W.  Teeters,  MD 
Ronan  E.  O’Malley,  MD 

Limited  to  Retina  and  Vitreous 
1200  Binz,  Suite  400,  Houston,  Texas  77004; 
1-800-833-5921  or  713  524-1111 


TMA  Physicians  Benevolent  Fund 


HAROLD  GRANEK,  MD 


. . . Another  service  of  your  association 


Diseases  and  Surgery  of  the  Retina  and  Vitreous 


1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


Texas  Medicine 


ORTHOPEDIC  SURGERY 


L.  Ray  Lawson,  MD  R.  Stephen  Curtis,  MD 

Robert  D.  Vandermeer,  MD  William  A.  Bruck,  MD 

Wynne  M.  Snoots,  MD  W.  Z.  Burkhead,  Jr.,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204;  214  521-2191 


ORTHOPAEDIC  SURGERY  ASSOCIATES  OF 
SAN  ANTONIO,  PA 

Jesse  C.  DeLee,  MD  John  A.  Evans,  MD 

Diplomates  ABOS  Fellows  AAOS 

Athletic  Medicine,  Reconstructive  and  Traumatic 
Surgery  of  the  Foot,  Knee  and  Hip 
414  Navarro,  Suite  1128,  San  Antonio,  Texas  78205;  512  225-6045 
7711  Louis  Pasteur,  Suite  209,  San  Antonio,  Texas  78229;  512  697-9888 

OTOLARYNGOLOGY 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817  335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Caines,  MD 
Steven  J.  Mackey,  MD,  PA 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 
Mervyn  B.  Fouse,  MD 
John  H.  Judd,  Jr,  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

Diplomates  American  Board  of  Orthopedic  Surgery 
1701  Pine  Street,  Abilene,  Texas  79601 


HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz,  MD 
Thomas  S.  Padgett,  MD 
John  J.  DeBender,  MD 

Twelve  Oaks  Tower,  4126  Southwest  Freeway,  Suite  200, 
Houston,  Texas  77027;  713  622-5100  and 
Parkway  Towers  Professional  Building,  Suite  202, 

150  West  Parker  Road,  Houston,  Texas  77076;  713  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DDS,  MD,  PA 
John  Paul  Theo,  MD,  PA 
Robert  A.  Peinert,  Jr,  MD 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  G.  Chapman,  MD  James  W.  Brodsky,  MD 

Philhp  E.  Hansen,  MD 


Orthopedic  Surgery 


3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823- 
* Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116 
Dallas,  Texas  75230;  214  661-7010 


Drs.  Morton,  Blumenfeld  & Charbonneau,  PA 

ENT,  ENT  Allergy,  Cosmetic  Eacial  Surgery 
R.A.D.  Morton,  Jr,  MD,  FACS 
Ronald  J.  Blumenfeld,  MD,  FACS 
Paul  A.  Charbonneau,  MD,  FACS 

Diplomates,  American  Board  of  Otolaryngology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 

10470  Vista  del  sol.  Suite  110,  El  Paso,  Texas  79925;  915  592-8666 


PATHOLOGY 


FORT  WORTH  MEDICAL  LABORATORIES 

Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


j.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES, 
INC. 


J.  S.  Wilkenfeld,  MD 

Diplomate  of  the  American  Board  of  Pathology 


Anatomical  Katnoiogy,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

Point  Road,  P.O.  Box  55008,  Houston,  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request— Office  Pickup  Service  in  Houston 


AUSTIN  PATHOLOGY  ASSOCIATES 
MEDICAL  PARKWAY  CLINICAL  LABORATORY 


Anatomic  and  Clinical  Pathology,  Electron  Microscopy, 
Cytology  and  Dermatopathology 


Computerized  Results  Reporting  With  Telecommunications  Available 


A.  Q,  Da  Silva,  MD 
Donald  A.  Parsons,  MD 
William  J.  Reitmeyer,  MD 


Paul  A.  LeBourgeois,  MD 
Phillip  C.  Collins,  MD 
David  R.  Ralph,  MD 


RENAL  PATHOLOGY;  Gerald  A.  Beathard,  MD 
Mairi  Lab:  711  W.  38th  Street— Suite  C-11,  Austin,  Texas  78705 
Mailin"  Address:  P.O.  Box  9806,  Austin,  Texas  78766-0806 
Telephone:  512  452-2529 


Specimens:  Mail  to  Main  Lab 
Office  Pickup  Service  in  Austin  Area 


ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 

Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin,  MD 

6161  Harry  Hines,  Suite  220,  Dallas  75235;  214  630-8646 


Representing  TMA's  legislative  views 


§5 


G.  S.  GILL,  MD,  PA 

jOrthopedic  Surgery — Surgery  of  the  Hand 

I ...  Another  service  of  your  association 

3601  22nd  Place,  Lubbock,  Texas  79410 
Telephone  806  797-9119 


TMA  HealthWise  Series 

. . . Another  service  of  your  association 
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PHYSICAL  MEDICINE  & REHABILITATION 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

Dayid  E.  Cumper,  Administrator 
Larry  E.  Browne,  MD,  Medical  Director 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


PLASTIC  SURGERY 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  street.  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Driye,  Tyler,  Texas  75705;  214  593-8296 


JAMES  L.  MOORE,  MD,  FACS,  PA 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1200  Binz,  Suite  730 

Houston,  Texas  77004;  713  526-6161 


Thomas  D.  Cronin,  MD,  FACS  Laurence  E.  Wolf,  MD,  FACS 

Raymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen,  MD,  FACS 

Thomas  M.  Biggs,  MD,  FACS  Ernest  D.  Cronin,  MD,  FACS 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 


PLASTIC  SURGERY  CLINIC  OF  AUSTIN 

Robert  A.  Ersek,  MD 

Diplomate  of  American  Board  of  Plastic  Surgery 

Aesthetics,  Plastic,  Reconstructive, 

Suction  Lipectomy,  and  Hand  Surgery 

30th  & Red  Riyer,  Austin,  Texas  78705 
24  HR#  512  479-6805  & 512  474-HAND 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS 
Jonathan  J.  Dora,  MD,  FACS 
Dayid  ).  Katrana,  DDS,  MD,  FACS 
James  B.  Stafford,  IV,  MD 
Dayid  A.  Lee,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  713  795-5575 

FORT  WORTH  PLASTIC  SURGERY  CLINIC 

David  A.  Grant,  MD,  FACS 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  and  Reconstructive  Plastic  Surgery 

Raymond  A.  Faires,  MD 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 
Hand  and  Micro  Surgery 
Craniofacial  Surgery 

606  Medical  Plaza  Building 

800  Eighth  Ayenue,  Fort  Worth,  Texas  76104 

817  335-4752  817  332-9441 


VALENTIN  GRACIA,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  P.O.  Box  2476,  Fort  Worth,  Texas  76113;  817  336-0446 


The  Burn  Care  Associates  has  been  organized  to  proyide  care  for  burned 
patients.  Care  for  eyery  phase  of  burn  trauma  will  be  proyided  from 
resuscitation  to  late  rehabilitation. 

John  E.  Carter,  MD  David  Mclnnis,  MD 

Lebaron  W.  Dennis,  MD  Donald  Novick,  MD 

Michael  M.  Duffy,  MD  Millie  Smith,  Coordinator 

Joe  Ford,  MD 

BURN  CARE  ASSOCIATES 

302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 


ROBERT  M.  WRIGHT,  JR,  MD 
VALERIE  WRIGHT,  MD 

Plastic,  Reconstructive,  Hand 

and  Microvascular  Surgery 

1700  Providence  Drive,  Waco,  Texas  76707 
Telephone  817  756-0111 


ROGER  D.  HARMAN,  MD 

Aesthetic,  Plastic  and  Reconstructive  Surgery 
Hand  and  Microsurgery 

747  Eighth  Avenue,  Fort  Worth,  Texas  76104 
817  335-4044 


COSMETIC  AND  RECONSTRUCTIVE 
PLASTIC  SURGERY  SPECIALISTS  PA 
Neal  R.  Reisman,  MD,  FACS  Mark  D.  Gilliland,  MD 

Diplomate  American  Board  Surgery 

Diplomate  American  Board  Plastic  Surgery 

American  Society  Plastic  and  Reconstructive  Surgery 

American  Society  Surgery  of  the  Hand 

7515  S.  Main,  Suite  500,  Houston  77030;  713  795-5353 

12121  Richmond,  Suite  211,  Houston  77082;  713  558-5353 

7777  S.W.  Freeway,  Suite  224,  Houston  77074;  713  774-5353 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  512  454-7659 


TMA  Postgraduate  Courses 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 

Diplomate  American  Board  of  Plastic  Surgery  _ _ _ Another  service  of  yOUr  association 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229 
Telephone;  Office  512  696-2390;  Medical  Exchange  512  227-6331 


Texas  Medicine 


PSYCHiATRY 


; ROBERT  E.  HAZLEWOOD,  MD 

( Psychiatry,  Somatic  Therapies,  Alcohoiism  and 
Drug  Abuse,  Individual  & Croup  Psychotherapy, 

1 (Adult  & Adolescent — Hospitalization  & Outpatient) 

Medical  Science  Psychiatric  Center 

711  W.  38th,  Suite  C-4,  Austin,  Texas  78705;  512  458-9286 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 


I 3450  Wheatland  Road,  Suite  120 
i Dallas,  Texas  75211;  214  296-6241 


DALLAS  PSYCHIATRIC  ASSOCIATES, 
A PARTNERSHIP 


Inpatient  and  Outpatient  Services  for 
Adolescent  Psychiatry,  Adult  Psychiatry, 
Treatment  of  Alcoholism 


Larrie  W.  Arnold,  MD 
Cary  L.  Etter,  MD 
Braciford  M.  Goff,  MD 
Fred  L.  Griffin,  MD 
R.  Sanford  Kiser,  MD 
Grover  Lawlis,  MD 


Claude  R.  Nichols,  MD 
William  M.  Pederson,  MD 
Leslie  H.  Secrest,  MD 
Angela  M.  Wood,  MD 
John  M.  Zimburean,  MD 


Brookhaven  Professional  Plaza,  LBJ  at  Webbs  Chapel 

10  Medical  Parkway,  Suite  304,  Dallas,  Texas  75234 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  2411,  Dallas,  Texas  75230 

Telephone  214  247-1150 


PULMONARY  DISEASES 


RICHARD  G.  JAECKLE,  MD 

' Psychiatry 


I Diplomate,  American  Board  Psychiatry  & Neurology,  Child  Psychiatry 
j Diplomate,  American  Board  Psychiatry  & Neurology,  Psychiatry 

Presbyterian  Professional  Building  II,  Suite  404, 

! 8220  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  696-0964 

C.  MARSHALL  BRADSHAW,  MD,  PA 

Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W,  Rosedale,  Fort  Worth,  Texas  76104 
I Telephone  817  335-9409 


John  R.  Burk,  MD,  FACP 
Mitchell  C.  Kuppinger,  MD,  FCCP 
David  M.  Webb,  MD,  FCCP 
R.  L.  "Lin"  Cash,  Jr,  MD 


David  R.  Stoop,  MD,  FACP,  FCCP 
W.  Steven  Trombold,  MD,  FCCP 
David  H.  Plump,  MD,  FCCP 


Diplomates  of  American  Board  of  Internal  Medicine 


PULMONARY  CONSULTANTS  OF  TEXAS,  PA 

Physiology,  Diagnosis  Therapy,  Bronchoscopy, 
Pulmonary  Function,  Intensive  Care,  Pulmonary 
Angiography,  Pulmonary  Rehabilitation, 

Sleep  Apnea 
Reactive  Airway  Disease 


1307  Eighth  Avenue,  Suite  201,  Fort  Worth,  Texas  76104;  817  926-0242 

911-C  Medical  Centre  Dr.,  Arlington,  Texas  76012; 

817  461-0201  (Metro) 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Child, 

Adolescent  and  Adult  Psychiatry 


' Jerry  M.  Lewis,  MD 
I Doyle  I.  Carson,  MD 
i Keith  H.  Johansen,  MD 
I James  K.  Peden,  MD 
I Charles  G.  Markward,  MD 
' Byron  L.  Howard,  MD 
I Roy  H.  Fanoni,  MD 
i Mark  P.  Unterberg,  MD 
John  G.  Looney,  MD 
i Kathleen  B.  Erdman,  MD 
Don  C.  Payne,  MD 
I Mark  J.  Blotcky,  MD 
L.  Dwight  Holden,  MD 


Paul  M.  Hamilton,  MD 
Jerry  M.  Lewis,  III,  MD 
Tom  G.  Campbell,  MD 
Jeffrey  Class,  MD 
Grover  M.  Lawlis,  MD 
Conway  McDanald,  MD 
Cary  L.  Malone,  MD 
Edgar  P.  Nace,  MD 
Ernest  N.  Brownlee,  MD 
Michael  Madigan,  MD 
Perry  Talkington,  MD 
Joseph  D.  Caspar!,  MD 


RADIOLOGY 


THERAPEUTIC  RADIOLOGY  AT 
MEMORIAL  HOSPITAL 

Radiotherapy  Department 
7600  Beechnut 
Houston,  Texas  77074 

713  776-5622  Day  Phone 

713  776-5170  Night  and  Weekends 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 
External  or  Internal  Irradiation 
Inpatient  and  Outpatient  Services 


I 4600  Samuell  Blvd.,  Dallas,  Texas  75228 
i 214  381-7181 


RHEUMATOLOGY 


1 TITUS  HARRIS  CLINIC 

1 Inpatient  & Outpatient  Services 
I (Open  and  Closed  Units) 

I Practice  limited  to  Psychiatry 

i E.  C.  McDanald,  Jr,  MD — Individual  and  Croup  Psychotherapy 
^race  K.  Jameson,  MD — Child,  Adolescent  and  Family  Psychiatry 
I lA/  M- I — General  Psychiatry,  Somatic  Therapies 

I William  W.  Bondurant,  III,  MD — General  Psychiatry,  Somatic  Therapies 
! A.  O.  Singleton,  III,  MD — General  and  Adolescent  Psychiatry 
’ J.  B.  Rust,  MD— -Substance  Abuse  Program,  Child  Psychiatry 
ConsUnce  Stout,  ACSW-— Individual  and  Family  Psychotherapy 
I Psrn  Peirsol,  ACSW — Individual  and  Family  Psychotherapy 
Ann  Brestrup,  ACSW — Individual  and  Family  Psychotherapy 
j Mark  Middlebrooks,  MSW — Individual  and  Family  Psychotherapy 

I 200  University  Boulevard,  Suite  620,  Galveston,  Texas  77550 
Telephone  409  765-6321 


DON  E.  CHEATUM,  MD,  FACP,  FCCP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


Representing  the  Profession 


TMA  Memorial  Library 

. . . Another  service  of  your  association 
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THORACIC  SURGERY 


ALLAN  L.  GRAHAM,  MD,  FACS* 

KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L SHEPHERD,  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 
•Also  certificate  of  special  qualification  in  general  vascular  surgery, 
American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104:  817  332-7878 

RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 

Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 

Suite  404,  Dallas,  Texas  75246;  214  827-3890 

Hours  By  Appointment  


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $32.00  per  column  inch  per  month  and  listings  must 
run  for  a minimum  of  six  months.  A discount  of  5%  is  allowed 
for  six  months'  advance  payment.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
Deadline  is  the  5th  of  the  month  preceding  publication  month. 


BERNARD  R.  JACK,  MD,  PA,  FACS 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 

Cardiac,  Vascular  & Thoracic  Surgery 

800  Eighth  Avenue,  Suite  432,  Fort  Worth,  Texas  76104 
817  336-1700 


UROLOGY 


ELGIN  W.  WARE,  JR,  MD 
GEORGE  E.  HURT,  JR,  MD 
L MICHAEL  GOLDSTEIN,  MD 
STEVE  M.  FROST,  MD 
Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 


Dolphus  E.  Compere,  MD  Ira  N.  Hollander,  MD 

Grant  F.  Begley,  MD  J.  Daniel  Johnson,  MD 

Hugh  Lamensdorf,  MD  A.  E.  Thurman,  MD 

Diplomates  of  American  Board  of  Urology 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


EUGENE  R.  TODD,  MD,  PA 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Wadley  Tower,  Suite  755,  Dallas,  Texas  75246 
214  826-3500 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD,  PA 
Donald  J.  Logan,  MD,  PA 
Donald  L.  McKay,  MD,  PA 
CFiristopher  D.  Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


KIRBY  B.  TARRY,  MD,  FACS 

Diplomate,  American  Board  of  Urology 

Adult  and  Pediatric  Urology 

Impotence  with  Prosthesis-Vasovasostomy 

1405  West  Illinois,  Midland,  Texas  79701 
915  687-4553 


SOUTHWEST  UROLOGY  ASSOCIATES 

Adult  and  Pediatric  Urology 

Ted  Boone,  MD  Wm.  A.  Freeborn,  MD 

Warren  M.  Greene,  MD  H.  Pat  Hezmall,  MD 

lames  T.  Coggins,  MD  Kenneth  I.  Licker,  MD 

Diplomates  of  American  Board  of  Urology 
221  W.  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 
3450  W.  Wheatland  Road,  #60,  Dallas,  Texas  75211 


YOU  CAN  KEEP  THEM  IN  BALANCE  — YOUR 
FAMILY  LIFE  AND  YOUR  MEDICAL  PRACTICE 

We’d  like  to  help  you  spend  more  time  with  your  family,  yet 
receive  professional  satisfaction  from  your  medical  practice. 
As  a member  of  the  Air  Force  health  care  team,  you’ll  be  able 
to  participate  in  our  group  practice  concept  which  will  free 
you  of  most  of  your  administrative  duties. 

Air  Force  benefits  are  also  very  attractive.  You  and  your  family 
will  enjoy  30  days  of  vacation  with  pay  each  year,  plus  many 
more  Air  Force  advantages. 

Contact  TSgt  Tommy  Tucker  at  (71 3)  784-31 32 


Texas  Medicint 


Classified  Advertising 


OPPORTUNITIES  AVAILABLE 


Academic/Government 

Occupational  health  physicians  certified  or  with 
occupational  health  experience  wanted  for  part-time 
clinic  services  in  Occupational  Health  Clinics  in 
Houston,  Fort  Worth,  Austin,  San  Antonio,  El  Paso. 
Reply  to  U.S.  Department  of  Health  and  Human 
Services,  PHS  Occupational  Health  Division,  1200 
Main  Tower  Building,  Dallas,  Texas  75202. 

Physician — Kerrville  State  Hospital — Opening  for  a 
knowledgeable  generalist,  family  practitioner  or  in- 
ternist in  a 500-bed  gero-psychiatric  facility.  Ideal 
locale.  Excellent  teaching  program.  Salary  up  to 
$62,000  depending  upon  qualifications,  more  for 
board  certified.  Contact  Director  of  Psychiatric 
Services,  Kerrville  State  Hospital,  P.O.  Box  1468, 
Kerrville,  Texas  78029-1468.  Telephone  512  896- 
2211,  ext.  212  or  221.  Must  have  Texas  license. 

Looking  for  a career,  not  just  a job?  Health  Services 
Division  of  Texas  Department  of  Corrections  has 
openings  for  full-time  psychiatrists  in  several  prison 
units  located  throughout  East  and  Southeast  Texas. 
Remuneration  varies,  depending  upon  experience 
and  ABPN  certification,  with  total  salary  ranging 
from  $75,112  to  $89,304  for  psychiatrist  supervisor 
and  unit  psychiatrist  positions.  Excellent  fringe 
benefits.  No  state  income  tax.  If  you  are  truly  in- 
terested in  joining  a demanding,  pioneering,  re- 
warding, AMA  accredited  program,  please  contact: 
Health  Services  Personnel,  Texas  Department  of 
Corrections,  P.O.  Box  99,  Huntsville,  Texas  77340. 
Equal  opooriunity  employer. 

Division  Director,  Epidemiology — Medical  Epidemi- 
ologist; Texas  Department  of  Health  is  recruiting  a 
physician  director  for  its  Infectious  Diseases  Divi- 
sion. Plans  and  administers  a public  health  program 
that  includes  the  surveillance,  investigation,  and  re- 
search of  communicable  diseases.  Consults  on 
matters  of  infectious  disease  epidemiology  to  other 
physicians,  and  local  health  departments.  Requires 
license  to  practice  medicine  in  Texas;  two  years 
experience  in  performing  epidemiological  studies, 
investigatons,  and/or  surveillance  of  infectious 
diseases;  advanced  degree  in  public  health,  epidem- 
iology or  tropical  medicine  from  an  accredited 
college  or  university  or  certification  by  an  appro- 
priate American  medical  specialty  board  in  primary 
care  or  preventive  medicine  may  substitute  for  one 
year  of  the  required  experience.  Salary  $54,384 
annually,  plus  board  certification  pay  and  up  to  a 
maximum  of  $6,000  annually  for  recruitment  and 
retention  pay  in  addition  to  all  other  state  benefits. 
Contact  the  Texas  Department  of  Health,  Bureau  of 
Personnel  Management,  1100  W.  49th  Street,  78756, 
Phone  512  458-7301  for  application(s)  and  addi- 
tional information.  Application  accepted  through 
5 pm  June  30,  1986.  An  equal  opportunity  employer. 


Emergency  Medicine 

Needed:  Emergency  physicians.  North  Central  Texas 
area,  full  and  part-time,  for  an  application  call 
817  336-8600  or  write  Emergency  Medicine  Con- 
sultants, PA,  1533  Merrimac  Circle,  Suite  202,  Fort 
Worth,  Texas  76107. 

Texas  Emergency  Medicine — Full  and  part-time  posi- 
tions available  in  the  Central  and  South  Texas 
areas.  Excellent  pay.  Primary  considerations  given 
to  applicants  with  two  years'  experience  in  emer- 
gency medicine  or  board  certified  or  board  eligible 
in  emergency  medicine,  family  practice,  internal 
medicine  or  surgery.  Contact  Arthur  Allison,  MD, 
or  Susan  Dill,  Emergency  Physicians  Associates, 
2702  McCullough  #3,  San  Antonio,  Texas  78212; 
512  222-0746. 

Emergency  Physician — Local  Houston  ER  group 
needs  experienced  ER  physician.  Fee-for-service 
with  guarantee.  Contact  Greater  Houston  Emergency 
Physicians  Associates,  P.O.  Box  7445,  Houston, 
Texas  77248;  713  861-7942. 

Texas:  Dallas-Fort  Worth  & East  Texas.  Full-time 
positions  ayailable  at  seyeral  hospitals  in  the  Dallas- 
Fort  Worth  and  East  Texas  areas,  with  extremely 
attractive  fee-for-service  compensation  and  hourly 
guarantees.  Compensation  ranges  from  $65,000  to 
$105,000  annually.  Very  desirable  geographic  loca- 
tions include  Tyler,  Longview,  Greenville  and 
Marshall,  Texas.  Association  with  a strong  physician- 
oriented  group  proyides  attractiye  professional  op- 
portunities for  emergency  physicians.  Positions  are 
also  ayailable  for  primary  care  physicians  in  clinic 
settings.  Contact  Brenda  Lancaster,  Vice  President, 
Professional  Services,  EmCare,  Inc.,  3310  Live  Oak, 


Suite  400,  Dallas,  Texas  75204,  or  call  toll  free 
1-800-527-2145. 

Emergency  Medicine  Opportunities — Part-time  and 
full-time  positions  available  in  more  than  40  facili- 
ties throughout  Texas.  Competitive  hourly  income, 
flexible  scheduling  without  on-call,  and  occurrence 
malpractice  coverage.  For  details  respond  in  confi- 
dence to  Spectrum  Emergency  Care,  Inc.,  P.O.  Box 
27352,  St.  Louis,  MO  63141;  1-800-325-3982;  314 
878-2280. 

Texas  Gulf  Coast — Full  time  emergency  physician. 

Moderate  yolume  ER  with  excellent  staff  backup. 
Few,  if  any,  weekends.  Position  ayailable  June  15. 
Elaine  Fleming,  MD,  713  333-3568. 

ED  Physicians — Ready  for  your  own  ED  contract? 

PSR,  Inc.  gets  ED  physicians  and  hospital  adminis- 
trators together  without  long  term  inyolyement  of 
middle  man.  Results  are:  Higher  income  for  doctors 
and  lower  cost  to  hospitals.  Tired  of  someone  else 
profiting  from  your  efforts,  send  CV  to  PSR,  Inc., 
P.O.  Box  1492,  Lewisyille,  Texas  75067, 

Texas;  Emergency  department  locum  tenens  and 

weekend  coyerage  available  in  various  locations. 
Competitive  hourly  rate  includes  malpractice  in- 
surance. Contact:  Emergency  Consultants,  Inc.,  2240 
South  Airport  Road,  Room  29,  Trayerse  City, 
Michigan  49684. 

Dallas  area — full  and  part  time  FP/EM  physicians 
needed  for  ACC.  Reimbursement  $30/hour  and  in- 
centiye/bonus  possible.  Call  214  891-6091  or  send 
CV  to  Nicholas  R.  Kuchmak,  MD,  P.O.  Box  790636, 
Dallas,  Texas  75379. 

Texas:  Full-time  ED  positions  available  in  North 
Texas  area.  Small  group,  flexible  scheduling.  ACLS 
and  US  education  required.  Send  CV  to  Ms,  Neu, 
Numed  Systems,  P.O.  Box  2122,  Denton,  Texas 
76202. 


Family/General  Practice 

Wanted;  General  Practitioner/Industrial  Medicine. 

Position  ayailable  with  12-doctor  multispecialty 
group.  All  benefits  paid  by  the  group,  afternoon 
off,  rotating  call  schedule.  Send  curriculum  yitae  to 
Charles  E.  Allbritton,  Administrator,  Suite  240, 
7777  Forest  Lane,  Dallas,  Texas  75230;  phone  214 
661-7700. 

Wanted:  Family/general  practitioner  to  locate  in 
northeast  Texas  area.  Croup  setting.  Contact  Paul  R. 
Bennett,  300  West  Upshur,  Gladewater,  Texas 
75647;  phone  214  845-2281. 

Family  physician  wanted  to  associate  with  family 
physician  in  clinic  in  beautiful,  small  town  in  the 
scenic  Hill  Country  north  of  San  Antonio.  Primarily 
ambulatory/emergency  care  with  hospital  25  miles 
away.  No  OB.  Partnership  possible.  Reply  to 
Ad-570,  TEXAS  MEDICINE,  1801  North  Lamar  Blyd., 
Austin,  Texas  78701. 

Southeast  Texas — Take  over  existing  ACC  practice  at 
no  cost  to  you.  Opportunity  to  earn  oyer  $100,000 
the  first  year.  Must  haye  excellent  rapport  with 
patients  and  ability  to  get  along  with  staff.  Require 
Arnerican  trained  and  board  certified/E P.  Call  or 
write  Robert  Morris,  2497  Liberty,  Beaumont,  Texas 
77702;  409  838-2636. 

Family  Practice,  BC  or  BE — Major  hospital  in  West 
Texas  commercial  center.  Seryes  trade  area  of 
125,000  population.  Proyides  management  seryices 
and  acts  as  secondary  receiying  center  for  surround- 
ing rural  hospitals.  First  year  guarantee,  relocation 
package.  Contact  and  senrf  CV  to  Wayne  E.  Ulrich, 
FACHE,  Vice  President,  Professional  Seryices,  St. 
John's  Hospital,  P.O.  Box  5741,  San  Angelo,  Texas 
76902. 

Family  Practice — Enjoy  freedom,  excellent  income, 
paid  malpractice,  travel,  and  housing.  Join  the  PRN 
staff  as  an  independent  contractor  providing  tempo- 
rary practice  coverage  for  our  colleagues.  Assign- 
ments from  one  week  to  several  months.  Contact 
PRN  (Physician's  Relief  Network),  1000  North  Wal- 
nut, Suite  A,  New  Braunfels,  Texas  78130;  512 
629-5858. 

Physicians  and  hospital  in  rural  community  near 
Austin  seek  board  certified  family  physician.  Coyer- 
age ayailable  from  board  certified  EP.  Competitive 
incentive  package  including  income  guarantee  avail- 
able for  suitable  candidate.  For  information  without 
cost  or  obligation  contact:  Physician  Resource  Net- 
work, P.O.  Box  37102,  Fort  Worth,  Texas  76117; 
817  595-1128. 

A variety  of  associate  and  solo  private  practice 

opportunities  available  in  Texas  for  board  certified 
family  physicians.  For  information  without  cost  or 


obligation  contact:  Physician  Resource  Network, 
P.O.  Box  37102,  Fort  Worth,  Texas  76117;  817 
595-1128. 

Wanted:  General  practitioner/industrial  medicine. 

Position  ayailable  with  eight  doctor  multispecialty 
group.  Houston  metropolitan  area.  Salary  first  year 
leading  to  percentage  and  then  partnership.  Please 
proyide  curriculum  yitae  with  initial  inquiry.  Please 
reply  to  Ad-618,  TEXAS  MEDICINE,  1801  North 
Lamar  Blyd.,  Austin,  Texas  78701. 

Family  Practice:  Bastrop  Community  Hospital,  lo- 

cated  30  miles  east  of  Austin  is  in  the  process  of 
recruiting  family  practitioner  to  its  growing  seryice 
area.  Competitiye  recruitment  package  ayailable. 
For  further  information  contact:  Don  Smith,  Ad- 
ministrator, Bastrop  Community  Hospital,  104  Loop 
150  West,  Bastrop,  Texas  78602;  512  321-3921. 


Internal  Medicine 


General  Internist  Wanted:  An  excellent  opportunity 
for  a young  internist  to  associate  with  an  estab- 
lished board  certified,  38  year  old  internist.  Salaried 
position,  or  will  help  start-up  in  own  new  office 
with  me.  Reply  with  CV:  7210  Louis  Pasteur  Drive, 
San  Antonio,  Texas  78229. 


Obstetrics/Gynecology 

Dallas,  Texas — Well  established  family  planning 
clinic  seeking  experienced,  energetic  OBG,  BC/BE 
physician  to  perform  first  trimester  abortions  and 
expand  our  OBG  practice.  Fee-for-service.  Mini- 
mum guarantee  $5,000  per  month.  Hours: 
Wednesday-Friday,  mornings  only.  Saturday  after- 
noons only.  Reply  with  CV  to  Ad-619,  TEXAS 
MEDICINE,  1801  North  Lamar  Blyd.,  Austin,  Texas 
78701. 


Pediatrics 

Pedialrician  Wanted— JCAH  accredited  hospital  in 
the  northeast  Texas  area.  Contact  Paul  R.  Bennett, 
300  West  Upshur  Avenue,  Gladewater,  Texas  75647; 
phone  214  845-2281. 

Established  BC  pediatrician  needs  BC/BE  pedia- 
trician to  join  young  ambulatory  pediatric  practice. 
Salary  and  fringe  benefits  with  eyentual  association. 
Please  reply  to  Ad-603,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

Opportunity  near  Fort  Worth  for  BE/BC  pedia- 
trician to  work  with  young,  board  certified  OBG 
establishing  new  seryices  for  rapidly  increasing 
seryice  area.  Competitiye  incentiye  package  includ- 
ing income  guarantee.  Compatible  associate  to  be 
recruited  as  first  pediatrician  desires.  For  informa- 
tion without  cost  or  obligation  contact:  Physician 
Resource  Network,  P.O.  Box  37102,  Fort  Worth, 
Texas  76117;  817  595-1128. 


Other  Opportunities 

Immediafe  Opening:  Excellent  opportunity  for  a 
specialist  in  FP,  OBG,  IM,  general  surgery  or  in- 
dustrial medicine  to  join  well  established  and 
rapidly  expanding  family  practice  group  in  San 
Antonio.  Our  facility  is  fully  equipped  as  a total 
health  care  center  with  laboratory,  x-ray,  stress 
testing,  bolter  monitoring,  and  pulmonary  function 
testing  already  established.  Plans  are  underway  to 
moye  to  larger  facility  and  offer  increased  seryices. 
We  offer  competitiye  guaranteed  salary,  corporate 
benefits  with  paid  professional  liability,  administra- 
tive and  support  staff,  affiliation  with  large  com- 
munity hospitals,  and  call  sharing  opportunities. 
Requires  well-rounded  abilities  in  both  an  out- 
patient and  hospital  practice.  Board  certificat  on 
or  eligibility  required.  Dedicaton  to  high  quality, 
excellent  patient  empathy  and  communicative  skills 
mandatory.  Leadership  skills  and  entrepreneural 
interest  in  practice  desirable.  Tremendous  growth 
potential.  Immediate  opening  due  to  building  ex- 
pansion and  broadening  patient  base.  Send  CV, 
references  to  William  Gonzaba,  MD,  PA,  The 
Doctor's  Office,  2101  Lockhill-Selma,  Suite  208, 
San  Antonio,  Texas  78213. 

Physicians  Wanted — Progressive  hospital  in  East 
Texas.  Contact  Paul  Bennett,  Administrator,  Glade- 
water  Municipal  Hospital,  300  West  Upshur,  Glade- 
water, Texas  75647;  telephone  214  845-2281. 

Wanted:  Orthopedic  Surgeon.  Position  available 
with  12-doctor  multispecialty  group  located  in  the 
Medical  Citv  Dallas  complex  in  North  Dallas.  All 
benefits  paid  for  by  the  groun,  afternoon  off, 
rotating  call  schedule.  Send  curriculum  yitae  to 
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Charles  E.  Allbritlon,  Administrator,  7777  Forest 
Lane,  Suite  240,  Dallas,  Texas  75230;  phone  214 
661-7700. 

Physicians— We  have  positions  available  in  family 
practice,  emergency  medicine,  pediatrics,  OBG,  in- 
ternal medicine,  gastroenterology  and  orthopedic 
surgery.  Call  Marilyn  Blaker,  713  789-1550,  MEDEX, 
2401  Fountain  View,  Suite  510,  Houston,  Texas 
77057.  From  outside  Texas  call  1-800-231-7578. 

Are  you  looking  for  a paved  highway  toward 
financial  success — where  you  will  receiye  referrals 
from  other  doctors  because  they  are  too  busy  or 
retiring — where  there  is  no  animosity  towards  new 
physicians?  Immediate  openings  for  family  physi- 
cians, OBG,  intern, sts,  pedis,  orthopods,  and 
surgeons  in  smaller  towns  in  Texas.  Contact  Texas 
Doctors  Group,  702  Colorado,  Suite  102,  Austin, 
Texas  78701;  512  476-7129.  Toll  free  in  Texas 
1-800-331-8472. 

MDs  full-time  or  part-time  in  beautiful  East  Texas 
Piney  Woods  for  new  ambulatory  care  center. 
Excellent  salary.  Please  contact  Barbara  at  409  637- 
1800  or  send  CV  to  Lufkin  Immediate  Care  Center, 
P.O.  Box  2325,  Lufkin,  Texas  75901. 

Good  Move.  We  are  now  placing  permanent  and 

part-time  physicians  for  minor  emergency  clinics  in 
excellent  locations  all  over  Texas.  Please  send  your 
complete  resume  or  CV  to  Good  Move,  P.O.  Box 
4062,  Bryan,  Texas  77802.  All  replies  will  remain 
confidential. 

HCA  owns  or  manages  55  hospitals  in  Texas.  Op- 
portunities for  all  non-hospital  based  specialties  in 
both  metropolitan  and  rural  areas.  Send  curriculum 
vitae  to:  Dan  Olphie,  HCA,  P.O.  Box  1575,  Nash- 
ville, Tennessee  37202  or  call  1-800-251-1537. 

Otolaryngology,  BC  or  BE — Major  hospital  in  West 
Texas  commercial  center.  Serves  trade  area  of 
125,000  population.  Provides  management  services 
and  acts  as  secondary  receiying  center  for  sur- 
rounding rural  hospitals.  First  year  guarantee,  relo- 
cation package.  Contact  and  send  CV  to  Wayne  E. 
Ulrich,  FACHE,  Vice  President,  Professional  Ser- 
vices, St.  John's  Hospital,  P.O.  Box  5741,  San 
Angelo,  Texas  76902. 

Family  practitioners/internists  (board  certified  or 
board  eligible)  wanted  for  full  or  part-time  posi- 
tions in  a primary  care  group.  Flexible  schedule, 
malpractice,  competitiye  compensation.  Write  or 
call  San  Antonio  Family  Care  Centers,  6100  Ban- 
dera Road.  Suite  300,  San  Antonio,  Texas  78238; 
512  680-8985. 

Physicians  Needed — All  specialties,  especially  gen- 
eral/family practice  and  radiology.  We  haye  placed 
too  many  of  our  locum  tenens  doctors  into  per- 
manent positions  and  urgently  need  physicians  to 
work  locum  tenens  assignments  in  Texas.  For  tnore 
information,  call  Michael  Kurth  at  IPR  Medical, 
1-800-545-4141,  ext.  257. 

Full  and  part-time  experienced  physicians  for 

established  and  expanding  family  care  clinic  in 
Northwest  Houston.  Excellent  remuneration  and 
working  conditions;  flexible  scheduling.  Contact 
director,  Medical  Center,  7925  FM  1960  West, 
Houston,  Texas  77070;  713  469-4560. 

Your  choice  of  lifestyles  makes  up  the  winning 
combination  with  Medical  Networks.  Practice  oppor- 
tunities in  Emergency  Medicine  and  Medstop  Con- 
venience Clinics  with  good  clinical  income  and 
paid  malpractice.  Also,  hospital  sponsored  private 
family  practices.  Contact  Director,  Physician  Man- 
agement Services,  Medical  Networks,  P.O.  Box  4448, 
Houston,  Texas  77210  or  call  collect  to  713  999- 
4353. 

Locum  tenens,  then  purchase  practice  if  desired. 

Nets  $115K-$150K  per  vear.  No  nights,  weekends, 
or  holidays  to  work.  Primary  care  and  industrial 
medicine.  Phone  214  357-1132,  1-3  pm  weekdays. 

The  Medical  and  Surgical  Clinic  of  Sherman,  Texas 

is  currently  expanding  its  multispecialty  group  to 
include  specialists  in  pediatrics,  ophthalmology  and 
otolaryngology.  Interested  parties  please  contact 
Ron  Marshall,  Administrator,  214  893-5138  (collect). 

Internist,  OBG,  Orthopedist — BE/BC  to  join  a small 
medical  staff  in  a 50-bed  rural  hospital  in  the 
beautiful  Dayis  Mountains.  High  elevation,  cool 
climate,  friendly  people,  and  superb  hunting. 
Present  specialists  include  one  internist,  one  gen- 
eral surgeon,  two  radiologists.  Excellent  opportunity 
to  establish  a busy  practice  in  a pleasant  setting. 
Additional  opportunities  for  ophthalmologist  and 
second  general  surgeon.  Potential  for  development 
of  a regional  multispecialty  clinic.  Send  CV  to 
Stephen  Daugherty,  MD  or  Ricardo  Alvillar,  MD, 
Brewster  Memorial  Hospital,  Alpine,  Texas  79830. 

Positions  Available — Seeking  BC/BE,  OBG,  general 
internist,  HEM/ON,  PS,  general  surgery  , endocri- 
nologist to  join  an  established  multispecialty  (non- 
prepaid)  clinic  in  South  Central  Texas.  Contact 
Leroy  W.  Kitch,  Administrator,  Skinner  Clinic,  124 
Dallas  Street,  San  Antonio,  Texas  78205. 

San  Antonio:  Family  practice/emergcncy  medicine. 

Immediate  opening  in  minor  emergency  center 
operating  14  hours  per  day.  Salary  and  fringes 
negotiable.  Contact  Robert  W.  Kottman,  MD,  8210 
Pat  Booker  Road,  San  Antonio,  Texas  78233;  512 
653-8989. 


Urologist  wanted — BE/BC  to  join  solo  urologist  in 

DFW  area.  Experience  in  penile  implants  helpful. 
Fully  equipped  office  near  hospitals.  Three  cysto 
rooms  and  x-ray.  Excellent  opportunity.  Early  full 
partnership.  Send  CV  to  Ad-613,  TEXAS  MEDICINE, 
1801  North  Lamar  Blyd.,  Austin,  Texas  78701. 

Physicians — Haye  you  contacted  the  Texas  Medical 
Association  Placement  Service?  We  have  informa- 
tion for  many  specialties  on  practice  opportunities 
throughout  the  state.  Send  inquiries  to  Physicians 
Placement  Service,  Texas  Medical  Association,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701.  Call  512 
477-6704,  ext.  263.  No  charge  to  TMA  members! 

Full-time  physician  position  for  general  practice/ 
internal  medicine  clinic.  Partnership  available  in 
one  year.  Excellent  opportunity.  Write  or  call  S.  ). 
Kechejian,  MD,  609  S.  Main  St.,  Duncanville,  Texas 
75116;  214  780-0093. 

Expanding  Texas  Multispecialty  Croup — Dallas/Fort 
Worth  area,  requires  BE/BC  physicians  in  urology, 
general  surgery,  OBG,  and  orthopedic  surgery. 
Competitive  salary.  Extensive  benefits.  Direct  in- 
quiry and  CV  to:  Medical  Director,  Permanente 
Medical  Association  of  Texas,  12720  Hillcrest,  #600, 
Dallas,  Texas  75230. 

BC/BE  diagnostic  radiologist  for  private  practice 

situation.  CT,  US,  NM,  mammo,  some  specials. 
Reply  to  Ad-617,  TEXAS  MEDICINE,  1801  North 
Lamar  Blyd.,  Austin,  Texas  78701. 

Arizona  based  physician  recruitment  firm  has  op- 
portunities coast  to  coast.  "Professionals  working 
with  professionals."  Over  14  years  experience.  Call 
602  795-7474;  or  send  CV  to;  Mitchell  & Associ- 
ates, Inc.,  2761  N.  Country  Club  Road,  Suite  202, 
Tucson,  Arizona  85716. 

Anesthesiologist  needed  to  join  20  physician  multi- 
specialty group.  Will  be  in  charge  of  clinic's  soon 
to  open  Same-Day-Surgery-Center.  Strong  consid- 
eration giyen  to  semi-retired  physician.  Excellent 
benefits  with  paid  relocation  expenses.  Send  CV  to 
Tammy  Stripling,  Malone  and  Hogan  Clinic,  1501 
W.  11th  Place,  Big  Spring,  Texas  79720. 

Dermatologist  needed  to  join  20  physician  multi- 
specialty group.  High  first  year  guarantee  and  no 
first  year  expenses.  Excellent  benefits  with  paid 
relocation  expenses.  Send  CV  to  Tammy  Stripling, 
Malone  and  Hogan  Clinic,  1501  W.  11th  Place,  Big 
Spring,  Texas  79720. 


OPPORTUNITIES  SOUGHT 


We  have  physicians  who  are  looking  to  join  solo, 
partnerships,  or  multispecialty  groups  in  the  Texas 
area.  For  more  information  call  Medical  Advisory 
Croup,  Inc.,  214  758-9939. 

Family  Physician  Coverage  Service — Two  days  to 
two  weeks.  Licensed  MD  with  14  years  experience 
in  family  practice.  Urban  or  rural.  English  and 
Spanish.  Texas,  UTMB  graduate,  Galveston.  Always 
in  good  medical  standing.  No  malpractice  ever. 
Written  or  phone  references,  recommendations. 
512  473-6996,  leave  message. 

Locum  tenens  physicians  available,  in  most  special- 
ties, for  both  short  and  long  term  assignments. 
Permanent  positions  filled.  Quality  coverage  at 
reasonable  rates.  For  more  information  or  coverage, 
call  Michael  Kurth  at  IPR  Medical,  1-800-545-4141, 
ext.  257,  or  write  to  him  at  IPR,  7207  West  Green- 
field Avenue,  Milwaukee,  Wisconsin  53214. 

Foreign  medical  graduate.  Fluent  English  and 
French.  Hard  worker,  seeking  research,  teaching,  or 
PA  while  preparing  for  US  evaluation  exams.  Please 
reply  to  Ad-609,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

General  Internist/Family  Practitioner — American 
graduate  seeking  assumption  of  or  association  with 
active  primary  care  practice.  Extensive  experience. 
Available  May  1986.  Please  reply  to  Ad-614,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd,,  Austin,  Texas 
78701. 

General  surgeon  wanting  to  relocate.  Texas  license, 
ABS.  Willing  to  do  some  general  practice.  Will 
consider  HMO,  free-standing  clinic,  or  suitable  ER. 
Available  immediately.  Please  reply  to  Ad-611, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

We  have  listings  of  physicians  desiring  to  relocate 
in  Texas.  Nearly  all  specialties  are  represented. 
There  is  no  charge  to  TMA  members  for  this 
service.  Contact:  Physicians  Placement  Service,  Tex- 
as Medical  Association,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701.  512  477-6704,  ext.  263. 


FOR  SALE  OR  LEASE 


Medical  Equipment 

50%  off  previously  owned  medical  laboratory, 

office,  x-ray,  ultra-sound  equipment  in  excellent 


condition.  We  buy,  sell,  broker  and  repair.  Ap- 
praisals by  Certified  Surgical  Consultants,  Medical 
Equipment  Resale,  Inc.,  24026  Haggerty  Road, 
Farmington,  Michigan  48018;  313  569-4407  anytime. 

Complete  set-ups  to  single  items.  Save  over  50% 
on  some  items.  Some  examples:  Ritter  Power 
Tables,  Medco  Sololator,  Burdick  EK-8,  Nova  1, 
x-ray  equipment,  new  Procto  equipment.  All  guar- 
anteed! We  buy,  sell  and  broker.  Call  or  write 
Medexchange,  12989  Jupiter,  Suite  203,  Dallas, 
Texas  75238;  214  341-6305  or  512  445-1898. 

Laboratory  equipment  for  sale:  Gem  Star,  Coulter 
Counter  and  Potassium  analyzer,  all  one  year  old, 
under  service  contract.  Rarely  used.  Original  total 
cost  $26,000.  Any  reasonable  offer  considered. 
Please  reply  to  Ad-620,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


Office  Space/ Property 

Austin — New  medical  center  on  Capitol  of  Texas 
Highway  (Loop  360)  in  Austin's  rapidly  growing 
northwest  area.  Space  available  for  family  prac- 
titioner and/or  specialist.  Beautiful  new  facility 
offers  unique  features  for  an  enjoyable  practice. 
Located  at  the  hub  of  Austin's  northwest  economic 
growth  corridor,  two  miles  from  Lake  Austin,  and 
just  minutes  from  Westlake  Hills,  Northwest  Hills, 
multiple  new  neighborhoods,  and  Lake  Travis. 
512  454-2596,  8010  Shoal  Creek,  Austin,  Texas 
78758. 

San  Antonio — General  internist  desires  to  sublease 
readv-to-go  office  space  with  five  exam  rooms. 
Rapidly  growing  North  Central  location.  Ideal  for 
allergist,  dermatologist,  or  other  primary  care 
physician.  For  information  call  512  377-3224. 

Austin,  Texas — General  internist  desires  to  share 
2200  square  feet  in  Medical  Arts  complex  near  St. 
David's  Hospital.  Six  examination  rooms,  chest  x-ray 
facilities,  large  waiting  room,  free  parking.  Prefer 
non-internist  or  medical  subspecialist.  Ful!  or  part- 
time  occupancy.  Terms  negotiable.  Call  512  476- 
9145. 

For  Sale — Flillside  Country  Flome.  Trees  and  fields, 
150  miles  north  of  Dallas.  3 bedroom,  garage 
apartment.  Sw.  PI.  barn/tool  house.  I’A  bath. 
Phone  405  298-2314,  405  298-3365  or  reply  to 
Ad-612,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 

Dallas — Space  available  for  psychiatrist  or  psychol- 
ogist, 290  so  ft  office  in  an  office  suite.  Share  suite 
with  psychiatrist,  two  PhD  psychologists  and  an 
MA  family  therapist  (all  work  part-time).  New 
office  in  a new  building  at  3100  Monticello,  just 
off  North  Central  Expressway,  adjacent  to  High- 
land Park.  For  more  information  please  call  214 
296-1476. 

MD  needed  for  prime  lease  space — Excellent  oppor- 
tunity in  rapidly  growing  community  near  Austin 
(Round  Rock).  Established  doctors  are  landlord/ 
tenants  with  significant  patient  flow.  Up  to  1900 
sq.  ft.  available  in  garden  level  professional  build- 
ing near  hospital,  school,  and  retail  centers.  Terms 
are  negotiable.  512  258-6683  or  255-3618. 

Austin:  For  lease,  1300  sq.  ft.  duplex  near  Seton. 

Ideal  for  solo.  Waiting,  two  offices,  lab,  nurse's 
station  and  four  exam  rooms.  Ben  FI.  White,  MD 
or  Karen  Haslund,  MD,  512  454-8691. 

Orthopedic  practitioner  desires  to  share  office 
space.  A 4,000  sq.  ft.  clinic  with  x-rays,  EMC  and 
large  PT.  Ideal  for  orthopedic  or  general  practi- 
tioner. In  affluent  west  suburban  Houston.  Terms 
negotiable.  Call  713  497-8849. 

Medical  office  space  for  lease — 1250  square  feet 
completely  finished  out.  Ground  floor  space  with 
three  exam  rooms  with  built-in  cabinets,  desk 
space,  sinks,  generous  business  office,  private 
office  and  bathroom.  Available  June  1986.  38th 
Street  location  near  Seton  hospital.  Ideal  for  solo 
practitioner.  Contact  Dr.  Charles  Moore,  1600  West 
38th  Street,  #132,  Austin,  Texas  78731;  512  452- 
9413. 


Practices 

Texas,  Austin — Established  general  and  occupational 
practice  for  sale.  Cross  over  $180K,  growth  poten- 
tial. Laboratory,  x-rays,  seven  examining  rooms,  50 
cars  parking,  superb  for  conversion  to  free-standirig. 
For  information  contact  P.O.  Box  161461,  Austin, 
Texas  78716. 

OBG  practice  for  sale,  expanding  Dallas  suburb, 

one  mile  from  hospital.  Well  equipped  office. 
Gross  $270K.  Excellent  schools  and  shopping. 
Owner  retiring.  Coverage.  Please  reply  to  Ad-616, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

67-year-old  radiologist  wishes  to  retire.  Practice 
covers  two  rural  hospitals,  front  range,  SE  Colo- 
rado. Spectacular  home  on  40  acres,  stable,  scenic 
views.  Hunting,  fishing,  golfing,  and  skiing  at  hand. 
Home,  practice  (gross  collections,  $175,000,  1985) 
available  in  one  package.  Interested  parties  contact 


Texas  Medicine 


Bill  Townsend,  United  Farm  Agency.  Telephone 
303  676-3426. 


CYN  BC/BE — Retiring  gynecologist  desires  to  sell 
practice  and  equipment  located  in  the  Texas  Hill 
Country.  Please  send  reply  to  P.O.  Box  1551, 
Kerrville,  Texas  78028. 


BUSINESS  AND  FINANCIAL 
SERVICES 


Physician's  signature  loans  to  $50,000.  Up  to  seyen 
years  to  repay.  No  prepayment  penalties.  Prompt, 
courteous  service.  Competitiye  fixed  rate,  with  no 
points,  fees  or  charges  of  any  kind.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free 
1-800-241-6905.  Serying  MDs  for  over  ten  years. 

Office  Systems  Management — A business  designed 
to  streamline  and  organize  every  aspect  of  the 
medical  office  from  employee  management  to  col- 
lections. Consultations  in  your  office.  Call  for  in- 
formation. Michele  Purgason,  817  468-3088. 


MISCELLANEOUS 


Abortion  Alternatives!  Licensed  maternity  seryice 
offers  residential  and  non-residential  program  with 
counseling  and  medical  plan  for  the  expectant 
mother  who  is  planning  adoption  for  her  baby. 
Costs  adjusted  to  ability  to  pay.  MARYWOOD.  510 
West  26th  Street,  Austin,  Texas  78705;  phone  512 
472-9251.  (Formerly  Home  of  the  Holy  Infancy) 

Doctor,  you  can't  beat  the  quality  or  the  price! 
Holter  Monitor  Scanning  Service.  Physician  owned, 
trained  ,and  supervised.  Now  using  UP  Service  for 
faster  turnaround  time.  No  contracts  to  sign.  We 
can  arrange  for  lease/purchase  of  Holter  equip- 
ment. New  Holter  dual  channel  recorders  $1295. 
Now  is  the  time  to  buy.  DCC  Interpretation  Holter 
Scanning  Seryices,  313  879-8860. 

Practice  Wanted — Wanted  to  buy  general  practice 
or  general  practice  with  general  surgery.  Prefer 
small  or  medium  size  community.  Licensed  in  Tex- 
as. Could  take  over  the  practice  immediately. 
Please  reply  to  Ad-610,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

Attract  new  patients  to  your  practice!  The  Marketing 
Guide  for  Physicians  proyides  working  knowledge 
and  successful  techniques  to  promote  your  prac- 
tice. $6. 50/copy.  Order  from  The  Pennsylvania 
Medical  Society's  Trust,  20  Erford  Road,  Lemoyne, 
Pennsylyania  17043  or  call  717  763-7151.  Other 
publications  also  available. 


Classified  Ad  Rates  & Data:  Classified  ad- 
vertising sells  for  $30  (US  currency)  per 
issue  for  50  words  or  less,  payable  in 
advance.  Ad  numbers  can  be  substituted 
for  formal  addresses  upon  request  at  no 
extra  cost.  Name  and  address  of  ad  num- 
ber listings  cannot  be  given  out  unless 
specific  permission  to  do  so  has  been 
given.  The  advertising  office  will  not  con- 
tact ad  number  holders  except  by  mail. 
Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age 
unless  bona  fide  occupational  qualifica- 
tions. Copy  deadline  is  the  5th  of  the 
month  preceding  publication.  Send  copy 
to  Advertising  Manager,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


Help  Your  Patients 
Understand  AIDS 


When  your  patients  ask  about  AIDS,  can  you  give 
them  ready  answers?  A new  brochure  can  help  you 
allay  the  public’s  fears  caused  by  rumour  and  false 
information.  It  tells  readers  how  to  reduce  or  eliminate 
their  chances  of  contracting  AIDS.  The  brochure  was 
designed  by  your  TMA  Committee  on  Sexually  Trans- 
mitted Diseases  and  its  parent  Council  on  Public 
Health. 

Copies  are  free  to  TMA  members,  with  a shipping 
cost  of  $2.50  for  orders  up  to  950.  For  larger  orders, 
please  inquire  about  charges.  Nonmembers  pay  5c 
per  copy,  plus  tax  and  shipping  charges.  The  bro- 
chures must  be  ordered  in  increments  of  50  and 
prepaid. 

To  receive  a sample  brochure  and  order  form,  mail 
this  form  to:  Texas  Medical  Association,  Communica- 
tion Department,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 
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TSIGUNS 


We  are  announcing  opportunities  for 
you  to  serve  your  country  as  an  Air  Force 
Reserve  physician/officer.  You  can  make 
new  professional  associations,  obtain 
CME  credit  and  help  support  the  Air 
Force  mission.  For  those  who  qualify, 
retirement  credit  can  be  obtained  as 
well  as  low  cost  life  insurance.  One 
t weekend  a month  plus  two  weeks  a 
' year  or  less  can  bring  you  pride  and 


satisfaction  in  serving  your 
country. 


Call:  (512)  479-3245  or  (512)  3S5-1816  (CollecI) 
Or  PHI  Out  Coupon  and  Mall  Today! 

To:  HaaKh  Profasalona  RaoruHIng 
HO  10  AP/RSH 

Bargatrom  APB,  TX  76743-6002 

Name 


Address . 
City 


.Zip. 


Phone . 


-Prior  Service’  Yes . 


Medical  Specialty - 


-Date  of  Birth . 


AIR  FORCE  RESERVE 


10-601-1174 


A GREAT  WAY  TO  SERVE 


Starlite  Village 
Hospital 

Center  Point,  Texas 

Ph.  634-2212 
634-2213 

A specialized  hospital  dedicated  to  the 

physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  Annabelle  Lindner 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH:  ACCREDITED 
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cal Association  of  the  product  or  service  involved. 


Texas  Medicine 


Continuing  ^uiuccuion  directory 


COURSES 


JULY 

Psychiatry 

July  23-27,  1986 

GROUP  PSY  CHOTHERAPY  Gant  Conference  Center,  Aspen,  Colo.  Fee 
S395.  Categoiy  1,  AMA  Physician’s  Recognition  Award;  18  hours.  Con- 
tact Donna  Smith,  Division  of  Continuing  Education,  The  Menninger 
Foundation,  Box  829,  Topeka,  KS  66601  (913)273-7500,  ext  5992 


AUGUST 

Anesthesiology 

Aug  23-24,  1986 

3RD  ANNUAL  PAIN  SYIVIPOSIUM  Texas  Tech  University  Health  Sci- 
ences Center,  Lubbock,  Tex  Fee  TBA.  Category  1,  AMA  Physician’s 
Recognition  Award;  hours  TBA.  Contact  Vicki  Hollander,  Office  of  Con- 
tinuing Medical  Education,  TTUHSC,  Lubbock,  TX  79430  (806) 
743-2929 

Pediatrics 

Aug  3-6,  1986 

PEDIATRIC  IMAGING:  STATE  OF  THE  ART  The  Broadmoor,  Colorado 
Springs,  Colo.  Fee  S325  physicians,  S200  fellows  and  residents.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  12  hours.  Contact  Lynne 
Tiras  or  Lila  Lerner,  Office  of  Continuing  Education,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  ( 713)799-6020 


SEPTEMBER 
Anesthesiology 
Sept  19-21,  1986 

BAYLOR  ANESTHESIA  REVIEW:  1986-11.  Marriott  Hotel-Medical  Cen- 
ter, Houston.  Fee  TBA.  Credit  TBA.  Contact  Carol  Soroka  or  Lynne 
Tiras,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston  TX 
77030  (713)799-6020 

Cardiovascular  Disease 

Sept  21-23,  1986 

16TH  ANNUAL  SYMPOSIUM  OF  THE  TEXAS  HEART  INSTITUTE/ 
INTERNATIONAL  SYMPOSIUM  ON  INTERVENTIONAL  CARDIOLOGY 
Westin  Galleria,  Houston.  Fee  *375  physicians,  *225  if  presenting  an 
abstract,  *200  house  staff  with  certifying  letter.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  2 1 hours.  Contact  Debby  Butler,  Texas  Heart 
Institute,  3-276,  PO  Box  20269,  Houston,  TX  77225  (713)791-2157 

Oncology 
Sept  16-19,  1986 

CARCINOGENESIS:  CRITICAL  MOLECULAR  DETERMINANTS.  Stouffer 
Greeway  Plaza  Hotel,  Houston.  Fee  S 1 50  before  Aug  15,  * 1 75  after 
Aug  15.  Category  1,  Physician’s  Recognition  Award;  16.5  hours.  Con- 
tact Shirley  Roy,  Conference  Services,  M.  D.  Anderson  Hospital  and 


lumor  Institute,  Box  131,  6723  Bertner  Ave,  Houston  TX  77030 
(713)792-2222 

Ophthalmology 

Sept  1113,  1986 

WELSH  CATARACT  CONGRESS.  Houston.  Fee  TBA.  Credit  TBA.  Con- 
tact Lila  Lerner  or  Lynne  Tiras,  Office  of  Continuing  Education,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713) 
799-6020 

Radiology 

Sept  22-26,  1986 

POSTGRADUATE  WORKSHOP  IN  MAGNETIC  RESONANCE  IMAGING 
AND  SPECTROSCOPY.  Baylor  Biomedical  NMR  Center,  Houston.  Fee 
*800  physicians,  *400  residents.  Category  1,  AMA  Physician’s  Recogni- 
tion Award;  32  hours.  Contact  Vicki  Forgac,  Office  of  Continuing  Edu 
cation- 184A,  Baylor  College  of  Medicine,  One  Baylor  Plaza  Houston 
TX  77030  ( 7 1 3 )799-6020 

Urology 

Sept  30-Oct  4,  1986 

SOUTH  CENTRAL  SECTION/AMERICAN  UROLOGICAL  ASSOCIATION. 
San  Antonio,  Tex.  Fee  TBA.  Credit  TBA.  Contact  Lois  Voeller,  PO  Box 
521150,  Tulsa,  OK  74 1 52- 1 1 50  ( 9 1 8 )749- 1 902 

Sept  26-28,  1986 

URETEROSCOPY.  Houston.  Fee  *325  Credit  TBA;  16  hours  Contact 
Monica  Smith,  PO  Box  25147,  Houston,  TX  77265  (713)791-1470 

OCTOBER 
General  Medicine 

Oct  23-24,  1986 

DIAGNOSIS,  TREATMENT  AND  PREVENTION  OF  PESTICIDE  RE 
LATED  ILLNESSES  AMONG  FARM  WORKERS.  San  Antonio,  Tex.  Con- 
tact Frances  Bernhards,  Ketchum  Publications,  1625  Eye  St,  NW 
Washington,  DC  20006  ( 202  )785- 1 47 1 

Obstetrics  and  Gynecology 

Oct  21  25,  1986 

CONTEMPORARY  ISSUES  AND  PRACTICES  IN  OB/GYN  Location  TBA 
Contact  June  Bovill,  Division  of  Continuing  Education,  The  University 
of  Texas  Southwestern  Medical  School,  5323  Harry  Hines  Blvd  Dallas 
TX  75235(214)688-2166 

Orthopedic  Surgery 

Oct  16-18,  1986 

ORTHOTICS  AND  PROSTHETICS.  Dallas.  Contact  Ann  Carlton,  RPT, 

The  University  of  Texas  Health  Science  Center,  5323  Harry  Hines  Blvd 
Dallas,  TX  75235  (214)688-3525 

Otorhinolaryngology 

Oct  10,  1986 

VISITING  PROFESSOR  IN  OTORHINOLARYTVGOLOGY  Location  IBA. 
Contact  Division  of  Continuing  Education,  'ITie  University  of  Texas 
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Southwestern  Medical  School,  5323  Harry  Hines  Blvd,  Dallas,  TX 
•’5235  (214)688  2166 

Radiology 

Oct  20-24,  1986 

POSTGRADUATE  WORKSHOP  IN  MAGNETIC  RESONANCE  IMAGING 
AND  SPECTROSCOPY.  Houston.  Contact  Vicki  Forgac,  Office  of  Con- 
tinuing Education- 1 84A,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  77030  ( 713)799-6020 

Oct  22-25,  1986 

INTERNATIONAL  SYMPOSIUM  AND  COURSE  ON  DIAGNOSIS  OF 
BREAST.  Houston.  Contact  Alice  Reardon,  Office  of  Continuing  Educa- 
tion, The  University  of  Texas  Health  Science  Center,  6431  Fannin  St, 
MSB  G.004,  Houston,  TX  77030  (713)792-5346 

Oct  24-26,  1986 

DIAGNOSTIC  RADIOLOGY  UPDATE.  Location  TliA.  Contact  Dolly 
Christensen,  Department  of  Radiology,  ITie  University  of  Texas  South- 
western Medical  School,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2502 


NOVEMBER 

Anesthesiology 

Nov  7-8,  1986 

BAY-CAP  XL  Houston.  Contact  Lynne  Tiras  or  Vicki  Forgac,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713) 
799-6020 

Gastroenterology 

Nov  11-15,  1986 

CURRENT  APPROACHES  FOR  THE  DIAGNOSIS  AND  TREATMENT  OF 
GASTROINTESTINAL  CANCER  Houston.  Contact  Shirley  Roy,  Confer 
ence  Services,  HMB  131,  M D.  Anderson  Hospital  and  Tumor  Institute, 
6723  Bertner  Ave,  Houston,  TX  77030  (713)792-2222 

General  Medicine 

Nov  2-6,  1986 

PREVENTIVE  MEDICINE.  Houston.  Contact  Carol  Soroka  or  Lila 
Lerner,  Office  of  Continuing  Education,  Baylor  College  of  Medicine, 
One  Baylor  Plaza,  Houston,  TX  77030  (713  )799-6020 

Internal  Medicine 

Nov  13  14,  1986 

FINE  NEEDLE  ASPIRATION  OF  KIDNEY  WORKSHOP.  Location  TBA 
Contact  Department  of  Continuing  Education,  'Die  University  of  Texas 
Health  Science  Center,  5323  Harry  Hines  Blvd,  Dallas,  IX  75235 
(214)688-2166 

Nov  21-22,  1986 

UPDATE  IN  SEXUALLY  TRANSMITTED  DISEASES.  Location  FBA.  Con- 
tact Continuing  Education,  Department  of  Internal  Medicine,  ITie  Uni- 
versity of  Texas  Southwe,stern  Medical  School,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  (214)688-2166 

Pediatrics 

Nov  14-15,  1986 

PEDIATRICS  FOR  THE  PRACTITIONER:  20TH  ANNUAL  KENNETH  C. 
FIALTALIN  PEDIATRICS  SEMINAR.  Location  TBA.  Contact  June  Bovill, 
Continuing  Education,  The  University  of  Texas  Southwestern  Medical 
School,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)688-2166 

Surgery 

Nov  14-15,  1986 

GENERAL  SURGERY  UPDATE,  1986.  Houston.  Contact  Lila  Lerner, 
Office  of  Continuing  Education,  Baylor  College  of  Medicine,  One  Bay- 
lor Plaza,  Houston,  TX  77030  (713)799-6020 


DECEMBER 

Computer  Applications 

Dec  1-2,  1986 

COMPUTER  APPLICATIONS:  AN  INTRODUCTORY  WORKSHOP.  Hous- 
ton. Contact  Robin  Murray,  American  College  of  Obstetricians  and 
Gynecologists,  600  Maryland  Ave  SW,  Washington,  DC  20024-2588 
(202)638-5577 

Radiology 

Dec  8-12,  1986 

POSTGRADUATE  WORKSHOP  IN  MAGNETIC  RESONANCE  IMAGING 
AND  SPECTROSCOPY.  Houston.  Contact  Vicki  Forgac,  Office  of  Con- 
tinuing Education- 184A,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  77030  (713)799-6020 

Urology 

Dec  12-13,  1986 

UROLOGY  CONFERENCE.  Houston.  Contact  Lila  Lerner  or  Carol  So- 
roka, Office  of  Continuing  Education,  Baylor  College  of  Medicine,  One 
Baylor  Plaza,  Houston,  TX  77030  (713  )799-494 1 


REGULARLY  SCHEDULED  ACTIVITIES 


Monday- Friday 

POSTGRADUATE  WORKSHOP  IN  NEURORADIOLOGY.  ( Date  assigned 
by  individual  request.)  Methodist  Hospital,  Houston.  Fee  $450.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  40  hours.  Contact  Vicki 
Forgac,  Office  of  Continuing  Education  184-A,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Monday-Friday 

POSTGRADUATE  WORKCOURSE  IN  DIAGNOSTIC  ULTRASOUND. 

( Date  assigned  by  individual  request. ) Ben  Taub  General  Hospital, 
Houston.  Fee  $600.  Category  1 , AMA  Physician’s  Recognition  Award; 

40  hours.  Contact  Vicki  Forgac,  Office  of  Continuing  Education  184-A, 
Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 

Tuesdays,  12  pm 

MEDICAL  AND  SURGICAL  REVIEWS.  Sierra  Medical  Center,  El  Paso, 
Tex.  Category  1 , AMA  Physician’s  Recognition  Award;  1 hour  weekly. 
Contact  M.  Nazemi,  MD,  Sierra  Medical  Center,  1625  Medical  Center 
Dr,  El  Paso,  TX  79902 

Tuesdays  ( all  but  last  Tuesday  of  each  month  ) 

SURGICAL  GRAND  ROUNDS.  Board  Room,  Brackenridge  Hospital,  Aus- 
tin, Tex.  Free.  Category  1,  AMA  Physician's  Recognition  Award;  1-hour 
session.  Contact  Nancy  Strandhagen,  Surgery  Education,  Central  Texas 
Medical  Foundation,  601  E 15th  St,  Austin,  TX  78701  (512)476-6461 
ext  5172 

Wednesdays,  1 2 pm 

CONTINUOUS  REVIEW  OF  INTERNAL  MEDICINE.  Sid  Richardson  Au- 
ditorium, Scott  and  White  Memorial  Hospital,  Temple,  Tex.  Category  1, 
AMA  Physician’s  Recognition  Award;  1 hour  weekly.  Contact  Lynn  Cal- 
vert, Office  of  C;ontinuing  Medical  Education,  Scott  and  White  Memo- 
rial Hospital,  2401  S 31st,  Temple,  TX  76508  (817)774-2350 

Thursdays,  8 am 

INTERNAL  MEDICINE  GRAND  ROUNDS.  Brackenridge  Hospital,  Aus- 
tin, Tex.  Category  1,  AMA  Physician’s  Recognition  Award;  1 hour 
weekly.  Contact  Janna  Ashford,  Central  Texas  Medical  Foundation, 

1500  E Ave,  Austin,  TX  78701  (512)480-1869 

Thursdays,  1 2 pm 

UROLOGY  CORE  CURRICULUM.  Scott  and  White  Memorial  Hospital, 
Temple,  Tex.  Category  1 , AMA  Physician’s  Recognition  Award;  1 hour 
weekly.  Contact  Lynn  Calvert,  Office  of  Continuing  Medical  Education, 
Scott  and  White  Memorial  Hospital,  2401  S 31st,  Temple,  TX  76508 
(817)774-2350 
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Thursday-Friday 

POSTtiRADUATE  WORKSHOP  IN  REAL  FI  ME  OBSrErRK:AL  UIIRA 
SONOCJRAPHY.  (I)atc  assigned  by  individual  request. ) Jefferson  Davis 
Hospital,  Houston  Fee  *375,  (;ategor>'  I,  AMA  Physician’s  Reeognition 
Award;  16  hours;  16  cognates,  ACXXi.  Cxintact  Vieki  Forgae,  Office  of 
C:ontinuing  Education  184  A,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030  (713 

Fridays,  1 2 pm 

NEIIROLOGY  GRAND  ROUNDS.  Sid  Richardson  Auditorium,  Scott  and 
White  Memorial  Hospital,  Temple,  Tex.  Categoiy  1 , AMA  Physician’s 
Reeognition  Award;  1 hour  weekly.  Contact  Lynn  Calvert,  Office  of 
Continuing  Medical  Education,  Scott  and  White  Memorial  Hospital, 
2401  S 31st,  Temple,  TX  76308  (817)774-2330 

Fridays,  12  pm  (2nd  and  4th) 

TEACHING  CASE  CONFERENCE.  Park  Place  Hospital,  Port  Arthur,  Tex. 
Categorv-  1,  AMA  Physician’s  Recognition  Award;  2 hours  monthly. 
Contact  Phil  Newman,  MD,  Box  1648,  Port  Arthur,  TX  77640 
(409)983-4931 

Date  assigned  by  individual  request 

POSTGRADUATE  WORKSHOP  IN  CLINK^AL  NMR.  Biomedical  NMR 
Center,  Baylor  College  of  Medicine,  Houston.  Fee  SI, 000;  $300  lecture 
series  only.  C:ategor>-  1,  AMA  Physician’s  Recognition  Award;  -rO  hours. 
Contact  Vicki  Forgae,  Office  of  Continuing  Education  184  A,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713) 
799-6020 


TELECONFERENCE  NETWORK  OF  TEXAS 


Ever>'  other  Thursday,  12:30  pm 

CLINICAL  TOPICS  IN  MEDICINE.  The  University  of  Texas  Health  Sci- 
ence Center,  San  Antonio,  Tex,  and  teleconference  network  sites.  Fee 
S35-program,  hospital  subscription  program.  Category  1,  AMA  Physi- 
cian’s Recognition  Award.  Contact  Phyllis  Wood,  Acting  Director,  Tele 
conference  Network  of  Texas,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (312)691-7291 


PRACTICE  MANAGEMENT  WORKSHOPS 


The  following  are  practice  management  workshops  and  seminars  spon- 
sored by  the  Texas  Medical  Association.  Participants  in  the  workshops 
and  seminars  will  receive  Category  1 credit  toward  the  AMA  Physi 
cian’s  Recognition  Award  where  indicated.  For  further  information, 
contact  the  Department  of  Practice  Management,  Texas  Medical  As.so- 
ciation,  1801  N Lamar  Blvd,  Austin,  TX  78701  (512)477-6704. 

JUNE 

PRACTICE  MANAGEMENT  SERIES— 2 hours 
June  17-18,  1986,  El  Paso  Marriott,  El  Paso 

June  19-20,  1986,  Bexar  County  Medical  Society  Headquarters,  San 
Antonio 

June  24-23,  1986,  Stouffer  Greenway  Plaza  Hotel,  Hou,ston 
June  26-27,  1986,  Embassy  Suites  North,  Austin 

JULY 

INTRODUCTION  TO  INSURANCE  CLAIMS  PREPARATION  AND  COD- 
ING— 4 hours 

July  1,  1986,  Sheraton-Amarillo  Hotel  and  Towers,  Amarillo 

July  2,  1986,  Sheraton  Wichita  Falls  Hotel,  Wichita  Falls 

July  3,  1986,  Ramada  Hotel,  Tyler 

July  13,  1986,  Embassy  Suites  North,  Austin 

July  16,  1986,  Waco,  Hillcrest  Baptist  Medical  Center 

July  17,  1986,  Embassy  Suites,  Abilene 

July  29,  1986,  Holiday  Inn  Beaumont  Plaza,  Beaumont 

July  30,  1986,  Corpus  Christ!  Marriott,  Corpus  Christi 

July  31,  1986,  Embas.sy  Suites,  McAllen 


SEPTEMBER 

INTRODUCTION  TO  INSURANCE  CTAIMS  PREPARATION  AND  COD 
INCi — 4 hours 

IMPROVINfi  THIRD  PARTY  REIMBURSEMENT  FOR  YOU  AND  YOUR 
PAT  IENTS— 2 hours 

Sept  3,  1986,  Lubbock  Plaza  Hotel,  Lubbock 

Sept  4,  1986,  Sheraton  Park  Central  Hotel  and  Towers,  Dallas 

Sept  23,  1986,  El  Paso  Marriott,  El  Paso 

Sept  23,  1986,  Bexar  Cxtunty  Medical  Society  Headquarters,  San 
Antonio 

Sept  26,  1986,  Holiday  Inn  Crowne  Plaza,  Houston 
Sept  30,  1986,  Holiday  Inn  Country  Villa,  Midland 

INCREASING  YOUR  NET  WORTH  THROUGH  FINANCIAL,  PENSION 

AND  INVESTMENT  PIANNING 

Sept  6,  1986,  TTie  Westin  Paso  del  Norte,  El  Pa.so 

-Sept  27,  1986,  Dallas  Marriott  Park  f Central,  Dallas 


CALENDAR  OF  MEETINGS  ■ Denotes  Texas  Meetings 


JUNE 

6TH  EUROPEAN  CONGRESS  ON  DISEASES  OF  THE  CHEST  TRl-AN- 
NUAL  MEETING,  Tel-Aviv,  Israel,  June  15-20,  1986.  Education  Depart- 
ment, American  College  of  Chest  Physicians,  91 1 Busse  Highway,  Park 
Ridge,  IL  60068  (312  )698-2200 

AMERICAN  DIABETES  ASSOCIATION  ANNUAL  MEETING,  Anaheim, 
Calif,  June  19-24,  1986.  Andrea  Simon,  1660  Duke  St,  Alexandria  VA 
22314  1-800-232-3472 

AMERICAN  MEDICAL  ASSOCIATION  ANNUAL  MEETING,  Chicago, 
June  13-19,  1986.  Felix  Niespodziewanski,  333  N Dearborn  St,  Chi- 
cago, IL  60610  (312)643-4597 

AMERICAN  MEDICAL  ASSOCIATION  AUXILIARY,  INC,  ANNUAL  MEET- 
ING, Chicago,  June  13-18,  1986.  Hazel  Lewis,  333  N Dearborn  St, 
Chicago,  IL  60610  (312)643-4470 

AMERICAN  PHY  SICAL  THERAPY  ASSOCIATION  ANNUAL  MEETING, 
Chicago,  June  8-12,  1986.  Bonnie  Polvinale,  1 1 1 1 N Fairfax  St,  Alex 
andria,  VA  22314  (703)684-2782 

■DEPARTMENT  OF  OPHTHAIJV10LOGY  AND  VISUAL  SCIENCES  AN 
NUAL  MEETING,  Lubbock,  June  21,  1986.  Vicki  Hollander,  Office  of 
Continuing  Medical  Education,  Texas  Tech  University  Health  Sciences 
Center,  Lubbock,  TX  79430 

■TEXAS  ASSOCIATION  OF  MEXK:AN  AMERICAN  MEDICAL  STU- 
DENTS ANNUAL  CONFERENCE,  San  Antonio,  June  20  21,  1986 
Norma  Davila,  2300  W Commerce,  Suite  304,  San  Antonio,  TX  78207 
(312)226-9743 

■TEXAS  HEARING  AID  ASSOCIATION  ANNUAL  MEETINCi,  Houston, 
June  27-28,  1986.  Jim  Wilson,  222  N Riverside  Dr,  Ft  Worth  TX  761 1 1 
(817)831-0391 

■TEXAS  HOSPITAL  ASSOCIATION  37TH  ANNUAL  CONVENTION  AND 
EXHIBIT  SHOW,  San  Antonio,  June  13,  1986.  Nancy  Ebert,  PC)  Box 
13387,  Austin,  TX  78761 -3387  ( 3 1 2 )453-720-t 

■TEXAS  SOCIEIY  OF  PATHOLOGLSTS/MID AT.AR  SEMINAR  ON 
HMOs,  IPAs,  PPOs  AND  OTHER  ALTERNATIVE  HEALTH  f;ARE  DELIV 
ERY  SYSTEMS,  Grapevine,  June  29,  1986.  Iris  Wenzel,  Texas  Medical 
Association,  1801  N Umar  Blvd,  Austin,  TX  78701  (512)477-6704 


JULY 

12TH  US  SEMINAR  ON  THE  EPIDEMIOLOGY  AND  PREVENTION  OF 
I’HE  CARDIOVA,SCUlAR  DISEASES,  Tahoe  City,  Calif.  July  27-Aug  8, 
1986.  Leonard  Cook,  7320  Greenville  Ave,  Dallas,  TX  75231 
(214)750-5437 
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29TH  ANNUAL  RUIDOSO  FAMILY  PRACTICE  SEMINAR,  Ruidoso,  NM, 
July  21-24,  1986.  Sue  Lawrie,  Executive  Director,  New  Mexico  Chapter 
of  the  American  Academy  of  Family  Physicians,  Inc,  PO  Box  23070, 
Albuquerque,  NM  87192  ( 505  )298-5300 

AMERICAN  ASSOCIATION  FOR  CLINICAL  IMMUNOLOGY  AND  AL- 
LERGY INTERIM  MEETING,  Portland,  Ore,  July  10-14,  1986.  Howard 
Silber,  Executive  Director,  PO  Box  912-DTS,  Omaha,  NE  68101 
(402)551  0801 

AMERICAN  ASSOCIATION  FOR  RESPIRATORY  THERAPY  INTERIM 
SUMMER  FORUM,  St  Petersburg,  Fla,  July  18-20,  1986.  Sherry  Milligan, 
1720  Regal  Row,  Dallas,  TX  75235  (214)630-3540 

■AMERICAN  CANCER  SOCIETY,  TEXAS  DIVISION,  INC,  Dallas,  July 
16-17,  1986.  Jack  Hardison,  PO  Box  9863,  Austin,  TX  78766 
(512)345-4560 

AMERICAN  COLLEGE  OF  INTERNATIONAL  PHYSICIANS,  INC,  AN 
NUAL  MEETING,  Washington,  DC,  July  3-6,  1986.  Antonio  Donesa, 

MD,  3030  Lake  Ave,  Ft  Wayne,  IN  46805  (219)424-7414 

■AMERICAN  HEART  ASSOCIATION,  TEXAS  AFFILIATE  ANNUAL  MEET- 
ING, Houston,  July  12,  1986.  Pat  Larson,  PO  Box  15186,  Austin,  TX 
78761  (512)836-7220 

AMERICAN  MEDICAL  WOMEN’S  ASSOCIATION,  INC,  INTERIM  MEET- 
ING, Denver,  July  10-13,  1986.  Lea  Scialo,  Meeting  Planner,  465  Grand 
St,  New  York,  NY  10002(212)533-5104 

■JOINT  MEETING  OF  THE  SOUTHERN  ASSOCIATION  OF 
CTYTOTECHNOLOGISTS  AND  THE  TEXAS  SOCIETY  OF  CYTOLOGY, 
Dallas,  July  31 -Aug  2,  1986.  Stephanie  Hamilton,  The  University  of 
Texas  School  of  Allied  Health  Sciences,  PO  Box  20708,  Houston,  TX 
77225 

■TEXAS  SOCIETY  FOR  RESPIRATORY  THERAPY  ANNUAL  MEETING, 
Dallas,  July  8-13,  1986.  Mike  Marks,  506  W 12th  St,  Austin,  TX  78701 
(512)479-0425 


AUGUST 

FIRST  INTERNATIONAL  CONFERENCE  ON  HOMOSEXUALIIT  AND 
MEDICINE,  London,  Aug  14-16,  1986.  Douglas  Camer,  American  Asso- 
ciation of  Physicians  for  Human  Rights,  PO  Box  14366,  San  Francisco, 
CA  941 14  (415)673-3189 

■TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS  INTERIM  SESSION,  San 
Antonio,  Aug  20-24,  1986.  Alice  Swaim,  Director  of  Meeting  Planning, 
TAFP,  3636  Executive  Center  Dr,  Suite  215,  Austin,  TX  78731 
(512)346-2387 

■TEXAS  PERINATAL  ASSOCIATION  ANNUAL  MEETING,  San  Antonio, 
Aug  1-3,  1986  Dianne  Brown,  TPA,  PO  Box  2446,  Lubbock,  TX 
79408-2446  (806)743-3678 

■TEXAS  PUBLIC  HEALTH  ASSOCIATION  SOUTH  TEXAS  REGIONAL 
MEETING,  McAllen,  Aug  28-29,  1986.  Ray  Reeves  or  Terri  Smith, 
TPHA,  PO  Box  4246,  Austin,  TX  78765  (512)451-1846 
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€>1985  Marriott  Hotels 


Now  you  can  have 
convenience  to  the 
Medical  Center 
with  the  luxury  of 
Marriott. 

The  new  Marriott  Hotel  is  linked  to  the 
Texas  Medical  Center  by  an  enclosed  walkway. 
No  hotel  is  more  convenient  or  as  special. 

All  guest  rooms  are  spacious  and  richly 
appointed.  Our  concierge  level  offers  you  a 
private  lounge,  continental  breakfast, 
complimentary  hors  d' oeuvres,  and  honor  bar. 

Our  recreation  facilities  feature  an  indoor 
pool  and  whirlpool,  plus  adjoining  fitness 
center  with  an  indoor  track,  racquetball, 
complete  weight  training,  and  excercise 
equipment. 

We  have  9,000  sq.  ft.  of  conference  space 
including  the  Grand  Ballroom  and  several 
conference  rooms  - perfect  tor  seminars, 
business  meetings,  or  product  introductions. 

Our  three  restaurants  and  lounge  otter  a variety 
of  food  and  beverage  options. 

Make  your  next  trip  to  the  Texas  Medical 
Center  convenient,  and  we  will  make  sure  it  is 
special.  For  reservations,  call  us  direct  at 
713-796-0080.  call  your  travel  agent,  or  call 
Marriott  toll  free  1-800-228-9290. 


Texas  Medicine 


PHYSICIANS 


Enjoy  the  benefits  of  group  practice  with 
some  of  the  nation’s  top  medicid  professionals, 


in  one  of  Houston’s 
largest  multi-specialty  clinics: 
Kelsey-Seybold  Clinic,  P.A. 


Since  1949,  Kelsey-Seybold 
Clinic  in  the  Texas  Medical 
Center  has  provided  quality, 
personalized  medical  care. 
Our  growth  proves  our  suc- 
cess: Today,  we  operate 
clinics  in  9 locations,  and  we 
provide  medical  services  for 
private  industry  and  three 
government  contracts.  At  our 
Medical  Center  Clinic,  over 
80  physicians  practice  more 
than  35  specialties  and 
subspecialties. 


Kelsey-Seybold  Clinic  is 
actively  recruiting  primary 
care  physicians:  Family 
Practice,  OB/GYN  and  Pedi- 
atrics. If  one  of  these  is  your 
specialty,  consider  the  oppor- 
tunities with  us.  You’ll  prac- 
tice medicine  in  unsurpassed 
facilities,  receive  an  excellent 
starting  salary,  an  excep- 
tional benefits  package  and 
become  part  of  a rapidly 
expanding  practice. 


Are  you  one  of  the  special 
physicians  we’re  looking  for? 

Find  out.  Send  your  Curriculum 
Vitae  and  cover  letter  to: 

Robert  A.  Payne, 

Executive  Director 
Kelsey-Seybold  Clinic,  P.A. 
6624  Fannin  Street 
Houston,  Texas  77030 
(713)  797-1551 

Kelsey-Seybold  Clinic,  P.A.  is  an 
equal  opportunity  employer  m/f/h. 


Kelsey-Seybold  Clinic  PA. 


SCOTT&WHITE 


Texas  A&M  University 
College  of  Medicine 


SIXTH  ANNUAL 
INTERNAL  MEDICINE 

REVIEW 


for  the  Primary  Care  Physician 


The  Resorts  of  Lakeway 
Austin,  Texas 
August  4-8,  1986 


For  further  information,  contact:  Office  of  Continuing  Medical  Education, 
Scott  and  White,  Temple,  Texas  76508.  Phone:  817/774-2350. 


Timberlawn  Psychiatric  Hospital 


206  Inpatient  Beds 
Day  Hospital 

Outpatient  Psychiatric  Services 
Department  of  Child  and 
Adolescent  Psychiatry 
Family  Assessment  Center 
Child  Residency  Program 


• Psychiatric  Residency  Program 

• Psychiatric  Evaluation 

• Substance  Abuse  Programs 

• Healtli  Professionals  Program 
PO.  Box  11288  Dallas,  Texas  75223 
214/381-7181 

Established  in  1917 
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Providing 
Solutions  Through 
Understanding 
and  Trust 

At  Spring  Shadows  Glen,  our  staff  of 
distinguished  psychiatrists  lead  a dynamic 
team  of  other  medical  specialists  and  skilled 
mental  health  professionals.  Together  we 
provide  expert  treatment  for  adults  and 
adolescents  to  resolve  complex  problems. 

Our  comprehensive  psychiatric  hospital 
offers  specialized  programs  for  emotional 
and  behavioral  problems,  eating  disorders, 
and  alcohol/drug  abuse.  We  believe  our  com- 
bination of  sensitivity  in  both  staff  and 
facility  creates  a well-balanced  environment 
to  help  patients  return  successfully  to  family, 
work  and  community. 

For  additional  information  about  our 
Medical  Staff  or  the  hos^pital  call  Spring 
Shadows  Glen  at  ( 713)  462-4000. 

Robert  L.  Stubblefield,  M.l).,  Medical  Director 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 


4105  Live  Oak  Street 


DALIAS,  TEXAS  75204 


Telephone  823-4151 


INTERNAI  MEDICINE 
Morris  E.  Magcrs,  M I)  , D A I)  EM 
( Hanning  W oods,  .M  l) 

Richard  C Stone,  M I)  . Gastroenterology  & Endoscopy 

Eandon  W Stewart,  M I)  . 1)  A I)  1 M 

Cloycc  E.  Stetson,  |r  , M I)  , D A H EM 

David  S Sowell,  III,  M I)  , D A B E.M  , Cardiology 

Don  E Cheatum,  M I)  , DAB  EM  . and  DAB  Rhu, 

EACH,  EC.C  P , Rheumatology 
W Mark  Armstrong,  M I)  , DAB  EM 
Sam  W Waters,  M I) 

Steven  P Bow  ers,  M l)  . DAB  EM 
Elizabeth  M Polanco,  M I)  . DAB  I M 
Robert  C.  Dinwiddle,  M.D.,  D A B. EM, 

Endocrinology  and  Diabetes 

George  E DeVaney,  M I)  , Gastroenterology  & Endoscopy 

OBSTETRICS  AND  (.VNECOEO(,Y 

lohn  B Miller,  III,  M I)  , 1)  A B ()  G , F A C t)  G 
Vernie  1)  Bodden,  M I)  . 1)  A B ()  G.,  F A.C.O  G. 

Graig  W'  Smith,  MI) 

PEDIATRICS 

Halcuit  Moore,  M I)  , D A B P , F A,A  P 
P E Euecke.Jr  , M l)  , D A B P,  EA  A P 
Peter  C Ray,  M I) 

GENERAE  SE^RGERV 

George  P Fosmire,  M D , DABS.,  EA.C.S. 

Charles  W Coleman,  M I)  , DABS. 

I'ROLOGY 

Harrv  M Spence,  .M  I)  , D A B G , E A C.S. 

W illiam  11  Hoffman,  M D , I)  A B.LI.,  F A C.S. 

Richard  B Diilanv,  M I)  , I)  A B H , F.A.C.S. 


RADIOEOGY 

Joe  B Caldwell,  .VED  , D A B R 
lames  B Evans,  M D , 1)  A B R 

DERMATOLOGY 

W-illiam  N.  New,  M D , FA.A  D , EA.C.P 
Constance  Shadwiek,  M I)  , DAB  1) 

OTODVRYNGOI.OGY  AND  OTOLOGIC  SURGERt 
1)  W' Shuster,  M I)  , D A BO 

George  A.  Toledo,  M D , Head  and  Neck  Surgery',  Facial 
Plastic  and  Reconstructive  Surgery 

OPHTHALMOLOGY 

James  M Copps,  M.D  , 1)  A B.O. 

R Roy  Whitaker,  M I)  , 1)  A B O 

DENTISTRY  AND  DENTAL  SURGERY 
William  F.  Walton,  1)  1)  S 
George  E.  Sanders,  1)  1)  S 

ADMINISTRATION 

Alan  G Kennon,  Administrator 

Mrs  Connie  S,  McNamire,  R N B.S  N.,  Associate  Admin 
istrator  of  Hospital  Operations  and  Personnel 


INACTIVE  STATUS 

Adam  D.  Green,  M.D  , Surgery 
John  B Bourland,  .M  I)  , D A BO  G. 


EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"® 
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ii 


\ . . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  A A 

Sleep  Laboratory  Investigator 
Pennsylvania 


t . . onset  of  action  is 
rapid. . .provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  A A 


Psychiatrist 

California 


. . appears  to  have 
the  best  safely  record  of  any 
of  the  benzodiazepines  •f 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  ot  Dalmane  (flurazepam  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy. 


DALMANE 

brand  of 

flurazepann  HCI/Roche  (E 

sleep  that  satisfies 


15-mg/30-mg 

capsules 


References:  1.  Kales  J,  etal.  Clin  Pharmacol  Ther  /2.  691  - 
697,  Jul-Aug  1971  2.  Kales  A,  el  al.  Clin  Pharmacol  Ther 
/8  356-363,  Sep  1975.  3.  Kales  A,  elal  Clin  Pharmacol 
Ther  19, 576-583,  May  1976,  4.  Kales  A,  etal:  Clin  Pharma- 
col Ther 32:T8] -788.  Dec  1982  5.  Frost  JD  Jr,  DeLucchi  MR: 
J Am  Ger/ofrSoc  27  541 -546,  Dec  1979  6.  Dement  WC, 
etal:  BehovMed,  pp  25-31,  Oct  1978  7.  Kales  A, 

Kales  JD:  J Clin  Psychopharmacol  3:]A0-\b0,  Apr  1983 
8.  Tennant  FS,  el  al:  Symposium  on  the  Treatment  ot  Sleep 
Disorders,  Teleconterence,  Oct  16,  1984  9.  Greenblatt  DJ, 
Allen  MD,  Shader  Rl:  Clin  Pharmacol  Ther  21  355-36], 

Mar  1977 


brand  ot 

flurazepam  HCI/Roche  (iv 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep.  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  of  congenital  malformations  ossociated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con 
sider  the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Coution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  If  alcohol  is  consumed  the  day  following  use  tor 
nighttime  sedation  This  potential  may  exist  for  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving)  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  tor  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  if  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedafion,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  impaired  renol  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  tailing  have  occurred,  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  otdrug  intolerance 
or  overdosoge,  have  been  reported  Also  reported  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pom,  nervousness,  talkativeness,  apprehension, 
irritability,  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  e g . 
excitement,  stimulation  and  hyperactivity 
Dosage:  Individualize  for  maximum  beneficial  effect  Adults 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients 
Elderly  or  debititated  patients  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam 
HCI 


Roche  Products  Inc 
Manati,  Puerto  Rico  00701 


After  more  than  1 5 years  of  use,  if  s # 1 for  sleep  that  satisfies. 

Patients  are  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning.'  ® And  you're  satisfied  by  the  exceptionally 
wide  margin  of  safety."  ® As  always,  caution  patients  about 

driving  or  drinking  alcohol. 

Plgosfi  see  preeetjing  pop  tor  tummory  o!  pfoduei  mtoffuotion. 
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I lEditorials 


Postbellum — postmortem 

j Like  Willie  Nelson’s  cowboys,  the  American  patient  is  “not  easy 
I to  love  and  is  harder  to  hold.”  They  have  great  demands  and 
expectations.  Probably  for  good  reason.  Over  the  past  half  cen- 
I tury  medical  practice  has  undergone  radical  and  often  con 
I Mjlsive  change.  Much  as  a serpent  swallowing  a rabbit — then 
1 gulping  down  another  before  the  first  one  has  been  allowed  to 
j digest. 

i The  hard  lessons  won  in  combat  in  World  War  11  were  ap- 
plied early  on  to  civilian  medicine.  The  profession,  in  general, 
has  been  moving  forward  at  a very  rapid  pace  since  that  time 

There  is  no  need  to  chronicle  or  attempt  to  explain  the 
many  miraculous  advances  of  medical  and  surgical  technology 
during  and  after  the  war.  It  is  doubtful  that  most  of  us  are 
capable  of  understanding  many  of  them  anyhow.  At  least  the 
various  clinicians  battling  daily  (and  nightly)  in  the  trenches 
would  not  be  able  to.  1 naturally  except  our  colleagues  in  the 
ivory  towers. 

However,  most  physicians  who  served  in  that  conflict  and 
have  been  privileged  to  be  in  medicine  since  that  time,  are 
very  much  aware  of  the  alterations  that  have  changed  not  only 
the  way  we  practice  medicine  but  the  way  we  view  our  lives 
and  the  lives  of  the  patients  committed  to  our  care. 

Admittedly,  life  and  practice  was  much  simpler  when  so 
dium  salicylate  was  the  appropriate  and  often  effective  remedy 
for  arthritis.  One  didn’t  need  to  be  concerned  about  the  side 
effects  of  the  nonsteroidal  anti-inflammatory  drugs  so  popular 
today.  However,  1 think  this  one  example  illustrates  in  many 
ways  the  socio-legal-economic  tangle  in  which  we  find  our- 
selves. First  of  all,  the  patient  was  grateful  for  the  time,  at- 
tention and  interest  of  his  physician — didn’t  expect  any 
miracles — and  was  delighted  that  the  red  pills  gave  him  a 
modicum  of  relief  and  allowed  him  to  go  about  his  business. 
When  and  if  a rare  side  effect  such  as  tinnitus  or  a tarry  stool 
developed,  he  told  his  doctor  about  it  and  didn’t  run  to  the 
nearest  plaintiffs  lawyer  and  file  a million  dollar  lawsuit.  Yes, 
j we  had  better  rapport  We  worked  at  it.  Now,  alas,  we  have 
allowed  things  to  change  and  like  Rodney  Daingerfield  “we 
don’t  get  no  respect.”  Perhaps  we  have  become  so  scientifically 
smug  that  we  think  we  don’t  need  it.  However,  there  is  no 
question  but  that  we  have  become  more  defensive.  We  put  up 
with  much  more  than  our  crustier  predecessors  did.  Many 
times  we  force  a smile,  swallow  hard,  and  choke  a little  when 
the  old-timers  would  have  advised  the  pesky  one  to  find  an- 
other healer. 

However,  1 digress. 

So  to  the  present  status  of  our  beleaguered  practitioners. 

They,  for  a certainty,  can  point  to  a multitude  of  problems 
and  plagues  not  necessarily  of  tbeir  own  making,  which  be 
devil  them  from  every  side.  Reams  of  paper  work.  Government 
tampering  and  restrictions. 

Third  party  interference.  Malpractice  medusae  lurking  at 
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every  corner.  High  overhead.  Unreal  patient  demands.  Tension 
and  stress  at  every  turn.  All  of  these  things  piled  upon  the 
responsibilities  of  practicing  good  medicine;  keeping  up  with 
the  literature;  attending  meetings;  CME;  hospital  staff  work — 
and  at  the  same  time  being  a good  father  (or  mother),  spend- 
ing “quality  time”  with  the  children;  attending  functions,  com- 
munity and  social — and  giving  freely  of  time  and  treasure  to 
various  causes. 

On  the  other  hand,  the  present  day  clinician  has  much  to  be 
thankful  for.  His  hours  are  usually  better  than  his  predecessors’. 
He  has  more  and  better  medicines  with  which  to  treat  his 
patients.  Consultation  is  readily  available  and  he,  himself,  is 
much  better  trained  than  the  “ old  “uns  ” were.  Of  course,  this  is 
not  the  first  revolution  and/or  convulsion  in  medical  practice 
as  anyone  who  is  familiar  with  medical  history  is  aware.  Those 
who  honestly  adapt  will  survive,  serve,  and  do  well  The  op- 
posite will  be  the  lot  of  those  who  do  not  or  cannot.  At  any 
rate,  medicine  will  continue.  It  will  maintain  its  position  at  the 
top  of  the  learned  professions,  and  continue  to  serve  as  long  as 
people  need  physicians.  So  let  us  hope  the  majority  of  them,  at 
the  end  of  the  line,  are  able  to  say  with  Saint  Paul,  “1  have 
fought  a good  fight,  1 have  finished  my  course,  1 have  kept  the 
faith.” 

BEN  M.  NAIL,  MD 

4302  Wigton,  Houston,  TX  77096 


Human  papillomavirus  and 
cervical  neoplasia 

Epidemiologic  studies  have  long  suggested  a sexually  transmit 
ted  agent  as  an  etiologic  factor  in  cervical  carcinoma.  The 
agents  that  have  been  studied  include  Trichomonas  vaginalis. 
Chlamydia  trachomatis,  and  herpes  simplex  With  the  recog 
nition  of  the  flat  cervical  condyloma  in  the  1970s,  human  pa 
pillomavirus  emerged  as  a prevalent  sexually  transmitted 
disease.  The  incidence  is  estimated  at  I % to  3%  of  the  general 
adult  female  population,  but  up  to  10%  in  those  less  than  30 
years  of  age.  While  some  studies  suggest  a marked  increase  in  5^ 

the  incidence  of  condyloma,  this  is  probably  related  to  better  

recognition  of  the  lesions,  rather  than  a true  increase  in  inci- 
dence. The  article  by  Drs  Weiss,  Katz,  and  Sneige,  utilizing  a 
high-risk  Mexican-American  population,  demonstrates  a similar 
incidence  of  HPV  in  cervical  lesions  from  the  early  1960s  as 
compared  to  cases  from  the  early  1980s.  A comparable  inci- 
dence of  HPV  lesions  in  cervical  biopsies  from  1972  and  1982 
also  was  reported  in  another  study  ( 1 ). 

The  morphologic  and  colposcopic  differentiation  of  pure 
cervical  condyloma  from  dysplasia  is  often  difficult.  Micro 
scopically,  both  have  enlarged,  hyperchromatic  nuclei  and  may 
show  cellular  proliferation.  As  a result  of  the  difficulty  in  differ 
entiating  these  lesions,  and  because  they  frequently  coexist,  it 
is  recommended  that  the  degree  of  morphologic  abnormality 
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present  within  the  lesion  be  evaluated  using  the  criteria  for 
precancerous  epithelial  lesions  with  mention  of  the  presence 
of  HPV  changes.  From  a clinical  standpoint,  their  differentia- 
tion is  not  critical,  as  the  current  methods  of  treatment  are 
identical  for  both  lesions.  However,  lesions  associated  with 
HPV  may  demonstrate  a more  rapid  progression  and  have  a 
higher  recurrence  rate. 

The  significance  of  human  papillomavirus  as  an  etiologic  fac- 
tor for  cervical  cancer  is  currently  under  extensive  investiga- 
tion. While  direct  evidence  of  causal  relationship  is  lacking, 
indirect  evidence  is  strong.  Morphologic  evidence  of  HPV  as- 
sociated with  cervical  dysplasia  and  carcinoma  is  reported  in 
24%  to  91%  of  cases.  HPV  antigens  are  demonstrated  by  im- 
munoperoxidase  techniques  in  25%  to  50%  of  dysplastic  and 
carcinomatous  lesions.  Serologic  studies  show  that  93%  of 
women  with  cervical  carcinoma  have  serum  IgG  antibody  to 
HPV,  while  the  antibody  was  not  present  in  normal  controls. 
DNA  hybridization  studies  have  demonstrated  human  pa- 
pillomavirus DNA  in  many  cervical  dysplasias  and  carcinoma. 

At  least  25  different  serotypes  of  HPV  have  been  identified. 
These  show  striking  differences  in  their  association  with  cer- 
vical neoplasia.  Types  1 6 and  1 8 are  most  commonly  seen  in 
severe  dysplasia,  carcinoma  in  situ,  and  invasive  carcinoma, 
while  types  6 and  1 1,  which  are  common  in  “benign”  con- 
dylomas, are  rarely  associated  with  progressive  transformation 
to  malignancy.  The  presence  of  types  16  and  18  also  correlates 
positively  with  the  presence  of  abnormal  mitotic  figures  and  an 
aneuploid  chromosomal  content,  both  of  which  are  reported 
in  cases  with  malignant  transformation.  Characterization  of  the 
types  of  HPV  involved  in  the  cervical  condylomatous  lesions 
may  be  an  important  predictor  of  the  course  of  the  lesion. 

Approximately  one  half  of  all  cervical  condylomatous  lesions 
regress.  This  high  regression  rate  implies  that  lowered  immu- 
nity or  other  promoting  factors  are  involved  in  the  malignant 
transformation.  These  cofactors  may  include  herpes  virus- 2 or 
smoking,  which  are  each  associated  with  an  increased  relative 
risk  of  cervical  carcinoma.  Although  there  is  no  direct  evi- 
dence that  human  papillomavirus  results  in  cervical  carcinoma, 
the  indirect  evidence  strongly  suggests  that  the  relationship  is 
causal. 

RENE  RONE,  MD 

Department  of  Pathology,  The  University  of  Texas  Health  Science  Center,  7703 
Floyd  Curl  Dr,  San  Antonio,  TX  78284. 
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Cost  containment  alternatives 

The  soaring  cost  of  health  care  continues  to  receive  attention 
from  many  areas.  The  annual  cost  of  health  care  exceeds  $400 
billion  per  year.  In  1983,  10.8%  of  the  gross  national  product 
was  spent  on  medical  services. 

Prudent  purchasers  of  health  care  services  are  considering 
alternative  delivery  systems.  In  addition,  health  benefits  are 
being  designed  to  contain  cost.  Businesses  are  trying  to  reduce 
spending  on  health  care  for  their  employees. 

Cost  containment  strategies  being  implemented  include  pre- 
admission certification,  pre-admission  (outpatient)  testing, 
second  opinion  surgery,  ambulatory  surgery,  avoidance  of  week- 
end admissions,  use  of  generic  drugs,  home  care,  health  main- 
tenance organizations,  and  preferred  provider  organizations. 

Pre-admissions  certification  coupled  with  concurrent  review 
is  a popular  and  timely  approach  to  discourage  hospital  admis- 
sions that  are  not  medically  necessary  and  to  decrease  the 
number  of  medically  unnecessary,  costly  inpatient  days  in  favor 
of  alternative  treatment  plans  without  any  reduction  in  the 
quality  of  care  rendered  to  the  patient. 

To  be  effective,  pre-admission  certification  requires  the  co- 
operation of  the  patient,  the  physician,  the  hospital,  and  the 
insurance  company.  A pre-admission  program  requires  that  the 
physician  notify  the  insurance  company  before  the  planned 
elective  inpatient  admission.  Admission  for  maternity,  acci- 
dents, and  other  nonelective  admissions  may  be  exempt  or 
require  postadmission  notification,  usually  within  48  hours. 

If  the  admission  is  certified,  then  the  patient,  the  physician, 
and  the  hospital  know  in  advance  that  the  expenses  for  the 
hospital  admission  are  covered  to  the  fullest  extent  of  the 
health  insurance  benefits.  In  the  absence  of  the  certification  or 
notification,  the  patient’s  share  of  the  bills  will  be  greater.  If 
there  is  a coverage  problem,  the  patient  and  the  physician  will 
know  before  admission  occurs  and  can  consider  alternative 
sources  or  methods  of  treatment. 

During  the  process  of  the  notification  and  certification,  the 
length  of  stay  will  be  assigned  to  the  admission,  based  upon 
the  condition  of  the  patient,  the  medical  diagnosis,  the  type  of 
admission,  and  all  other  pertinent  information  that  has  been 
provided.  If  the  approved  length  of  stay  needs  to  be  extended, 
the  physician  should  call  the  “hotline”  to  make  the  request. 

Such  a program  incorporates  or  encourages  the  following 
cost  containment  features:  second  surgical  opinions  for  listed 
procedures;  home  health  care  as  an  alternative;  elimination 
of  inappropriate  weekend  admissions;  pre-admission  testing; 
hospice  care  when  appropriate;  plans  for  early  discharge  to  a 
skilled  nursing  facility;  outpatient  surgery  for  listed  procedures. 

Thus,  pre-admission  certification  and  concurrent  review  can 
result  in  true  containment  of  cost  rather  than  a shift  in  cost. 

Quality  health  care  can  continue  to  be  delivered,  and  with 
the  ftiU  cooperation  of  the  involved  parties,  efforts  toward 
combating  the  rising  cost  of  health  care  can  be  accomplished. 

W.  A.  GODFREY,  JR,  MD 

Associate  Medical  Director,  Blue  Cross  and  Blue  Shield,  PO  Box  66058,  Dallas, 

TX  75266-0058. 

Texas  Medicine 


You've  chosen 

your 

profession. 

We  can  secure  it. 


American  Physicians  Life  Insurance  (API 
Life)  has  specialized  in  the  insurance 
needs  of  Texas  physicians  for  7 years. 

Because  our  company  is  owned  by  doc- 
tors, we  know  that  a physician's  life  and 
disability  coverage  needs  are  different 
than  those  of  other  professionals.  All  of 
our  products  are  designed  to  meet  those 
needs,  and  we  offer  them  at  highly  com- 
petitive rates. 


For  answers  to  your  questions  about: 

• Universal  Life  and  Annual  Renewable 
Term 

• Income  Replacement  and  Business  Over- 
head Expense 

• Deferred  Compensation  (Bonus  Alter- 
native for  the  Incorporated  Physician) 

call  Toll  Free  at  1-800-252-3628,  or  watch 
your  mail  for  more  information  arriving  in 
the  next  few  weeks. 


api^ 

American  Physicians  Life  Insurance  Company  is  a subsidiary  of  American  Physicians 
Insurance  Exchange,  the  doctor-owned  liability  insurance  company  entering  its 
2nd  decade  of  service  to  Texas  physicians. 
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TMA  IN  ACTION 


Action  plan  assures 
physician-directed  practice 

As  they  met  May  8—9,  1986,  in  Dallas, 
the  Texas  Medical  Association’s  House  of 
Delegates  laid  a foundation  for  the  future 
by  approving  a five-point  action  plan  that 
will  assure  physician-directed  medical 
practice  in  Texas.  Presented  as  a working 
document,  the  plan  calls  for:  ( 1 ) an  ag- 
gressive, coordinated  legislative-political- 
education  program;  ( 2 ) a study  of  an  or 
ganized  physician-directed  health  care 
delivery  system;  ( 3 ) a comprehensive 
practice  management,  medical  education, 
and  skills  training  program;  (4)  an  active 
ethics  training  and  appellate  review  pro 
cess  for  ethical  issues;  and  ( 5)  an  inte- 
grated statewide  telecommunication 
system.  The  plan  originated  with  the 
Board  of  Trustees  and  carried  the  en 
dorsement  of  the  Executive  Board. 

While  the  action  plan  enjoyed  a large 
majority  of  support,  an  issue  related  to 
professional  liability  insurance  and  hospi 
tal  staff  membership  generated  consider- 
able debate.  Following  the  debate,  the 
delegates  referred  to  the  Executive 


Board  a proposed  policy  saying  that  mini- 
mum limits  of  professional  liability  insur- 
ance coverage  is  a ’ legitimate”  concern 
when  credentialing  a physician  for  hospi- 
tal staff  membership.  The  delegates  ap- 
proved referral  by  a vote  of  1 50  to  11 6. 

Taking  up  another  prominent  issue,  the 
delegates  advocated  a recommendation 
that  children  with  AIDS  be  allowed  to 
attend  public  schools  and  rejected  the 
recommendation  that  young  AIDS  pa- 
tients who  bite,  have  excessive  salivation 
or  open  lesions,  or  are  incontinent  be 
prohibited  from  attending. 

In  other  actions,  the  delegates: 

— Approved  a recommendation  that 
five  committees — long  range  planning, 
health  education,  health  careers,  health 
planning,  and  HIPJAC — be  discontinued, 
and  that  their  functions  be  assumed  by 
parent  councils  or  other  entities. 

— Approved  a feasibility  study  of  a 
claims  assistance  service  to  help  TMA 
members  collect  slow  payments,  and  to 
speed  up  all  payments  from  insurance 
companies. 

— Approved  a resolution  to  seek 
speedier  payment  on  Medicare  clean 
claims  by  requiring  that  carriers  pay  in 
terest  on  such  claims  if  they  remain  un 
paid  for  30  days. 

— Approved  a recommendation  that 


TMA  support  an  increase  in  the  cigarette 
tax,  with  the  proceeds  to  be  used  for  in- 
digent health  care  programs. 

— Approved  three  recommendations 
relating  to  restriction  of  the  sale  of  to- 
bacco products  and  clean  air. 

Dr  Brame  assumes  presidency, 

Dr  Vanderpool  is  president-elect 

D.  Clifford  Burross,  MD,  1985-  1986 
president  of  the  Texas  Medical  Associa- 
tion, passed  the  presidential  gavel  to  his 
successor,  Eldorado  family  physician  Jim 
Bob  Brame,  MD,  during  ceremonies  Sat- 
urday, May  10,  at  the  association’s  annual 
session  in  Dallas. 

Also  installed  during  the  ceremonies 
were  David  Vanderpool,  MD,  Dallas, 
president-elect;  Nancy  W.  Dickey,  MD, 
Richmond,  vice  president;  Margie  B. 
Peschel,  MD,  Fort  Worth,  secretary;  and 
Betty  R Stephenson,  MD,  Houston, 
treasurer. 

The  installation  ceremonies  followed 
elections  in  the  House  of  Delegates  meet- 
ing Friday,  May  9.  In  other  elections  the 
delegates  chose  incumbents  Val  F.  Borum, 
MD,  Fort  Worth,  as  speaker  of  the  house, 
and  Joseph  C.  Ogle,  MD,  Dallas,  vice 
speaker.  James  M.  Graham,  MD,  Austin, 
was  reelected  to  place  1 , Board  of  Trust- 
ees, and  Harold  R.  High,  MD,  Cuero,  was 
elected  to  place  2. 

In  the  elections  for  Board  of  Coun- 
cilors members,  the  delegates  approved 
incumbents  Tracy  D.  Gage,  MD,  Lubbock, 
district  3,  and  Donald  A.  Gloff,  MD, 
Clifton,  district  1 2.  Newly  elected  to  the 
board  were  Joe  L.  Sanders,  MD,  Del  Rio, 
district  5;  Truman  F.  Appel,  MD,  Corpus 
Christi,  district  6;  and  Robert  W.  Palmer, 
MD,  Marshall,  district  1 5. 

In  a move  that  was  said  to  be  unprece- 
dented in  the  house,  J.  Marvin  Smith  III, 
MD,  San  Antonio,  nominated  his  father, 
John  M.  Smith,  Jr,  MD,  San  Antonio,  for 
reelection  as  a delegate  to  the  American 
Medical  Association.  The  delegates  ap- 
proved Dr  Smith,  along  with  his  fellow 
incumbents,  Sam  A.  Nixon,  MD,  Houston; 
John  R.  Rainey,  Jr,  MD,  Austin;  L.  Rodney 
Rodgers,  MD,  Houston;  Val  F.  Borum,  MD, 
Fort  Worth;  Ted  H.  Forsythe,  MD,  Lub- 
bock; Dick  K.  Cason,  MD,  Hillsboro;  and 
Jack  T.  Chisolm,  MD,  Dallas.  Filling  two 
newly  created  openings  in  the  delegation 


D.  Clifford  Burross,  MD,  Wichita  Balls  (left)  TMA's 
immediate  past  president,  applatuis  his  successor 
fim  Boh  Brame.  MD,  Eldorado. 
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Physicians... 
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PRACTICE  OPPORTUNITIES 


The  Leading  Edge  of  Medical  Technology... 


THAT'S  HUMANA! 

As  we  strive  to  maintain  our  standards  of  excellence,  we 
seek  professionals  whose  standards  are  equal  to  or 
greater  than  those  of  our  own. 

Humana  Hospital-Baytown  is  just  another  example  of 
our  efforts  to  maintain  our  level  of  excellence. 


Anesthesiologists 

Current  and  past  experience  in  general  surgical  and  all 
forms  of  OB  anesthesia  is  requisite.  These  opportunities 
will  be  extensively  supplemented  by  the  hospital  for 
general  surgical,  OB,  and  other  general  health  areas. 

Pediatricians 


A 19Tbed,  JCAH  accredited  facility,  our  census  is  stable 
and  our  services  are  growing.  We’ve  recently  added  new 
OB  services  in  November  and  are  expanding  our 
surgical  program. 

We  are  looking  for  quality  physicians  who  are  resident 
trained  and  preferably  board  certified  or  eligible  for  the 
following  specialties: 


Our  newly  added  OB  Unit  has  no  Pediatricians  on 
campus  at  this  time  and  is  inclusive  of  an  all  RN  staffed 
Women’s  Unit  and  New  Born  Nursery. 

You  owe  it  to  yourself  to  find  out  more.  Send  your  C.V 

to  Sharon  Register,  Administrative  Assistant, 
Humana  Hospital-Baytown,  1700  James  Bowie 
Drive,  Baytown,  Texas  77520  or  call  (713)  420-6400. 


+lumana  Hospital  - Baytown 


No  need  for  dosage  calculations... 
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will  be  R.A.D.  Morton,  MD,  El  Paso,  and 
Hugh  Lamensdorf,  MD,  Fort  Worth. 

The  delegates  also  reelected  a slate  of 
incumbents  to  serve  as  alternate  dele- 
gates to  the  AMA;  Paul  J.  Cunningham, 
MD,  Galveston;  Ruth  M.  Bain,  MD,  Austin; 
Harold  R.  High,  MD,  Cuero;  William  F. 
Ross,  MD,  Dallas;  George  W.  Smith,  MD, 
Clarendon;  Albert  F.  Hendler,  MD,  Dallas; 
John  D.  Bonnet,  MD,  Temple;  David  Van- 
derpool,  MD,  Dallas;  D.  Clifford  Burross, 
MD,  Wichita  Falls;  F.  Warren  Tingley,  |r, 
MD,  Arlington;  and  Max  C.  Butler,  MD, 
Houston.  Filling  new  positions  will  be 
J.  Forrest  Fitch,  MD,  McAllen;  Bernard  W. 
Palmer,  MD,  San  Antonio;  and  Milton  W. 
Talbot,  Jr,  MD,  Austin. 

In  a separate  election,  the  Board  of 
Trustees  selected  William  Gordon 
McGee,  MD,  El  Paso,  to  serve  as  chair- 
man. Drue  O.D.  Ware,  MD,  Fort  Worth, 
will  serve  as  vice-chairman  and  Harold  R. 
High,  MD,  Cuero,  as  secretary. 

C.  Lincoln  Williston  receives 
Distinguished  Service  Award 


ciation’s  membership  was  less  than 
7,000.  Today,  it  exceeds  25,000.  In  that 
same  time  span,  the  association’s  income 
grew  from  $325,000  to  nearly  $8  million. 
In  addition  to  his  position  with  TMA,  Mr 
Williston  has  been  president  of  the  Texas 
Society  of  Association  Executives,  a 
member  of  the  board  of  directors  of  the 
American  Society  of  Association  Execu- 
tives, and  a recipient  of  TSAE’s  Distin- 
guished Service  Award  and  the  American 
Society  of  Association  Executives’  pres- 
tigious Key  Award.  He  also  is  involved  in 
numerous  civic  activities. 


Inhospital  CPR  is  topic 
of  award-winning  e^^ibit 

“Survival  Following  Inhospital  Cardio- 
pulmonary Resuscitation”  was  the  topic 
of  the  entty'  that  won  the  1986  Aescu- 
lapius Award  for  an  outstanding  exhibit 
by  a Texas  physician  or  physicians.  James 
H.  “Red”  Duke,  MD,  Houston,  announced 
the  award  during  Texas  Medical  Associa- 
tion’s annual  session  in  Dallas. 


Texas  Medical  Association’s  1985-  1986 
President  D.  Clifford  Burross,  MD,  pre- 
sented the  association’s  highest  honor, 
the  Distinguished  Service  Award,  to 
Executive  Director  C.  Lincoln  Williston 
during  ceremonies  in  conjunction  with 
the  annual  session. 

“Line  should  have  been  presented  this 
award  each  of  his  32  years  of  service,”  Dr 
Burross  told  the  audience  at  the  May  10 
general  luncheon  meeting  in  the  Fair- 
mont Hotel,  Dallas.  “However,  it  is  fitting 
that  it  was  saved  for  his  final  year  as  our 
executive  director  because,  with  the  ac- 
cumulation of  time,  we  can  better  ex- 
7 0 press  our  sentiments.”  Mr  Williston  has 

announced  that  he  will  retire  at  the  end 

of  1986. 

The  audience  recognized  Mr  Williston 
with  a standing  ovation.  In  accepting  the 
award,  he  expressed  his  gratitude  to  the 
TMA  membership  and  his  family,  many  of 
whom  were  present.  “Working  for  TMA 
has  been  a rich  and  rewarding  experi- 
ence,” Mr  Williston  said.  “Best  of  all,  1 
will  long  cherish  the  personal  friendships 
of  those  who  have  employed  me — the 
doctors  of  Texas.” 

Mr  Williston  became  TMA’s  executive 
director  in  1954.  At  that  time,  the  asso- 


C.  Lincoln  W illiston  prepares  to  address  the  general 
luncheon  meeting  after  receiving  the  Distinguished 
Service  Award  during  the  association 's  anniuil 
session. 


J.M.  Martt,  MD,  and  E.E.  Terry,  MD, 
Scott  and  White  Clinic,  Temple,  prepared 
the  award-winning  exhibit.  Drs  Martt  and 
Terry  are  associated  with  the  Division  of 
Cardiology,  Texas  A&M  School  of  Medi- 
cine, Department  of  Medicine.  Mission 
Pharmacal  Company,  San  Antonio,  spon- 
sors the  award,  which  carries  a $250 
cash  prize. 

Winners  in  two  other  award  categories 
also  are  associated  with  Scott  and  White 
Clinic.  R.S.  Beissner,  MD;  E.S.  Rappaport, 
MD;  and  J.A.  Diaz,  MD,  took  first  place  for 
an  exhibit  made  without  a grant  or  assis- 
tance. The  physicians  are  associated  with 
the  Department  of  Pathology,  Scott  and 
White,  Texas  A&M  University  College  of 
Medicine.  Their  exhibit  described  “A 
Fulminate  Case  of  Epstein-Barr  Viremia  in 
an  HTLV  111  Seropositive  Homosexual 
Male.” 

The  third  winning  team  from  Scott  and 
White  comprised  V.K.  Piziak,  Division  of 
Endrocinology;  J.A.  Schuchmann,  MD, 
Department  of  Physical  Medicine  and  Re- 
habilitation; and  P.D.  Bourland,  MD,  De- 
partment of  Radiology.  Their  exhibit  on 


David  Vanderpool,  MD,  Dallas,  is  TMA's  1986-1987 
president-elect 


“Postmenopausal  Osteoporosis — Freven 
tion,  Therapy,  Rehabilitation”  won  in  the 
category’  for  exhibits  made  with  a grant 
or  assistance  from  a universiry,  hospital, 
government  agency,  or  nonprotit 
organization. 

Tile  Texas  Department  of  Health  won 
first  place  in  the  category’  for  allied 
medical  exhibits  of  an  educational 
promotional  nature.  IDH's  Public  Health 
Promotion  Division,  Austin,  prepared 
exhibits  on  AIDS  and  indigent  health 
legislation. 

Fort^  -eiglit  scientific  exhibits  and  109 
technical  exhibits  were  on  display  in  the 
I Fairmont  Hotel  during  the  annual  ses 
j sion.  May  7—11,  1986. 

I 

1 Registrants  participate 
j in  sports  activities 

Avoiding  the  “all-work-and-no-play”  syn- 
drome, Texas  Medical  Association’s  an- 
nual session  planners  offered  golf,  tennis, 
and  jogging  opportunities  along  with  the 
, scientific  sessions. 

Dallas’  Bear  Creek  Golf  Club  was  the 
! setting  for  a golf  tournament  that  at 
tracted  22  players.  Capturing  trophies 
were  James  Savage,  MD,  Fort  Worth,  with 
the  low  gross  score  of  70,  and  Armando 
Lenis,  MD,  Temple,  with  the  low  net 
score  of  68.  Daniel  M.  Dansby,  MD, 

Dallas,  was  tournament  chairman 

Fifteen  competitors  gathered  at  the 
Samuel/Grand  Tennis  Center  for  the  an- 
nual tennis  tournament.  The  winners 
were;  Elizabeth  Morrow,  Dallas,  women’s 
open  singles;  Elizabeth  Morrow  and 
Linda  Hodge,  Dallas,  women’s  open 
doubles;  Deborali  Douglas,  MD,  and 
Cathy  Spadaccini,  MD,  both  of  San  An- 
tonio, runners  up;  Tom  Rogers,  MD,  Fort 
Worth,  men’s  open  singles;  Dr  Rogers  and 
John  Denman,  MD,  Dallas,  men’s  doubles; 
Bob  Mertz,  MD,  Corsicana,  senior  singles; 
and  Dr  Mertz  and  Robert  Lemay,  MD, 
Corsicana,  senior  doubles,  Philip  R 
Morrow,  MD,  Dallas,  was  tournament 
chairman. 

The  two-mile  fun  run  attracted  30  par- 
ticipants, who  braved  a thunderstorm  to 
jog  from  City  Hall  Plaza  and  around  the 
Reunion  Arena.  Although  the  run  is  non- 
competitive, chairman  R.  Reed  Click, 

MD,  Dallas,  reports  that  larry'  Blocher 
was  the  first  male  to  cross  the  finish  line. 


with  a time  of  13:01.  Gwen  Larose 
finished  first  among  the  women  partici- 
pants with  a time  of  15;00. 

TMA  recognizes  Dr  Mauldin, 
25,000th  member 

Ever^’  Texas  Medical  Association  member 
is  special,  but  James  E.  Mauldin,  Jr,  MD,  a 
Longview  obstetrician/gynecologist,  is 
extra  special.  He  is  the  association’s 
2‘),000th  member. 

Dr  Mauldin  says  he  joined  TMA  and 
Gregg  County  Medical  Society  for  several 
reasons,  “Not  only  from  the  standpoint  of 
wanting  to  be  part  of  the  organization 
that  represents  Texas  physicians,  but  also 
for  the  membership  benefits.”  He  already 
bas  taken  advantage  of  several  TMA  bene- 
fits, including  the  association’s  insurance 
and  car  rental  programs. 

Dr  Mauldin,  32,  is  a 1981  graduate  of 
Baylor  College  of  Medicine,  and  his 
postgraduate  training  was  in  Baylor’s 
affiliated  hospitals. 

TMA’s  membership  count  had  reached 
25,217  by  the  end  of  1985,  representing 
a 4%  growth  during  the  year.  The  asso- 
ciation’s membership  includes  80%  of 
the  licensed  physicians  in  the  state. 

TMA  offers  joint  sponsorship 
of  continuing  education 

Texas  Medical  Association’s  Committee 
on  Continuing  Education  invites  hospi- 
tals and  medical  organizations  to  take  ad- 
vantage of  its  joint  sponsorship  program, 
which  enables  nonaccredited  institutions 
to  offer  educational  courses  that  qualify 
for  credit  toward  the  Physician’s  Recog- 
nition Award  of  the  American  Medical  As- 
sociation. Many  authorities  and 
organizations  accept  the  award  as  fulfill- 
ment of  their  CME  requirements. 

The  committee  established  the  joint 
sponsorship  program  in  1984  to  facilitate 
access  to  high  quality  medical  education 
in  all  areas  of  the  state  and  to  encourage 
community  hospitals  to  develop  ongoing 
continuing  education  programs  and  even- 
tually become  independently  accredited. 

Througli  the  joint  sponsorship  pro- 
gram, Texas  Medical  Association,  which 
is  accredited  by  the  American  C^ouncil 
for  Continuing  Medical  Education,  cer- 


tifies the  educational  quality  of  a pro- 
gram. TMA  reviews  information  about 
the  proposed  program  design,  faculty, 
and  educational  objectives.  ITie  associa- 
tion also  helps  plan,  develop,  administer, 
and  evaluate  the  program. 

The  association  charges  a S50  applica- 
tion fee  for  up  to  six  hours  programming 
and  SI 00  for  more  than  six  hours.  Appli- 
cations for  joint  sponsorship  must  be 
submitted  60  days  in  advance  of  the  pro- 
gram date,  or  at  least  30  days  prior  to 
program  printing  date.  In  addition  to  its 
joint  sponsorship  activities,  TMA  ac- 
credits institutions  for  continuing  medi- 
cal education  throughout  the  state. 
Accredited  institutions  offer  program- 
ming independently.  For  further  infor- 
mation on  joint  sponsorship  and/or 
accreditation,  contact  Texas  Medical  As- 
sociation, Department  of  Education  and 
Research,  1801  N Lamar  Blvd,  Austin,  TX 
78701,  phone  (512)477—670-1. 

TMA  members  take  advantage 
of  magazine  discounts 

A growing  number  of  Texas  Medical  As- 
sociation members  are  taking  advantage 
of  tbe  association’s  discount  magazine 
subscription  program,  which  was  intro- 
duced in  February  1986. 

The  program  offers  approximately  200 
popular  magazines  at  savings  of  up  to 
50% . Participating  magazines  cover  a 
wide  range  of  interests,  from  American 
Artist  to  Children  's  Digest  and  US  News 
and  World  Report.  More  than  1 00  TMA 
members  have  ordered  357  titles,  and 
more  orders  are  arriving  daily,  accord- 
ing to  the  association’s  Membership 
Department. 

Subscription  Serv  ices,  Inc,  provides  the 
program.  Correspondence  should  be  ad- 
dressed to  TMA  Magazine  Program,  29 
Glen  Cove  Ave,  Glen  Cove,  N4’  1 1 542, 
phone  (516)676—4300. 


Memorial  Library  compiles 
bibliography  on  medical  history 

Texas  Medical  Association’s  Memorial  Li- 
brary has  compiled  a helpful  bibliogra- 
phy for  physicians  who  want  to  bone  up 
on  tbe  histoty  of  medicine  during  the 
state’s  Sesquicentennial  celebration. 
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The  bibliography  contains  25  titles, 
including  History’  of  the  Waco  Medical 
Association  with  Reminiscences  and  Ir- 
relevant Comments,  Aesculapius  on  the 
Colorado:  The  Story  of  Medical  Practice 
in  Travis  County  to  1899,  and  Scalpels 
and  Sabers:  Nineteenth  Century  Medi- 
cine in  Texas. 

The  library  staff  compiled  the  list  in 
response  to  frequent  requests  for  his- 
torical information  on  Texas  for  various 
publications  and  presentations.  The  com- 
plete list  is  available  from  the  Memorial 
Library,  1801  N Lamar  Blvd,  Austin,  TX 
7870 1 , phone  (512  >477-6704. 

On  a related  note,  the  library  will  bor- 
row two  traveling  exhibits  from  The  Uni- 
versity of  Texas  Health  Science  Center  at 
San  Antonio  Sesquicentennial  Committee 
for  display  in  the  fall.  “Lone  Star  Medi- 
cine: Medicine  in  Texas  Since  the  Re- 
public” will  be  on  display  in  September. 

A second  exhibit,  “Curanderismo:  A Folk 
Way  of  Healing,”  will  follow. 


HEAIJH  LINE 


CDC,  FDA,  manufacturers 
evaluate  Hib  vaccine 

Since  the  licensure  of  the  first  polysac 
charide  vaccine  against  Haemophilus  in 


Margie  H Peschel,  MD.  Fort  Wf>rth.  is  the 
association's  neit’  secretary’. 


fluenzae  b (Hib)  in  April  1985,  more 
than  3 million  US  children  have  been  im- 
munized against  the  disease.  The  vaccine, 
as  noted  in  Texas  Preventable  Disease 
News  ( vol  46,  no  20 ),  is  recommended 
for  all  children  at  the  age  of  24  months, 
and  as  early  as  18  months  for  children  at 
highest  risk  of  Hib  disease.  Currently 
three  manufacturers  ( Praxis,  Lederle,  and 
Connaught ) are  licensed  to  produce  the 
vaccine. 

The  Centers  for  Disease  Control 
(CDC),  the  LIS  Food  and  Drug  Admin- 
istration (FDA),  and  the  vaccine  manu- 
facturers continue  to  evaluate  the 
effectiveness  of  the  vaccine.  To  ensure  a 
more  complete  study,  practitioners  and 
health  departments  are  requested  to  re- 
port all  cases  of  Hib  disease  occurring 
after  vaccination.  Reports  of  1985,  as 
well  as  current  cases,  are  needed.  In  ad- 
dition to  information  on  Hib  cases,  the 
groups  request  information  on  serious 
adverse  events  that  occur  within  28  days 
of  receipt  of  the  vaccine. 

Reports  of  Hib  disease  occurring  after 
vaccination  can  be  made  directly  to  the 
manufacturers;  by  sending  Form  1639, 
“Adverse  Reaction  Report,”  to  the  FDA 
( the  form  is  available  by  calling  FDA  at 
(301  >443-4580 );  or  by  contacting  the 
Meningitis  and  Special  Pathogens  Branch, 
Division  of  Bacterial  Diseases,  Center  for 
Infectious  Diseases,  CDC,  Atlanta,  GA 
30333;  phone  ( 404)329-3687. 


Hetty  F Stephenson,  MD.  Houston,  will  serve  as 
TMA  's  treasurer  during  1986-  1989. 


Reports  of  adverse  events  occurring 
among  recipients  of  the  vaccine  pur- 
chased with  public  funds  should  be  re- 
ported to  the  appropriate  city  or  state 
health  department;  adverse  events  occur- 
ing  among  recipients  of  privately  pur- 
chased Hib  vaccine  should  be  reported 
directly  to  the  manufacturers  or  to 
the  FDA 


FDA  adds  21  drugs  to 
controlled  substances  list 

The  Drug  Enforcement  Administration 
issued  a final  rule  adding  21  benzo-  i 

diazepine  substances  to  Schedule  IV  of 
the  Federal  Controlled  Substances  Act. 
Twenty  of  the  benzodiazepine  substances 
were  not  listed  in  the  Texas  Controlled 
Substances  Act.  The  remaining  one,  nitra-  , 
zepam,  was  listed  in  Schedule  I of  the  ; 
Texas  act. 

Pursuant  to  Section  2.09(e),  Sub-  ; 
chapter  2,  Article  4476- 1 5,  Vernon’s  i 
Texas  Civil  Statutes  and  at  least  30  days 
having  expired  since  the  referenced  ac- 
tion was  taken  by  the  Federal  Drug  En- 
forcement Administration  and  published  ' 
in  the  Federal  Register,  Commissioner 
Robert  Bernstein  of  the  Texas  Depart- 
ment of  Health  issued  an  order  to  in- 
clude the  benzodiazepine  substances. 
Paragraph  (b)  of  Section  2.06,  Sub- 
chapter 2,  Article  4476—  1 5,  Vernon’s 
Texas  Civil  Statues,  was  changed  to  in- 
clude the  following  benzodiazepine  sub- 
stance drugs:  bromazepam,  camazepam, 
clobazam,  clotiazepam,  cloxazolam,  de- 
lorazepam,  estazolam,  ethyl  loflazepate, 
fludiazepam,  flunitrazepam,  haloyazolam, 
ketazolam,  loprazolam,  lormetazepam, 
medazepam,  nimetazepam,  nordiazepam, 
oxazolam,  pimazepam,  and  tetrazopam. 

Leukemia  society  offers  grants 
for  clinical  research 

TThe  Leukemia  Society  of  American  is  ac- 
cepting applications  for  1987  grants  to 
encourage  research  at  both  the  basic  sci- 
ence and  clinical  levels  in  the  fields  of 
leukemia  and  related  diseases. 

The  society  offers  three  awards:  ( 1 ) 
five-year  scholar  grants  for  a total  of 
$200,000  to  researchers  who  have  dem- 
onstrated over  a period  of  not  less  than 
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five  years  their  abilities  to  conduct  origi- 
nal investigations  in  the  specified  fields; 

( 2 ) three-year  special  fellow  grants  for  a 
total  of  $87,000  for  those  investigators  in 
the  intermediate  stages  of  career  devel- 
opment; (3)  three-year  fellow  grants  for 
a total  of  $70,500  for  promising  inves- 
tigators with  no  or  minimal  prior  experi- 
ence assisting  and  training  with  scientists 
and  physicians  in  the  related  fields.  In  all 
categories,  candidates  should  hold  a PhD, 
MD,  or  equivalent  degree  but  not  have 
attained  tenured  status  at  the  time  the 
grant  is  to  become  effective. 

Deadline  for  filing  applications  is  Sept 
2,  1986.  Only  one  application  in  each 
grant  category  from  any  one  faculty 
sponsor  may  be  submitted.  Proposals  will 
be  evaluated  by  the  society’s  grant  re 
view  subcommittee  in  Januar\’  1987  and 
March  1987  with  funding  to  begin  July  1, 
1987. 

For  application  forms  and  additional 
information  write  to  the  Research  Grant 
Coordinator,  The  Leukemia  Society  of 
America,  733  Third  Ave,  New  York,  NY 
10017. 


SOCIOECONOMICS 


Dr  Rogers  looks  forward 
to  medicine’s  golden  age 

Amid  laments  that  the  best  days  of  the 
medical  profession  have  passed,  Ameri 
can  Medical  Association  President  Har- 
rison Rogers,  MD,  insists  that,  “The 
golden  age  of  medicine  is  out  there  in 
the  future”  The  key  to  achieving  the 
golden  age.  Dr  Rogers  adds,  is  unity, 
which  will  enable  physicians  to  deal  with 
the  changes  in  health  care  delivery  and 
resolve  issues. 

Dr  Rogers  discussed  “Future  Direc- 
tions of  Health  Care”  during  the  House  of 
Delegates  luncheon,  Thursday,  May  8,  in 
the  Sheraton  Dallas  Hotel,  in  conjunction 
with  Texas  Medical  Association’s  annual 
session.  Blue  Cross-Blue  Shield  of  Texas 
hosted  the  gathering. 

In  his  remarks.  Dr  Rogers  defined  the 
changes  and  issues  related  to  the  practice 
of  medicine  today.  He  noted  that  physi 
cians  have  changed  tor  the  better  and 


there  is  a better  quality'  of  residents. 
There  are  more  female  physicians  and 
more  younger  physicians,  he  added.  He 
said  that  as  health  care  consumers,  such 
as  large  companies,  shop  for  low  cost 
care,  “It’s  our  responsibility  to  be  sure 
that  health  care  is  the  best.”  He  observed 
that  medical  schools,  hospitals,  the  size 
of  the  health  care  delivery  system,  and 
the  quality  of  health  care  also  are  chang- 
ing. C^hange  is  “evolutionary  and  revolu- 
tionary,” he  said. 

Turning  to  the  issues  that  face  medi- 
cine, Dr  Rogers  said,  “( Malpractice ) is  a 
crisis  for  today,  and  will  be  for  the  future 
if  you  and  1 are  not  able  to  make  some 
significant  changes.  ” He  also  discussed 
the  “corporatization  of  medicine,”  the  in- 
creasing pressure  on  physicians  to  adopt 
a business  ethic  that  emphasizes  “the  bot 
tom  line.”  Other  issues  Dr  Rogers  consid- 
ered were  the  oversupply  of  physicians, 
geographic  variation  in  levels  of  care, 
increased  influence  from  hospitals  on 
the  direction  of  health  care,  the  govern- 
ment’s “quick  fix  ” approach  to  containing 
costs,  and  physician  reimbursement. 

In  closing.  Dr  Rogers  advised  his  lis 
teners  to  “ remain  steadfast  as  the  pa- 
tient’s advocate  ” He  reminded  them.  “ It 
is  critical  that  you  and  I maintain  our 
professional  ethic,  and  not  succumb  to 
the  business  ethic.”  Finally,  he  urged 
them  to  contribute  time  to  their  local 
communities. 


Family,  religion  deter 
drug  abuse,  expert  says 

Family  relationships  and  religious  values 
are  the  most  powerful  deterrents  to  drug 
abuse,  an  expert  told  physicians  and 
guests  attending  a general  meeting 
luncheon  held  in  conjunction  with  Texas 
Medical  Association’s  annual  session  in 
Dallas. 

Robert  L.  DuPont,  MD,  Rockville,  Md, 
addressed  the  audience  in  the  Inter- 
national Ballroom  of  the  Fairmont  Hotel, 
Dallas,  Saturday,  May  10.  Dr  DuPont  is 
president  of  the  Center  for  Behavioral 
Medicine  in  Rockville.  He  is  a former  di- 
rector of  the  National  Institute  of  Drug 
Abuse  and  is  the  author  of  the  book.  Get- 
ting Tough  on  Gateway  Drugs:  A Guide 
for  the  Family  His  topic  for  the 
luncheon  meeting  was  “Drug  Abuse, 


Doctors,  and  Fun;  Rediscovering 
Aesculapius’  Second  Daughter.” 

Dr  DuPont  told  the  audience  that 
drugs  artificially  pri)duce  pleasure  that 
is  found  naturally  in  eating,  exercise, 
achievement,  and  human  relationships. 
He  added,  ‘ They  produce  the  feeling 
without  the  purpose.”  While  drugs  prom- 
ise good  feelings,  “We  need  our  negative 
feelings,  ” he  said. 

He  suggested  that  the  solution  to  the 
problem  of  drug  abuse  has  three  ele- 
ments. First,  the  public  must  emphasize 
the  importance  of  the  family  and  commu- 
nity values.  Second,  there  must  be  a 
change  in  the  abuser’s  “time  horizon,”  so 
that  he  or  she  considers  the  long  term 
effects  of  drugs,  not  just  the  pleasure  of 
the  moment.  Third,  families  must  instill 
religious  values,  which  are  an  “intergral 
and  fundamental  part  of  recovery.” 

Dr  DuPont  identified  four  battle- 
grounds where  the  war  against  drugs  will 
be  fought:  in  families;  on  the  highways; 
in  schools;  and  in  the  workplace.  One  of 
the  most  important  questions  to  be  ad- 
dressed in  the  immediate  future  is,  “Does 
an  employer  have  the  right  to  establish 
that  when  you  come  to  work  you  are 
drug  free?” 

Drug  abuse  is  not  a personal  issue.  Dr 
DuPont  said.  The  public  must  reject  the 
argument  that  it  is  “some  kind  of  civil 


“Whatever  1 have  left  after  I pay  malpractice 
insurance  I pay  out  in  alimony  . . 
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In  ten  years  vour  malpractice 
carrier  may  be  just  a memcfry 


Unless  it’s  Medical  Protective. 

As  you  consider  professional  liability  insurance, 
consider  this.  The  coverages  stated  in  the  policy  are 
basically  a promise  — a promise  to  be  here  when 
needed  regardless  of  legal  climate  or  economic 
conditions.  A company’s  ability  to  keep  this  promise 
is  critical  because  your  financial  security  may 
depend  on  it.  Unfortunately,  too  many  firms  are  now 
finding  the  task  impossible. 

Analyze  your  liability  insurance  options  carefully 
just  as  you  would  any  important  investment.  Go 
beyond  the  agent  and  the  policy  to  the  company  that 


stands  behind  both.  How  long  has  it  been  in  opera- 
tion? Has  it  weathered  some  of  the  tough  times?  Will 
it  be  there  for  you  when  you  need  help? 

The  Medical  Protective  Company  pioneered  profes- 
sional liability  coverage  before  the  turn  of  the 
century  and  has  served  doctors  exclusively  ever 
since.  Over  500,000  of  them.  Through  good  times 
and  bad.  We’ll  be  here  when  you  need  us. 

Contact  The  Medical  Protective  Company  through 
one  of  our  general  agents.  History  shows  we  keep 
our  promises. 


'Ci  f M M u)  ^ e 9i,c»  c */_&i  c!:tV/C‘e>;V\^rr 
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right.”  Physicians,  he  said,  routinely 
should  perform  urine  tests  and  inform 
the  families  of  young  people  using  drugs. 
They  also  should  help  patients  take  ad- 
vantage of  treatment  programs  and  be 
vigilant  about  prescribing  drugs.  “We 
must  in  fact  be  our  brothers’  keepers,”  he 
concluded. 


TMA  issues  loans 
to  81  medical  students 

Texas  Medical  Association’s  Board  of 
Trustees  approved  loans  in  the  amount  of 
S82,530  to  81  medical  students  during 
the  first  quarter  of  1 986. 

Twenty-six  of  the  allocations  were  to 
students  at  The  University  of  Texas 
Health  Science  Center  at  San  Antonio. 
Another  22  recipients  are  students  at  The 
University  of  Texas  Medical  Branch,  Gal- 
veston; 14,  UT  Southwestern  Medical 
School,  Dallas;  1 3,  Baylor  College  of 
Medicine;  4,  The  University  of  Texas 
Health  Science  Center  at  Houston;  and  2, 
Texas  Tech  University  Health  Science 
Center,  Lubbock. 

Most  of  81,488,000  in  outstanding 
loans  are  drawn  from  the  Dr  S.E. 
Thompson  Scholarship  Fund,  which  has 
81,038,000  outstanding.  The  Dr  May 
Owen  Trust  has  8297,000  outstanding; 
TMA  Auxiliary  Student  Loan  Fund, 
877,000;  Valley  Family  Physicians  Student 
Loan  Fund,  856,000;  and  George  Plunkett 
Red  Fund,  820,000.  The  funds  have  a bal- 
ance of  8282,600  available  for  loans. 


CAPITAL  COMMENTS 


Dr  Tingley  addresses 

House  Subcommittee  on  Health 

The  Medicare  program’s  demands  for 
cost  containment  conflict  with  the  physi- 
cian’s duty  to  be  the  patient’s  health  care 
advocate,  according  to  F.  Warren  Tingley, 
MD,  Arlington.  Dr  Tingley  aired  his  views 
during  a meeting  of  the  House  Ways  and 
Means  Subcommittee  on  Health  in  Wash- 
ington, DC.  He  spoke  in  his  capacity  as 
president-elect  of  the  American  Society' 
of  Internal  Medicine  (ASIM ). 


Dr  Tingley  appeared  in  support  of  the 
1986  Medicare  Quality  Protection  Act. 
The  bill  proposes  to  enhance  the  quality 
of  care  provided  to  hospitalized  patients, 
provide  better  care  upon  discharge  from 
hospitals  and  enable  better  peer  review 
of  patients’  care,  thereby  ensuring  that 
health  care  providers  meet  their  legal 
and  professional  responsibilities. 

"1  am  aware  of  instances  where  pa- 
tients have  not  met  the  PRO  ( Peer  Re- 
view Organization ) criteria  for  continued 
hospital  care,”  Dr  Tingley  told  the  sub- 
committee. “However,  because  these  pa- 
tients were  not  well  enough  to  take  care 
of  themselves  and  did  not  have  nece.ssary 
nursing  care  available,  it  was  not  medi- 
cally advisable  to  discharge  them.  The  di 
lemma  is  that  the  physician  can  either 
release  the  patient  against  his  or  her  best 
medical  judgement  or  advise  the  patient 
to  remain  in  the  hospital,  knowing  that 
the  patient  may  not  have  the  money  to 
pay  for  continued  hospital  care  if  it  is 
denied  by  the  PRO — care  that  can  cost 
up  to  8800  a day.” 

Dr  Tingley  served  as  Texas  Medical 
Association’s  treasurer  during  1979  — 
1986,  and  he  is  an  alternate  delegate  to 
the  American  Medical  Association. 


Congress  considers  Reagan’s 
Product  Liability  Reform  Act 

At  press  time.  Congress  was  considering 
the  Reagan  Administration’s  draft  of  the 
Product  Liability  Reform  Act,  which 
would  require  that  liability  be  based 
strictly  on  fault.  The  proposed  law  also 
would  limit  noneconomic  damages  to  no 
more  than  81()0,()()(),  restrict  attorney 
fees,  and  make  it  more  difficult  to  win 
lawsuits  against  businesses. 

The  Product  Liability'  Reform  Act  fol- 
lows the  President’s  endorsement  of  a 
report  from  the  Tort  Policy  Working 
Group,  comprising  representatives  of  ten 
government  agencies  and  the  White 
House.  The  Attorney  General  appointed 
the  group  members  in  October  1985, 
and  President  Reagan  received  their  re 
port  March  17,  1986, 

The  report  documents  a dramatic 
change  in  the  la,st  two  years  in  the  avail- 
ability', affordability,  and  adequacy  of  lia 
bility  insurance,  noting  premium 
increases  of  several  hundred  percent. 


The  group  rejected  a government  in- 
surance program,  and  suggested  eight  re- 
forms in  tort  law; 

— Return  to  a fault-based  standard  for 
liability'. 

— Base  causation  findings  on  credible 
scientific  and  medical  evidence  and 
opinions. 

— Eliminate  joint  and  several  liability 
in  cases  where  defendants  have  not  acted 
in  concert. 

— Limit  noneconomic  damages  ( such 
as  pain  and  suffering,  mental  anguish,  or 
punitive  damages ) to  a fair  and  reason- 
able maximum  dollar  amount. 

— Allow  periodic  ( instead  of  lump- 
sum ) payments  of  damages  for  future 
medical  care  or  lost  income. 

— Reduce  awards  in  cases  where  a 
plaintiff  can  be  compensated  by  certain 
collateral  sources  to  prevent  a windfall 
double  recovery'. 

— Limit  attorneys’  contingency  fees  to 
reasonable  amounts  on  a ‘sliding  scale.” 

— Use  alternative  dispute  resolution 


Eclivard  N Brandt.  Jr.  MD.  PhD.  chancellor  of  the 
University  of  Maryland  at  Baltimore  discusses 
"Indigent  Care — A Continuing  Problem"  during  the 
Symposium  on  Access  to  Health  Care,  presented 
during  the  annual  session  in  Dallas. 
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mechanisms  to  resolve  cases  out  of 
court. 

The  group  also  singled  out  the  insur- 
ance industry’s  business  practices  as  a 
major  contributor  to  the  crisis.  The  in- 
dustry has  suffered  significant  underwrit- 
ing losses  during  the  past  two  years  ($21 
billion  in  1984  and  $25  billion  in  1985), 
the  report  states.  An  executive  summary' 
notes,  “These  underwriting  losses  appear 
to  be  largely  a result  of  coverage  written 
in  the  late  1970s  and  early  1980s,  which 
may  have  been  underpriced  due  to  the 
industry’s  desire  to  obtain  premium  in- 
come to  invest  at  the  then  prevailing 
high  interest  rates.”  The  report  suggests 
that  the  federal  government  should  not 
intervene  in  the  industry  as  it  recovers 
from  its  losses. 


NEWSMAKERS 


ANTONIO  M.  GOTTO,  MD,  chairman  of 
the  department  of  medicine  at  Baylor 
College  of  Medicine  and  chief  of  the  in- 
ternal medicine  service  at  Methodist 
Hospital,  was  chosen  the  International 
Executive  of  the  Year  by  the  Kiwanis 
Club  of  Houston  and  the  Houston  Eco- 
nomic Development  Council.  Dr  Gotto  is 
internationally  recognized  for  his  re- 
search on  lipoproteins  and  their  effect  on 
the  development  of  atherosclerosis.  He  is 
the  immediate  past  president  of  the 
American  Heart  Association. 


JOHN  VANATTA,  MD,  professor  of  phys- 
iology at  The  University  of  Texas  Health 
Science  Center  at  Dallas,  is  the  recipient 
of  the  1986  University  of  Texas  South- 
western Medical  School’s  Outstanding 
Teacher  Award,  which  is  presented  by 
the  Alumni  Association  and  Faculty  Sen- 
ate. Dr  Vanatta’s  association  with  the 
medical  school  began  in  1947  when  he 
was  a fellow  in  pharmacology  and  phys- 
iology. Since  that  time,  he  has  taught  40 
different  classes  of  Southwestern  Medical 
School  students. 

ROBERT  BERNSTEIN,  MD,  Commis- 
sioner of  Health,  has  won  the  James  E. 
Heavy  Memorial  Award,  the  most  pres- 
tigious award  given  by  the  Texas  Public 
Health  Association.  Dr  Bernstein  has 
served  as  commissioner  of  health  since 
January  1980.  He  joined  the  Texas  De- 
partment of  Health  in  March  1978  as 
chief  of  the  Bureau  of  Long  Term  Care, 
and  was  appointed  deputy  commissioner 
for  special  health  services  in  December 
1978  and  acting  commissioner  of  health 
the  following  year.  The  Heavy  award  is 
presented  annually  to  a public  health 
worker  in  Texas  who  has  made  significant 
and  outstanding  contributions  in  the  ad- 
vancement of  public  health  or  has  dem 
onstrated  a genuine  concern  for  the 
health  needs  of  society. 

CHEVES  SMYTHE,  MD,  professor  of  inter- 
nal medicine  at  The  University  of  Texas 
Medical  School  at  Houston,  has  been  se- 
lected by  the  trustees  of  The  John  A. 
Hartford  Foundation  as  a Hartford  Geri- 


atric Faculty  Development  Award  Scholar 
for  the  1986— 1987  training  year.  Dr 
Smythe  is  conducting  his  training  at  the 
University  of  California,  Los  Angeles 
School  of  Medicine. 

F.  DAVID  PRENTICE,  MD,  Houston,  was 
elected  president  of  the  Texas  Chapter  of 
the  American  College  of  Emergency 
Physicians. 

BOB  SHULL,  MD,  director  of  the  division 
of  gynecology  at  Scott  and  White  Clinic 
and  professor  of  obstetrics  and  gyne- 
cology at  the  Texas  A&M  University  Col- 
lege of  Medicine,  was  elected  president 
of  the  Texas  Association  of  Obstetricians 
and  Gynecologists  for  1986-1987. 

WILLIS  1.  COTTEL,  MD,  Dallas,  has  been 
elected  president  of  the  American  Col- 
lege of  Chemosurgery.  Dr  Cottel,  a der- 
matologist, is  on  the  associate  attending 
staff  of  Baylor  University  Medical  Center. 

NEWTON  E.  DUDNEY,  MD,  Webster,  has 
been  appointed  by  Gov  Mark  White  to 
serve  on  the  Texas  State  Board  of  Medi- 
cal Examiners,  replacing  the  late  SOL 
FORMAN,  MD,  of  Galveston.  Dr  Dudney’s 
term  will  continue  through  April  1989. 


NOTICE:  To  AH  Physicians 


W. 


'e  are  developing  a 
blood  screening  test  for 

Malignant  Hyperthermia 


Individuals  who  may  be 
susceptible  to  this  condi- 
tion are  needed  tocomplete 
assay  development. 


Please  Contact:  jr 

Dr.  Dean  S.  Skelley  ^ 

J^CLAS 

MCLAS  Technologies  Inc 
18585  Sigma  Road 
San  Antonio.  TX  78258 
512/491-0757  Outside  Texas  1-800-527-3196 
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Human  papillomavirus 
and  cervical  disease  in 
a Mexican-American 
community 


Human  papillomavirus  (HPV)  infection  has  re- 
ently  been  implicated  in  a variety  of  lesions  of 
the  uterine  cervix,  including  cenncal  carcinoma 
To  determine  whether  this  phenomenon  occurs  in 
a high-risk  Mexican-American  population,  and  to 
compare  the  role  of  HPV  in  cervical  disorders  a 
generation  ago,  a sample  of  cervical  biopsies  from 
the  early  1960s  and  one  from  the  early  1980s  were 
reviewed  We  obtained  data  for  the  study  from  in- 
patient records  and  histological  samples  at  a 
Laredo,  Tex,  hospital  HPV  was  present  in  more 
than  half  of  all  specimens,  benign  as  well  as  ma 
lignant,  and  the  prevalence  of  infection  was  com- 
parable in  both  time  periods.  There  was  a 14-year 
reduction  in  the  mean  age  of  cases  over  this  pe- 
riod These  samples  show  that  the  marked  role  of 
HPV  in  cervical  diseases  is  not  a recent  one,  retro 
spectively  confirming  results  from  contemporary 
series  of  patients  and  Pap -screening  services. 


Evidence  has  recently  accumulated  to  show 
that  human  papillomavirus  (HPV)  strains  are 
directly  involved  in  a range  of  diseases  of  the 
cervix,  ranging  from  clinical  papillomata  and  sub- 
clinical  condylomata  to  cervical  intraepithelial  neo- 
plasia (CIN)  and  invasive  carcinoma  of  the  cervix 
(1-6).  Perhaps  most  important  has  been  the  docu- 
mentation of  the  role  of  HPV  in  cervical  dysplasias, 
now  recognized  often  to  have  evolved  in  a setting 
of  condylomatous  atypia  (4,7,8).  The  cytologic  and 
histologic  features  of  HPV-positive  lesions  as  seen 
by  light  microscopic  examination  of  histological  or 
cy  tological  specimens  are  so  distinctive  as  to  be 
pathognomonic  (6—10).  These  morphologic 
changes  have  been  corroborated  in  some  detail  by 
immunologic  (11,12)  and  molecular  genetic  viro- 
logical  methods  ( 1 3),  as  well  as  various  cytogenetic 
patterns  including  DNA  abnormalities  (4,14,15), 
which  have  shown  that  certain  subtypes  of  HPV 
seem  to  be  more  closely  associated  with  the  trans- 
formation to  cancer,  while  other  subtypes  appear  to 
be  associated  with  conventional  condylomata  that 
do  not  progress  to  neoplasia  (14,16—18). 

It  has  been  the  impression  of  those  surveying  the 
frequency  of  HPV-positive  lesions  in  Pap-screening 
populations  that  there  has  been  a recent  increase, 
or  even  an  epidemic,  of  those  lesions  in  young 
women  and  that  this  may  presage  a continuing 
increase  in  the  frequency  of  cervical  carcinoma 
(2,16,19,20).  It  is  therefore  of  interest  to  look  retro- 
spectively at  the  pattern  of  HPV-positive  lesions  in  a 
high-risk  population  to  see  what  the  past  pattern 
was  like  and  to  evaluate  the  changes  that  have 
occurred. 

The  purpose  of  this  paper  is  to  present  results 
from  a small  survey  of  the  involvement  of  HPV  in 


cervical  disorders  in  the  Mexican-American  popula- 
tion of  Laredo,  Tex,  over  a 25-year  period.  This 
population  is  like  other  Latin  American  populations 
in  having  elevated  rates  of  cervical  cancer. 

Methods  and  materials 

For  several  years,  one  of  us  ( KM  W ) has  been  collect- 
ing data  relevant  to  cancer  risks  from  the  Mexican- 
American  city  of  Laredo,  Tex,  located  on  the  Rio 
Grande  River  border  with  Mexico  (21,22 ).  This  city, 
now  of  about  90,000  inhabitants,  is  surrounded  by  a 
radius  of  more  than  100  miles  in  which  there  is  no 
other  sizable  US  population  or  medical  facility.  As  a 
result,  most  cases  of  serious  disease  in  this  popula- 
tion have  been  treated  at  Laredo’s  Mercy  Hospital. 
Data  from  the  hospital  can  be  taken  as  represen 
tative  of  the  whole  population. 

Mercy  Hospital  has  maintained  all  of  its  inpatient 
records  since  1950,  from  which  discharge  diagnoses 
can  be  ascertained.  In  addition,  the  pathology  de- 
partment has  maintained  all  histological  samples 
(slides  and  tissue  blocks)  taken  from  surgical  pa- 
tients since  1955.  Using  these  materials,  it  is  pos- 
sible to  sample  uterine  cervical  tissue  obtained  from 
biopsies,  conization  procedures,  or  hysterectomy 
specimens  from  a generation  past  to  look  for  evi- 
dence of  HPV  involvement. 

We  selected  14  sets  of  histology  and  cytology 
slides  of  cervical  tissue  from  which  diagnoses  of  a 
variety  of  cervical  diseases  had  been  made  from 
1961  to  1964.  These  represent  all  cases  seen  during 
the  sample  period.  A set  of  similar  size,  matched 
roughly  by  diagnostic  category,  was  subsequently 
ascertained  from  1982  to  1983  and  included  all  cer- 
vical cancer  cases  seen  in  the  two-year  period. 

These  materials  were  independently  reviewed  in 
Houston  by  two  of  us  (RLK,  NS)  and  scored  both 
for  HPV  involvement  and  to  confirm  the  original 
diagnosis.  Criteria  for  HPV  involvement  follow 
those  given  by  Reid  (10),  particularly  the  presence 
of  condylomatous  atypia  characterized  by  the  pres 
ence  of  cytologic  abnormalities  such  as  koilocytes, 
metaplastic  parabasal  cells,  and  dyskeratocytes  to- 
gether with  histologic  features  of  flat,  spiked,  and 
papillary  condylomatous  lesions  as  previously  de- 
scribed ( 1,2,9  )• 

In  all  cases,  the  original  hospital  diagnosis  was 
confirmed. 

Results 

The  results  of  these  samples  are  given  in  Fig  1 
There  were  a total  of  four  benign  cervical  lesions 
and  ten  invasive  cervical  carcinoma  cases  from  the 
1960s  in  the  sample,  and  12  benign  cervical  lesions 
and  four  invasive  carcinoma  cases  from  1982  to 
1983.  In  these  data  the  benign  conditions  included 
uterine  prolapse,  leukoplakia,  and  squamous  meta- 
plasias in  patients  who  were  admitted  to  hospital  for 
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hysterectomy  (hence  not  primarily  for  relief  of  a 
cervical  disorder).  No  case  was  treated  for  clinical 
condylomata  per  se;  that  is,  all  were  admitted  for 
other  abnormalities. 

Figs  2 and  3 show  samples  of  the  tissues  from  the 
1960s.  In  these  figures  the  pathognomonic  features 
of  HPV  infection  can  be  seen.  Examples  of  materials 
from  1980  are  not  given  since  they  do  not  differ 
from  those  shown  in  any  relevant  way. 

An  association  with  HPV  is  clearly  demonstrated 
in  the  majority  of  cases  during  this  20-year  period. 
Fig  4 provides  a brief  statistical  comparison  of  the 
data  from  the  two  periods.  There  is  little  evidence 
of  any  difference,  and  even  though  the  sample  sizes 
are  small,  the  confidence  intervals,  computed  by  the 
exact  method  (23),  show  that  the  prevalence  of 
HPV  in  these  disorders,  benign  as  well  as  invasive,  is 
quite  high.  As  only  light  microscopy  was  used  in 
this  study,  HPV  DNA  incorporated  into  the  genomes 
of  cancer  patients,  or  otherwise  present  but  not 
cytologically  visible,  could  not  be  found.  ITius, 
these  are  underestimates  of  the  true  prevalence 
of  HPV. 


/ Description  of findings 


Diagnosed  Condition 

Age 

HPV? 

1961-1964 

Benign  disorders 

.■<0 

No 

39 

Yes 

SO 

\'es 

62 

Yes 

Invasive  cancer  and  carinoma  in  situ 

.30 

Yes 

3S 

No 

39 

No 

43 

Yes 

S3 

No 

S6 

No 

S9 

Yes 

62 

Yes 

77 

Yes 

78 

No 

1982-198,^ 

Benign  disorders 

18 

Yes 

21 

Yes 

23 

Yes 

30 

No 

31 

Yes 

31 

Yes' 

37 

Yes 

48 

Yes 

S4 

No 

S8 

Yes 

S9 

Yes 

63 

No 

Invasive  cancer  and  carcinoma  in  situ 

44 

No 

48 

Yes' 

S4 

Yes' 

72 

Yes 

• Borderline  cases  where  HPV  involvement  seemed  likely  but  in 
which  the  available  sections  were  not  sufficiently  clear  to  be 
certain. 


Conclusions 

These  data  show  some  evidence  for  a decreasing 
age  trend  in  those  affected  by  HPV.  However,  this  is 
still  about  ten  years  greater  than  found  in  some  re- 
cent Pap-screening  series  (2,16,19,20),  though  not 
in  all  (5 ).  It  is  possible,  even  likely,  that  the  I960  to 
1980  difference  of  about  14  years  in  mean  age  is  at 
least  partially  due  to  increased  availability  of  Pap 
testing  in  Laredo  in  the  more  recent  period.  While 
whole-population  screening  is  not  routinely  done  in 
Laredo,  the  frequency  of  testing  is  greater  now  than 
20  years  ago  and  would  be  likely  to  detect  prob- 
lems at  earlier  ages. 

The  data  show  clear  evidence  that  neoplastic  le- 
sions are  associated  with  HPV  infection  even  though 
the  sections  used  in  this  study  were  taken  by  a prac- 
ticing clinical  service  for  diagnostic  reasons  and  do 
not  represent  a complete  sample  of  the  tissue  as 
would  be  taken  in  tissue  screened  for  research  pur- 
poses. Even  under  these  restricted  conditions,  mor- 
phological changes  diagnostic  of  HPV-infected 
epithelium  were  detectable  adjacent  to  six  (or  if 
borderline  cases  are  counted,  nine)  of  14  invasive 
cervical  carcinomas. 

Many  of  the  patients  in  this  series  were  seen  for 
conditions  for  which  they  underwent  hysterectomy. 
TThis  may  somewhat  shift  the  ages  towards  older 
values.  Hence  it  is  difficult  to  judge  whether  there 
has  been  a change  toward  younger  cases  as  ob- 
served elsewhere  in  population  Pap-screening  data 
( eg,  2 ).  The  evidence  is  comparable  between  can- 
cer and  noncancerous  disease. 

While  there  are  some  very  young  cancer  patients 
in  these  data,  there  is  no  difference  between  young 
and  old  relative  to  HPV  involvement.  The  distri- 
bution of  cervical  cancer  mortality  in  this  popula- 
tion over  the  past  several  decades  is  summarized  in 
Pig  5,  which  gives  age-specific  death  rates  over  time; 
this  figure  shows  an  increasing  trend  up  to  about 
I960  with  a decrease  thereafter,  found  basically  at 
all  ages.  The  figure  also  gives  values  for  the  stan- 
dardized mortality  ratio,  the  number  of  deaths 
observed  in  Laredo  relative  to  what  would  be  ex- 
pected if  the  US  average  rates  applied  in  that  popu- 
lation. As  can  be  seen,  Laredo  has  had  elevated  risk 
of  cervical  cancer  for  four  decades,  though  the  dif- 
ference has  been  diminishing  and  may  have  disap- 
peared ( the  1 980  data  represent  small  samples 
because  they  do  not  include  a full  decade  of  deaths, 
whereas  rates  for  other  years  are  computed  as  the 
average  annual  number  of  cases  in  a decade  sur- 
rounding the  censal  year).  Whether  the  data  in  Fig  5 
reflect  differences  in  exposure  patterns  to  HPV  or 
other  risk  factors,  or  improvements  in  treatment 
and  early  detection  via  Pap  tests,  cannot  be  said 
from  these  data  alone. 

In  several  specimens,  there  was  HPV  infection  ad- 
jacent to  invasive  carcinoma.  By  itself  this  is  only 


Texas  Medicine 


2.  HPV  imx>lvetnent  in 
cen’ical  neoplasia  in 
Laredo,  1964.  Benign 
squamous  metaplasia 
with  chronic  cenncitis 
Low  power  ( X65)  view 
shows  incidental  flat 
condylomatous  lesions 
with  koilocytes 
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S HPV  infection  in 
association  with 
cervical  epidermoid 
carcinoma  in  Laredo, 
1964.  Condylomatous 
atypia  characterized 
by  basal  cell 
hyperplasia  and 
accentuation  of  rete 
pegs  ( left)  with 
koilocytotic  atypia 
( right)  adjacent  to  a 
carcinomatous  area 
(not  shown)  (XfO). 
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4.  Statistical  summary  of  data 


Sample 

Size 

HPV+ 

Mean 

Age 

Proportion 

Affected 

Confidence 
Interval  (95%  ) 

1961-1964 

Benign 

4 

3 

50.33 

0.75 

0 19-0.99 

Invasive 

10 

5 

54.20 

0.50 

O.19-0.81 

Total 

14 

8 

52.75 

0.57 

0.29-082 

1982-1983 

Benign 

12 

8(9) 

36.88 

0.67(0.75) 

0.35-0.90 

Invasive 

4 

1(3) 

72.00 

0.25(0.75) 

0.01-0.81 

Total 

16 

9(12) 

40.78 

0.64(0.75) 

0.30-0.80 

Notes:  Mean  age  is  for  HPV+  cases.  Confidence  interval  is  the  Fisher  exact  interval  (23 ). 
Figures  in  parentheses  include  borderline  cases.  If  1982- 1983  borderline  cases  are  included, 
mean  ages  become  36.23,  38.00,  and  41.67 


5.  Age-specific  cervical  cancer  death  rates  ( per  100,000)  and  standard  mortality  ratios  in 
Laredo,  Texas,  1940-1980. 


Age 

1940 

1950 

1960 

1970 

1980 

15-24 

0.0 

1 90 

0.0 

0.0 

1.42 

25-34 

0.0 

7.37 

4.66 

9.34 

1.92 

35-44 

0.0 

5.38 

16.17 

9.73 

8.30 

45-54 

24.20 

38.27 

27.95 

20  91 

9.02 

55-64 

14.84 

27.44 

47.33 

27.68 

15.63 

65-74 

14.27 

34.84 

32.45 

28.10 

19.09 

754- 

29  41 

0.0 

89.74 

8.24 

2266 

•SMR 

0.48 

1.12 

1.92 

1.49 

1.17 

Note:  Data  are  from  US  censuses  and  Laredo  death  records  (21,22).  Deaths  for  each  period  arc 
computed  as  average  of  decade  surrounding  census  year  (except  1975-1982 ). 

*SMR  is  the  ratio  of  observed  number  of  deaths  divided  by  number  expected  for  population  of 
Laredo’s  age  distribution  if  subject  to  US  rates. 


circumstantial  evidence  for  the  evolution  of  HPV- 
infected  epithelium  to  the  development  of  neoplasia; 
this  evolution  has  been  observed  in  some  studies 
(eg,  4,24).  However,  it  has  recently  clearly  been 
shown  that  certain  subtypes  of  HPV  viral  genomes 
are  incorporated  into  the  cervical  nuclear  genome 
in  cervical  carcinoma,  which  may  nearly  prove  a 
causal  role  for  the  virus  in  cell  transformation  once 
it  has  been  so  incorporated  (25). 

To  our  knowledge,  our  study  is  the  first  to  dem-  t 
onstrate  the  association  of  HPV  with  cervical  dis-  I 
ease  (including  cancer)  a generation  ago,  especially  | 
in  a high-risk  Latin  American  population.  A recent 
study  in  Alabama  showed  that  HPV  has  been  present 
in  CIN  for  a decade,  with  about  50%  prevalence  in 
CIN  cases  and  a small  though  statistically  insignifi- 
cant downward  shift  in  age  (26).  An  association  has 
also  now  been  found  in  another  US  (27)  and  a 
French  (24)  retrospective  study.  Even  if  there  has 
been  a recent  increase  in  HPV-associated  cervical 
dysplasia  among  young  women  in  some  places,  the 
role  of  HPV  in  cervical  disease  is  not  a new  one. 

Nor  need  one  invoke  the  occurrence  of  a new 
major  risk  factor  for  that  disease,  as,  for  example,  by 
a recently  mutated  virus. 

It  is  certain  that  attempts  will  be  made,  and  ulti- 
mately will  be  successful,  to  develop  vaccines  at  I 
least  to  the  more  dangerous  strains  of  HPV.  It  is 
not  yet  clear,  however,  to  whom  these  should  be  | 
offered,  at  what  age,  or  how  much  of  cervical  dis-  : 
ease,  both  benign  as  well  as  invasive,  can  thereby  be  j 
prevented.  Yet,  because  cervical  cancer  is  such  an 
important  problem  in  Latin  America  (28-30)  and  ' 
elsewhere  in  the  third  world  (29,30),  as  well  as 
being  on  the  rise  in  the  industrial  nations  (29),  I 
it  will  be  useful  to  develop  an  understanding  of  ' 
its  epidemiology.  It  is  clear  that  this  is  not  a new 
problem. 
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The  current  litigation  explosion  means  that  Texas 
physicians  must  cope  in  a volatile  liability  arena. 
Never  before  have  reliable  insurance  services  been  so 
important  nor  selection  of  your  insurance  carrier 

more  meaningful. 

INTEGRITY  . . . the  most  critical  ingredient  in 
choosing  appropriate  protection.  It  means  your  insur- 
ance  policy  is  hacked  by  a genuine  intent  to  keep  the 

odds  in  your  favor. 

TMLT  has  set  a standard  of  medical  liability  proteC' 
tion.  Our  very  concept  of  insurance  means  integrity. 
Call  us.  The  Texas  Medical  Liability  Trust - 
exclusively  for  Texas  physicians. 
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The  automation  of 
leeches 


Bloodletting  has  been  used  by  almost  all  cultures 
for  centuries.  Apheresis  has  been  defined  as  the  use 
of  a procedure  to  separate  components  of  blood 
followed  by  removal  of  one  or  more  of  these  com- 
ponents. This  procedure  can  he  used  either  thera- 
peutically to  remove  cells  that  are  thought  to  he 
harmful  or  as  a means  of  obtaining  plasma  or 
other  blood  components  from  a healthy  donor. 
This  article  provides  an  overview  of  the  historical 
aspects  of  bloodletting  and  a brief  revieu>  of  the 
modem  devices  now  used  for  apheresis. 


Bloodletting,  the  removal  of  blood  from  the 
body,  has  been  practiced  in  some  form  by 
almost  all  societies  and  cultures.  At  various 
times,  bloodletting  was  considered  part  of  the  medi- 
cal treatment  for  nearly  every  ailment  known  to 
man.  It  still  retains  important  therapeutic  value  to- 
day ( 1 ).  “Apheresis”  is  derived  from  the  Greek  lan- 
guage and  refers  to  “removal.”  Unlike  the  past  when 
the  skin  was  punctured  and  blood  was  allowed  to 
flow  freely,  therapeutic  pheresis  with  automated 
equipment  allows  for  the  selective  reduction  or  ex- 
change of  virtually  any  of  the  formed  elements  of 
blood.  Red  blood  cells,  plasma,  platelets,  and  leuko 
cytes  can  all  be  removed  selectively  for  the  manage- 
ment of  numerous  acute  disease  processes,  or  the 
procedure  can  be  utilized  on  a long-term  basis  for 
the  treatment  of  certain  chronic  diseases  ( 2 ). 

Little  is  known  of  the  origins  of  bloodletting  as  a 
therapeutic  procedure.  It  has  been  suggested  that 
the  practice  arose  in  primitive  folk  medicine  from 
conceptions  of  the  beneficial  influences  of  periodic 
blood  loss  in  menstruation  ( 1 ).  Spontaneous  forms 
of  bleeding,  including  a nosebleed  and  those  in- 
stances produced  by  a blow  to  the  body,  perhaps 
inspired  the  earliest  human  bloodletters. 

The  first  records  concerning  bloodletting  were 
found  in  the  Hippocratic  collection  ( 5th  century 
BC)  in  the  form  of  scattered  references,  which  gave 
the  impression  that  the  procedure  had  long  since 
become  standard  practice.  Hippocrates  recom- 
mended venesection  as  a therapeutic  and  pro- 
phylactic measure.  Although  venesection  was  used 
in  the  treatment  of  a large  variety  of  maladies,  Hip- 
pocrates used  it  primarily  for  the  acute  diseases.  He 
stated  “bleed  in  the  acute  infections”  and  “in  hypo- 
chondria . . . strong  pains  of  the  liver,  heaviness  of 
the  spleen,  and  other  phlegmasiae  and  intense  pain 
above  the  diaphragm,  diseases  connected  with  col- 
lections of  humors,  . . . venesection  holds  the  first 
place  in  conducting  the  treatment”  ( 3 ). 

The  humoral  theory,  upon  which  explanations  of 
health  and  disease  were  based,  had  its  inception  in 
ancient  Greek  thought  and  lasted  until  the  18th 
century.  This  theory  proposed  that  when  the  hu- 


mors— blood,  phlegm,  and  yellow  and  black  bile — 
were  in  balance  within  the  body,  good  health  ensued. 
Conversely,  when  one  or  more  of  these  humors  was 
in  excess  or  in  a less  than  adequate  supply,  disease 
resulted. 

Plethora,  an  overabundance  of  body  humors 
which  characterized  fevers  and  inflammations,  was 
treated  by  encouraging  evacuation.  This  could  be 
done  with  drugs  that  purged  or  brought  on  vomit- 
ing, by  starvation,  or  by  letting  blood.  Galen  sug- 
gested that  instead  of  starvation,  which  required 
some  time  and  much  discomfort  to  the  patient, 
venesection  should  be  substituted  to  remove  the 
blood  directly  ( 1 ). 

With  the  invention  of  the  printing  press,  so-called 
bloodletting  calendars  and  purgation  calendars 
made  up  a large  portion  of  the  literature  of  the  1 5th 
and  I6th  centuries.  The  first  medical  publication  to 
be  set  in  type  was  the  Purgation  Calendar  of  1457, 
printed  by  Gutenberg  using  the  same  type  as  used 
in  his  36-line  Bible  (4). 

The  1 5th  century  was  the  great  age  of  common 
public  baths.  Bloodletting  became  so  popular  among 
the  masses  that  it  was  done  in  these  baths.  The 
bathkeeper  usually  was  a barber-surgeon  and  blood- 
letter.  Toward  the  beginning  of  the  I6th  century  the 
baths  were  frequented  by  both  sexes.  Contempo- 
rary art  of  the  time  pictured  nude  men  and  women 
huddled  together  in  a huge  common  bath-vat,  some 
playing  musical  instruments,  some  reading  books, 
some  drinking  wine,  while  streams  of  blood  poured 
out  of  the  veins  of  some  patrons  who  were  testing 
the  bathkeeper’s  skill  as  a venesector  ( 4 ). 

Bloodletting  was  universally  popular  during  the 
I6th  and  17th  centuries.  Scarification  without  cup- 
ping was  popular  in  Egypt  during  this  time  (Fig  1 ). 
To  obtain  sufficient  blood,  20  to  40  gashes  were 
made  in  the  legs  while  the  patient  stood  in  a basin 
of  warm  water.  ( From  Pro.sper  Alpinus,  Medicina 
Aegvptorum,  Leyden,  1719.) 

A woodcut  illustration  from  Brussels  dated  1639 
from  a bot)k  by  Bossche  entitled  llistorica  Medica 
shows  a woman  seated  at  a table  applying  a leech  to 
her  forearm  ( Fig  2 ).  Other  leeches  are  in  a large  jar 
on  the  table. 

From  a book  entitled  Exercitationes  Practicae 
Circa,  Medendi  Methodum  by  F.  Dekkers  ( 1694),  an 
engraving  shows  the  back  view  of  a male  figure  in 
1 7th  century  dress  standing  at  a balcony  with  two 
bells  for  dry-cupping  attached  to  his  buttocks  ( Fig  3 ). 

In  a book  by  Wafer  entitled  A New  Voyage  and 
Description  of  the  Isthmus  of  America  ( 1699 ),  an 
engraved  plate  shows  a female  Indian,  sitting  on  the 
bank  of  a stream,  being  bled  with  a bow  and  arrow 
by  a male  Indian  ( Fig  4 ). 

During  the  1 8th  century  in  the  American  colo- 
nies, the  Anglo-Saxon  practitioners  were  firm  believ- 
ers in  bloodletting.  General  George  Washington 
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/ Scarification 
without  cupping  in 
Egypt  in  the  I6th 
century.  To  obtain 
sufficient  blood  20  to 
40  gashes  were  made 
in  the  legs  and  the 
patient  teas  made  to 
stand  in  a basin  of 
warm  water  ( from 
Prosper  Alpinus 
Mcdicina  Acgyptorum, 
Leyden,  HIO).  Photo 
courtesy  of  the 
National  Library  of 
Medicine,  negative 
73-9. 


2.  Woman  using 
leeches  I'^th  century 
(from  Guillaume  van 
den  Bossche,  Historica 
Medica,  Brussels 
1639)  Photo  courtesy 
of  the  National  Library 
of  Medicine,  photo 
73-311 


( 1732-  1799)  probably  lost  his  life  as  a result  of 
bloodletting.  He  was  bled  four  times  in  two  days 
after  he  had  contracted  a severe  inflammation  of  his 
throat.  Washington’s  physician,  Dr  Craik,  admitted 
that  the  removal  of  too  much  blood  might  have 
been  the  cause  of  death  ( 1 ). 

The  first  half  of  the  19th  century  was  a time  of 
extensive  bloodletting,  while  at  the  same  time,  the 
general  decline  of  the  practice  began.  A lithograph 
published  in  1814  in  London  shows  three  women 
gathering  leeches  by  a stream  (Fig  5).  Many  sur- 
geons believed  that  “life  depends  on  external  irrita- 
tion, disease  upon  local  irritation  of  some  particular 
organ  or  viscus.”  They  believed  there  was  no  heal- 
ing power  in  “nature”  and  that  it  was  necessary  to 
abort  disease  by  drastic  measures  (4). 

The  theoretical  basis  for  the  therapeutic  use  of 
bloodletting  during  this  time  was  the  artificial  or 
“counter-irritation”  principle  of  treating  disease. 
This  system  was  the  hallmark  of  1 9th  century  regu- 
lar orthodox  physicians.  According  to  the  artificial 
method,  the  “cure”  was  effected  by  the  use  of  drugs, 
medicine,  and  remedies  which  gave  rise  to  symp- 
toms different  from  those  of  the  primary  disease 
being  treated.  In  effect,  a “counter-irritation”  or 
artificial  secondary  disease  was  generated  by  the 
remedy  in  order  to  relieve  or  replace  the  primary 
one  (5). 

Frequently,  a patient  was  treated  with  a regimen 
designed  to  weaken  the  patient  by  depriving  him  of 
his  proper  food  and  by  placing  leeches  all  over  his 
body.  Even  in  cases  of  extreme  debility,  at  least  five 
to  eight  leeches  were  prescribed,  while  30  to  50 
applied  together  constituted  a usual  treatment. 
Leeches  became  so  scarce  in  France  that  in  1833 
some  41.5  million  were  imported.  Only  ten  years 
before,  3 million  had  been  sufficient  to  satisfy  all 
demands  (4).  In  the  United  States  as  late  as  1833 
(5),  approximately  250,000  leeches  were  used  an- 
nually. Ornate  leech  jars  were  extremely  popular 
during  the  19th  century  (Fig  6).  The  situation  in 
England  and  Germany  was  similar,  and  the  leading 
English  medical  journal  of  the  day,  founded  in  1823, 
The  Lancet,  strongly  promoted  phlebotomizing  as  a 
form  of  healing.  The  Lancet  derived  its  name  from  a 
“lancet,”  the  most  common  medical  instrument 
used  for  bloodletting  ( 1 ). 

Numerous  devices  have  been  employed  to  re- 
move blood  from  the  body.  These  devices  are  illus- 
trated in  Bloodletting  Instruments  in  the  National 
Museum  of  History  and  Technology  by  A.  Davis  and 
T.  Appel.  The  devices  fell  into  two  major  categories: 
those  instruments  used  for  general  bloodletting, 
that  is,  the  opening  of  an  artery  or,  more  commonly, 
a vein,  and  those  instruments  used  in  local  blood- 
letting. Many  of  the  instruments  used  in  the  first 
category  included  lancets,  spring  lancets,  fleams, 
and  phlebotomes.  In  the  second  category  were 
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those  instruments  associated  with  leeching  and  cup- 
ping. In  the  methods  employing  local  bloodletting, 
only  the  capillaries  were  severed,  and  the  blood  was 
drawn  from  the  body  by  some  means  of  suction, 
either  by  a leech  or  a glass  vessel.  Instruments  in 
this  category  included  scarificators,  cupping  glasses, 
cupping  devices,  and  many  artificial  leeches  in- 
vented to  replace  the  living  leech  ( 1 ). 

By  the  20th  century,  the  lancet  was  replaced  by 
safer  devices.  In  1905,  Stern  designed  an  aspirating 
syringe  7 cm  in  length  with  a 4 cm  silver  cannula. 
Attached  to  the  handle  was  a thumb  rest  and  a tube 
for  removing  or  adding  fluids  and  a perforator 
within  the  cannula  ( 1 ). 

The  introduction  of  a new  method  of  precision  in 
medicine — medical  statistics — led  to  the  decline  in 
popularity  of  bloodletting.  A Discourse  Upon  Self- 
Limited  Diseases  by  Dr  Jacob  Bigelow  in  1854 
probably  had  more  influence  than  any  other  work 
upon  ending  the  practice  of  bloodletting.  After 
this  publication,  numerous  well-known  surgeons 
and  physiologists  ridiculed  the  practice  of  vene- 
section. However,  bloodletting  still  held  its  own  in 
England  until  well  after  the  middle  of  the  century 
when,  under  the  influence  of  Sir  William  Jenner  and 
Sir  William  Gull,  it  was  largely  discarded  about 
1860  (4). 

During  the  latter  half  of  the  19th  century,  how- 
ever, venesection  still  was  considered  the  primary 
remedy  for  pneumonia  and  pleurisy.  It  was  thought 
to  improve  congestive  heart  failure,  and  articles  ad- 
vocating bloodletting  continued  to  appear  into  the 
1920s  and  1930s  ( 1 ).  The  use  of  leeches  by  some 
Americans  continues  into  the  present  day.  As  re- 
cently as  1969,  a leech  dealer  reported  that  about 
65,000  to  70,000  live  leeches  are  sold  per  year 
in  the  United  States.  Presumably,  many  of  these 
leeches  are  used  for  biological  investigation,  but 
perhaps  many  are  still  in  use  for  their  possible 
therapeutic  effect  (5). 

Apheresis 

Apheresis,  or  selective  cell  collection,  evolved  from 
Edwin  J.  Cohn’s  adaptation  of  the  principle  of  the 
19th  century  cream  separator  centrifuge  to  the  sepa- 
ration and  storage  of  human  blood  components  ( 6 ). 

Initially,  early  instruments  were  designed  to  col- 
lect leukocytes  from  normal  blood  donors  for  re- 
search. Almost  immediately  the  therapeutic  value  of 
removing  leukocytes  from  patients  with  chronic 
myelogenous  leukemia  (CML)  was  recognized  (7). 
Modifications  of  the  original  centrifuges  have  al- 
lowed selective  removal  of  plasma,  erythrocytes, 
granulocytes,  lymphocytes,  and  platelets. 

The  introduction  of  the  NCI/IBM  Blood  Cell  Sepa- 
rator made  possible  the  processing  of  plasma  and 
white  cells  by  uninterrupted  whole  blood  flow 
through  the  centrifugal  apparatus.  The  instrument 


Dry  cupping  for 
sciatica  (from  Frederik 
Dekkers,  Exercitationes 
Practicac  Circa 
Mcdendi  Mcthodum, 
Leyden,  1694).  Photo 
courtesy  of  the 
National  Library  of 
Medicine,  photo 
73-216. 
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Leeches 


4.  Indian  method  of 
bloodletting,  using 
bow  and  arrow.  I^th 
century  ( from  Lionel 
Wepfer,  A New  Voyage 
and  Description  of  the 
Isthmus  of  America, 
London,  1699)  Photo 
courtesy'  of  the 
National  Library  of 
Medicine,  negative 
72-318. 


was  first  shown  publicly  in  October  1965.  The  ini- 
tial emphasis  on  white  blood  cell  removal  later 
shifted  to  plasma  removal,  which  became  popular 
after  the  introduction  of  the  disposable  separation 
chamber. 

In  1971,  Haemonetics  introduced  the  Model  10 
pheresis  system  which  operated  on  the  basis  of  cen- 
trifugation. A photograph  of  the  company’s  current 
model  V50  is  shown  in  Fig  7. 

IBM  introduced  the  model  2997  Blood  Cell  Sepa- 
rator in  1978.  It  incorporated  the  basic  ideas  of 
continuous  flow  centrifugation,  selective  separation 
by  means  of  collection  ports  and  concentric  chan- 
nels, and  a rotating  seal. 

In  1979  Fenwall  Laboratories  marketed  their 
CS-3000  Blood  Cell  Separator.  This  machine  repre- 
sented the  third  generation  of  blood  cell  separators 
and  was  developed  by  combining  more  automation, 
in  the  form  of  a microprocessor,  to  control  machine 
operation. 


Ten  companies  had  developed  membrane  plasma 
separators  as  of  April  1982.  The  available  plasma 
separators  can  separate  cell -free  plasma  at  a level  of 
over  30  miymin  at  a blood  flow  of  100  mL/min 
when  the  hematocrit  ranges  from  30%  to  40% 
without  hemolysis.  A membrane  plasma  filter  does 
not  require  expensive  hardware  to  be  operable.  A 
standard  blood  pump,  as  is  usually  used  for  hemo- 
dialysis, is  adequate.  Due  to  its  simplicity  and  ease 
of  operation,  membrane  plasma  separation  is  gain- 
ing in  popularity  (8). 

The  future  direction  of  therapeutic  apheresis  ap- 
pears to  be  in  the  development  of  techniques  to 
remove  specific  components  from  plasma;  perhaps 
one  day  even  specific  leukemic  cells  can  be  re- 
moved. We  may  see  inexpensive,  easily  accessible 
filters  that  separate  T and  B lymphocytes  as  well  as 
subpopulations  of  lymphocytes  such  as  T-helper  and 
T-suppressor  cells. 

The  possibilities  for  therapeutic  apheresis  are 
limitless  as  long  as  the  research  and  the  desire  for 
new  knowledge  continue.  Our  earliest  ancestors 
believed  that  bloodletting  was  the  cure  for  most 
maladies;  perhaps  in  the  future  we  will  find  that 
apheresis  will  be  the  answer  to  many  of  our  medical 
dilemmas. 
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Injuries  that  occur  to  the  ear  during  sports  activi- 
ties can  be  categorized  as  blunt  trauma,  pene- 
trating trauma,  barotrauma,  or  noise  trauma. 
Without  appropriate  ear  protection,  the  outer, 
middle,  and  inner  ears  can  be  injured  either  alone 
or  in  combination.  The  best  surgical  or  medical 
management  of  these  cases  can  be  achieved  only  if 
the  physician  has  an  accurate  knowledge  of  the 
regional  anatomy  and  mechanisms  of  injury.  The 
diagnosis  and  management  of  common  sports  in- 
juries such  as  barotitis  media,  tympanic  mem- 
brane perforation,  swimmer’s  ear,  and  auricular 
hematoma  are  discussed.  Severe  otologic  injuries 
such  as  temporal  bone  fracture  and  auricular 
avulsion  are  fortunately  very  rare  in  sports  and 
are  not  discussed  here. 


The  anatomical  location  of  the  human  ear 

makes  it  especially  vulnerable  to  injury  dur- 
ing certain  types  of  sports  activities.  Quickly 
turning  the  face  away  and  exposing  the  side  of  the 
head  is  a natural  reflex  when  suddenly  confronted 
with  possible  trauma  to  the  face.  The  mechanisms 
of  injury  to  the  ear  during  sports  activities  can  be 
divided  into  categories;  blunt  trauma,  penetrating 
trauma,  barotrauma,  and  noise  trauma.  Common  in- 
juries to  various  parts  of  the  ear  include  diffuse 
external  otitis  (swimmer’s  ear),  auricular  hema- 
toma, hemotympanum,  and  tympanic  membrane 
perforation. 

Water  sports  and  contact  sports  have  the  highest 
incidence  of  ear  injury.  Athletes  participating  in 
swimming,  diving,  and  water  skiing  are  voilnerable 
to  diffuse  external  otitis  (DEO).  In  addition,  water 
skiers  have  a high  incidence  of  tympanic  membrane 
perforation,  and  scuba  divers  are  apt  to  have  hemo- 
tympanum as  a result  of  barotrauma.  Among  contact 
sports,  amateur  wrestling  is  by  far  the  most  com- 
mon sport  in  which  athletes  sustain  auricular 
hematomas.  The  injury  occurs  most  often  during 
the  “take-down”  ( 1 ).  Hematomas  are  also  common 
among  boxers,  but  with  good  protective  head  gear 
the  injury  can  nearly  be  eliminated.  A significant 
number  of  hematomas  and  other  otologic  injuries 
are  seen  in  contact  sports  such  as  soccer  and  rugby. 
Unfortunately,  head  gear  is  not  commonly  worn  in 
these  sports.  More  severe  injuries  such  as  temporal 
bone  fractures  and  auricular  avulsions  can  also  oc- 
cur, but  they  are  very  rare  in  sports  and  are  beyond 
the  scope  of  this  article. 

A brief  review  of  anatomy  of  this  complicated 
organ  will  enhance  an  understanding  of  the  mecha- 
nisms of  injury  and  the  logic  of  treatment. 

Anatomy 

The  outer  ear  consists  of  the  external  auditory  canal 


and  auricle  (Fig  1 ).  The  skin  of  the  auricle  is  very 
adherent  to  the  underlying  perichondrium.  The 
latter  provides  the  auricular  cartilage  with  a major 
part  of  its  blood  supply.  The  outer  half  of  the  exter- 
nal ear  canal  is  cartilaginous,  while  the  inner  half  is 
bony.  Skin  over  the  cartilaginous  part  is  four  to  five 
times  thicker  than  over  the  bony  canal  and  contains 
hair  follicles,  as  well  as  apocrine  and  sebaceous 
glands.  These  glands  contribute  to  cerumen  forma- 
tion. The  thin  skin  over  the  bony  ear  canal  is  at- 
tached to  underlying  periosteum  and  is  easily  torn 
by  minimal  trauma. 

The  middle  ear  consists  of  the  tympanic  mem- 
brane and  ossicles  (Fig  1 ).  The  largest  area  of  the 
tympanic  membrane  (pars  tensa)  is  only  a few  cell 
layers  thick.  From  lateral  to  medial  the  tympanic 
membrane,  malleus,  incus,  and  stapes  conduct 
sound  and  amplify  it  by  both  hydraulic  and  me- 
chanical leverage  mechanisms.  The  footplate  of  the 
stapes  bone  covers  the  oval  window  of  the  cochlea. 

The  inner  ear  is  made  up  of  the  cochlea  and  semi- 
circular canals  (Fig  1 ).  It  receives  sound  vibrations 
from  the  stapes  footplate  and  converts  this  mechani- 
cal energy  to  electrical  signals  that  are  sent  to  the 
brain.  Fortunately,  this  part  of  the  ear  is  rarely  dam- 
aged in  sports  activities. 

Swimmer’s  ear 

Though  diffuse  external  otitis  (DEO)  is  an  infection 
rather  than  a traumatic  injury,  trauma  of  the  ear 
canal  is  often  a contributing  factor.  In  addition  to 
afflicting  athletes  participating  in  water  sports,  it  is 
also  frequently  seen  in  the  general  population  of 
tropical  and  subtropical  areas  during  the  summer 
months.  Known  as  swimmer’s  ear,  hot-weather  ear, 
and  other  names,  DEO  is  usually  not  a serious  ill- 
ness, but  it  is  painful  and  does  keep  an  athlete  out  of 
the  water  for  several  days.  Contributing  factors  to 
the  development  of  this  infection  are  listed  in  Fig  2. 
Elevated  humidity,  high  temperature,  prolonged  or 
repeated  exposure  to  moisture,  local  trauma,  and 
contamination  of  the  ear  canal  are  the  most  com- 
monly associated  variables. 

The  predominant  symptom  is  pain,  but  this  may 
be  preceded  by  itching  that  causes  the  patient  to 
scratch  the  ear  canal  and  thereby  enhance  pro- 
gression of  an  infection.  Significant  swelling  of  the 
canal  results  in  hearing  loss  and  a feeling  of  fullness. 
Examination  usually  reveals  a red,  swollen  external 
auditory  canal  that  is  macerated.  Along  with  desqua- 
mated epithelium  and  other  debris,  a green  pur- 
ulent exudate  may  be  present.  The  auricle  is  tender 
when  manipulated,  and  the  patient  may  have  pain 
upon  opening  the  mouth.  In  moderate  to  severe 
cases,  postauricular  and  high  cervical  nodes  are 
swollen  and  tender.  This  can  sometimes  mimic 
acute  mastoiditis. 

Pseudomonas  aeruginosa,  a gram-negative 
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bacillus,  is  the  most  common  bacterial  cause  of 
DEO,  but  other  pathogenic  bacteria  include  Proteus 
mirabilis,  staphylococci,  and  streptococci.  Re- 
peated exposure  to  contaminated  water  results  in 
the  removal  of  a protective  lipid  film  from  the 
ear  canal  skin  and  allows  bacteria  to  colonize  the 
canal  (2). 

Removing  pus,  debris,  and  cerumen  is  the  initial 
and  most  important  step  for  treating  DEO.  In  the 
preinflammatory  stage  of  the  disease  (itching),  this 
may  be  all  that  is  necessary.  Cleaning  the  canal  can 
be  accomplished  using  cotton-tip  applicators  under 
direct  vision  with  good  illumination.  Irrigation  of 
the  canal  can  also  be  done  using  a low-pressure  jet 
stream  of  saline  or  an  acidifying  solution,  such  as 
aluminum  sulfate-calcium  acetate  ( Domeboro ). 
Treatment  of  the  acute  inflammatory  stage  of  DEO 
requires  topical  antibiotic  drops  instilled  four  times 
per  day.  Otic  drops  composed  of  polymyxin,  neo- 
mycin, and  hydrocortisone  are  generally  used  as  the 
first  choice  of  treatment.  The  steroid  component 
will  decrease  inflammation  and  thereby  relieve  pain. 
If  canal  edema  keeps  the  drops  from  entering  the 
canal,  an  otic  wick  should  be  inserted.  Systemic 
antibiotics  are  usually  unnecessary,  but  are  recom- 
mended in  severe  cases  when  periauricular  lympha- 
denitis is  present.  Patients  with  DEO  require  follow- 
up within  24  hours  and  should  be  told  to  avoid  high 
humidity  and  high  temperatures. 

Nothing  will  completely  prevent  DEO,  but  vari- 
ous prophylactic  measures  can  be  recommended  to 
athletes.  Ethyl  alcohol  ( 70%  ) drops  instilled  after 
swimming  are  helpful  for  drying  the  canal.  For  the 
frequent  ear  scratcher,  topical  ointments  and  creams 
are  useful  for  prophylaxis  and  should  be  applied 
before  and  after  swimming.  Excessively  dry  ear  ca- 
nal skin  causes  itching,  and  many  of  these  patients 
have  inadequate  cerumen.  Boric  acid  in  lanolin  is 
helpful  for  this  by  providing  some  obstruction  to 
the  entry  of  water,  as  well  as  an  acidic  pH.  Prefab- 
ricated earplugs  are  of  limited  usefulness  for  pro- 
tecting the  ear  canal  from  water  during  swimming. 
However,  wax-impregnated  earplugs  that  conform 
to  the  shape  of  an  individual’s  outer  ear  and  custom- 
made  earmolds  by  audiologists  do  offer  good  pro- 
tection (2). 

Barotrauma 

Among  athletes,  barotrauma  to  the  middle  ear,  also 
called  barotitis  media,  occurs  almost  exclusively  in 
scuba  divers,  sky  divers,  and  fliers.  Sudden  changes 
in  pressure  that  cannot  be  equalized  in  the  middle 
ear  result  in  barotrauma.  Rapid  descent  causes  a 
relative  negative  pressure  in  the  middle  ear  that  is 
normally  equalized  by  eustachian  tube  opening.  If 
this  does  not  occur,  the  tympanic  membrane  re- 
tracts inward  and  small  blood  vessels  in  the  middle 
ear  and  tympanic  membrane  rupture.  Conditions 


such  as  allergy,  nasopharyngitis,  and  viral  upper  res- 
piratory tract  infections  cause  edema  of  the  eu- 
stachian tube  and  can  be  contributing  factors  ( 3 ). 

The  patient’s  main  complaint  will  be  moderate  to 
severe  ear  pain,  even  when  he  has  returned  to  the 
surface  or  is  back  on  the  ground.  Hearing  loss  is 
usually  present  and  there  may  be  an  associated 
headache.  Examination  most  often  reveals  retracted 
tympanic  membranes  and  hemotympanum.  An 
audiogram  should  be  done  and  will  usually  show  a 
conductive  hearing  loss. 

Treatment  for  barotitis  media  consists  of  a mild 
analgesic  and  watchful  waiting.  Vasoconstricting 
nasal  sprays  and  systemic  decongestants  may  en- 
hance eustachian  tube  opening.  A Politzer’s  bag  can 
also  be  used  to  force  positive  pressure  into  the 
nasopharynx,  which  will  sometimes  open  the  eu- 
stachian tubes.  Antibiotics  are  not  necessary  unless 
acute  suppurative  otitis  media  develops.  Blood  in 
the  middle  ear  cleft  will  slowly  resorb  over  several 
weeks.  Some  old  blood  will  pass  down  the  eu- 
stachian tube  during  this  period,  and  the  patient 
may  notice  a bad  taste.  Flying  and  diving  are  ill- 
advised  until  the  middle  ear  returns  to  normal  and 
the  eustachian  tube  is  functioning.  This  can  be 
documented  by  a tympanogram. 

Though  less  common  than  barotitis  media,  baro- 
trauma of  the  inner  ear  also  occurs  and  has  often 
been  attributed  to  oval  and  round  window  ruptures 
(4).  Sensorineural  hearing  loss,  vertigo,  or  both  are 
usually  present  with  these  injuries,  and  patients 
should  be  placed  on  strict  bed  rest  with  head  eleva- 
tion and  avoidance  of  anything  that  increases  cere- 
brospinal fluid  pressure.  Generally,  if  symptoms  do 
not  improve  or  resolve  with  48  hours,  exploratory 


/.  Anatomy  of  the  ear. 
The  outer  ear  is 
composed  of  the 
auricle  and  external 
canal  The  middle  ear 
is  composed  of  the 
tympanic  membrane 
and  ossicles.  The  inner 
ear  is  composed  of  the 
cochlea  and 
semicircular  canals 
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tympanotomy  for  repair  of  a labyrinthine  fistula  is 
indicated.  This  type  of  inner  ear  injury  is  different 
from  transient  vertigo  and  nystagmus  experienced 
by  divers  and  due  to  unequal  entry  of  cold  water 
into  the  external  auditory  canals  or  asymmetric 
middle  ear  equilibration  (5).  Inner  ear  injury  is  also 
frequently  seen  in  decompression  sickness,  and  it 
can  be  the  major  manifestation  of  this  illness. 

Noise  trauma 

Noise  trauma  is  a more  common  cause  than  baro- 
trauma for  injury  to  the  inner  ear  during  sports  ac- 
tivities. Shotgun,  rifle,  and  pistol  shooters  are  at  high 
risk  for  noise  trauma  that  results  in  sensorineural 
hearing  loss  and  tinnitus.  These  injuries  are  usually 
slowly  progressive,  but  tinnitus  may  begin  suddenly. 
After  an  outing,  most  hunters,  trap  and  skeet  shoot- 
ers, and  other  firearms  users  experience  a tempo- 
rary threshold  shift  in  hearing.  This  temporary 
hearing  loss  resolves  within  a few  days,  but  after 
years  of  shooting,  the  nerve  conduction  threshold 
will  permanently  decrease,  especially  in  the  high 
frequencies  ( 6 ). 

There  are  a variety  of  earplugs  available  to  pro- 
tect the  ears  from  noise  trauma.  Some  of  these  are 
pliable  and  conform  to  the  canal  shape  very  well, 
while  others  expand  after  they  are  rolled  up  and 
placed  in  the  canal.  An  important  feature  of  all  ear- 
plugs is  the  ability  to  provide  an  airtight  seal.  Ear- 
muffs  that  fit  firmly  against  the  sides  of  the  head  will 
provide  better  protection  than  most  earplugs.  Use 
of  both  earmuflfs  and  earplugs  simultaneously  is  also 
possible  and  provides  maximum  protection.  In  con- 
trast to  handgun  shooters,  shotgun  and  rifle 
shooters  often  have  hearing  loss  greater  in  one  ear 
than  the  other.  The  more  severely  traumatized  ear 
is  the  one  closest  to  the  gun’s  muzzle — the  left  ear 
for  right-shoulder  shooters,  the  right  ear  for  left- 
shoulder  shooters.  The  shooter’s  head  provides 
some  degree  of  protection  for  the  opposite  ear,  but 
both  will  be  damaged  if  protection  is  not  worn. 

Tympanic  membrane  perforation 

Tympanic  membrane  ( TM ) perforations  can  occur 
as  a result  of  either  penetrating  or  blunt  trauma. 

A sufficient  force  is  created  to  rupture  the  TM  when 
a water  skier  falls  and  a jet  stream  of  water  rushes 

2.  Factors  contributing  to  diffuse  external  otitis. 

Trauma 

High  environmental  temperature 

Maceration 

Excessive  sweating 

Allergy 

Stress 

Contamination 
Alkaline  pH 
Absence  of  cerumen 
Removal  of  skin  lipids 


up  the  ear  canal.  Boxers,  wrestlers,  and  athletes  in 
any  contact  sport  can  sustain  TM  perforation  from  a 
blow  to  the  side  of  the  head.  This  creates  a com- 
pressive force  that  may  be  strong  enough  to  rupture 
the  TM. 

Tympanic  membrane  perforations  nearly  always 
occur  in  the  pars  tensa,  usually  anteriorly  or  in- 
feriorly.  The  patient  will  have  acute  onset  of  pain 
and  hearing  loss,  and  sometimes  bloody  otorrhea. 
Also,  there  may  be  associated  vertigo  and  tinnitus, 
but  this  is  usually  transient,  unless  there  has  been 
injury  to  the  inner  ear  or  rupture  of  the  round  or 
oval  windows. 

The  first  step  in  managing  these  injuries  is  to 
carefully  clean  the  canal  of  blood,  debris,  and  any 
foreign  body  in  order  to  see  the  TM.  This  will  also 
decrease  the  chance  of  a secondary  infection.  Since 
greater  than  90%  of  TM  perforations  heal  spon- 
taneously within  a couple  of  weeks,  follow-up  of  the 
patient  may  be  all  that  is  necessary.  However,  a for- 
mal audiogram  should  be  performed  as  soon  after 
injury  as  possible.  This  will  document  hearing  loss 
and  also  rule  out  injury  to  the  inner  ear.  If  the  injury 
has  occurred  as  a result  of  penetrating  trauma,  such 
as  in  water  skiing  accidents,  prophylactic  antibiotic 
otic  drops  should  be  prescribed.  Contaminated 
water  in  the  middle  ear  can  cause  otitis  media.  For 
compression-type  injuries,  otic  drops  are  not  neces- 
sary. A mild  analgesic  for  the  first  24  hours  is  indi- 
cated, but  pain  usually  resolves  rapidly.  Follow-up 
office  visits  are  necessary  until  the  TM  has  com- 
pletely healed,  at  which  time  a final  audiogram 
should  confirm  normal  hearing.  If  a conductive 
hearing  loss  persists,  unrecognized  injury  to  the  os- 
sicular chain  may  be  present  (7). 

Auricular  trauma 

Trauma  to  the  auricle  during  sports  activities  can 
result  in  simple  ecchymoses  or  in  a subperi- 
chondrial  seroma  or  hematoma.  The  latter  are  more 
severe  and  require  immediate  surgical  intervention 
to  avoid  complications.  Cauliflower  ear  is  a com- 
plication that  occurs  after  repeated  hematomas  that 
are  not  adequately  treated.  Fibrosis  and  new  car- 
tilage formation  occurs  in  these  cases  and  results  in 
auricular  deformity. 

The  presentation  and  treatment  of  patients  with 
either  seroma  or  hematoma  are  similar.  They  usually 
have  an  acute  onset  of  pain  that  varies  in  severity. 
The  affected  ear  will  be  swollen  and  there  will  be 
loss  of  the  normal  auricular  contours  (Fig  3A). 

A cold  compress  may  be  helpful  initially,  but 
seromas  and  hematomas  require  needle  aspiration 
as  soon  after  injury  as  possible.  This  can  be  done 
under  a local  anesthetic  in  the  cooperative  patient. 

A large-bom  needle  is  used  to  evacuate  the  serum 
or  blood  (Fig  3B).  A compressive  dressing  that 
holds  the  skin  and  perichondrium  in  apposition  to 
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J.  Management  of 
auricular  hematoma 
(A ) Hematoma  Loss 
of  normal  contours  of 
the  auricle.  (B)  Needle 
aspiration  using  a 
large -bore  needle. 

(C)  Incision 
and  drainage  of 
hematoma  (D) 
Bolstered  dressing 
using  sutures  placed 
completely  through 
the  auricle. 


35 


the  cartilage  is  then  put  on  the  ear.  These  bolsters 
can  be  held  in  place  with  sutures  passed  through 
both  sides  of  the  auricle. 

Hematomas  or  seromas  reform  after  a needle  aspi- 
ration procedure  in  a significant  number  of  patients. 
If  repeated  aspirations  do  not  resolve  the  problem, 
these  patients  should  undergo  incision  and  drainage 
of  the  serum  or  blood  under  a general  anesthetic. 
Also,  injuries  that  are  older  than  24  hours  usually 
require  incision  and  drainage  as  the  initial  treat- 
ment. For  this  procedure  the  ear  is  scrubbed  and 
draped  in  a sterile  manner.  A wide  incision  is  made 
directly  over  the  hematoma,  preferably  following 
the  contours  of  the  underlying  cartilage  (Fig  3C). 
After  complete  evacuation  of  the  clot,  the  area  is 
copiously  irrigated  with  an  antibiotic  solution.  The 
skin-perichondrial  flap  is  then  draped  back  over  the 
cartilage  and  the  incision  closed.  A bolster  dressing 
similar  to  that  previously  described  is  placed  over 
the  flap  and  stabilized  with  through-and-through 
sutures  (Fig  3D)  (8).  This  can  be  removed  within 
a few  days.  A systemic  antibiotic  effective  against 
coagulase-positive  staphylococcus  is  given 
prophylactically. 

Conclusions 

Appropriate  ear  protection  will  reduce  the  inci- 
dence and  severity  of  ear  injury  during  sports  activi- 
ties. However,  when  injury  does  occur,  the  best 
management  requires  early  recognition  and  a 
knowledge  of  the  mechanisms  of  injury  and  patho- 
logic processes.  Treatment  may  be  as  simple  as 
follow-up  for  a noncontaminated  tympanic  mem- 
brane perforation,  or  it  may  involve  a surgical  pro- 
cedure under  a general  anesthetic,  as  for  auricular 
hematomas. 
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BRIEF  SUMMARY 

CAROIZEM'  (diltiazem  hydrochloride)  is  a calcium  ion  influx  inhibi- 
tor (slow  channel  blocker  or  calcium  antagonist) 

INDICATIONS  AND  USAGE 

1 Angina  Pectoris  Due  to  Coronaryr  Artery  Spasm,  CAROIZEM  is 
indicated  in  the  treatment  ol  angina  pectoris  due  to  coronary 
artery  spasm  CAROIZEM  has  been  shown  etfective  in  the  treat- 
ment of  spontaneous  coronary  artery  spasm  presenting  as  Prinz- 
metal’s variant  angina  (resting  angina  with  ST-segment  elevation 
occurring  during  attacks) 

2 Chronic  Stable  Angina  (Classic  Ettort-Associated  Angina) 
CAROIZEM  IS  indicated  in  the  management  ol  chronic  stable 
angina  CAROIZEM  has  been  effective  in  controlled  trials  m 
reducing  angina  Irequency  and  increasing  exercise  tolerance 

There  are  no  controlled  studies  of  the  effectiveness  ol  the  concomi- 
tant use  of  diltiazem  and  beta-blockers  or  of  the  safety  ol  this 
combination  in  patients  with  impaired  ventricular  function  or  conduc- 
tion abnormalities 
CONTRAINDICATIONS 

CAROIZEM  IS  contraindicated  in  (1)  patients  with  sick  sinus  syn- 
drome except  m the  presence  of  a functioning  ventricular  pacemaker, 
(2)  patients  with  second-  or  third-degree  AV  block  except  in  the 
presence  of  a functioning  ventricular  pacemaker,  and  (3)  patients  with 
hypotension  (less  than  90  mm  Hg  systolic) 

WARNINGS 

1 Cardiac  Conduction  CAROIZEM  prolongs  AV  node  refractory 
periods  without  significantly  prolonging  sinus  node  recovery  time, 
except  m patients  with  sick  sinus  syndrome  This  effect  may 
rarely  result  in  abnormally  slow  heart  rates  (particularly  in 
patients  with  sick  sinus  syndrome)  or  second-  or  third-degree  AV 
block  (six  of  1243  patients  for  0 48%)  Concomitant  use  of 
diltiazem  with  beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction  A patient  with  Prinzmetal’s  angina 
developed  periods  ol  asystole  (2  to  5 seconds)  after  a single  dose 
ot  60  mg  of  diltiazem 

2 Congestive  Heart  Failure,  Although  diltiazem  has  a negative 
inotropic  effect  in  isolated  animal  tissue  preparations,  hemo- 
dynamic studies  in  humans  with  normal  ventricular  function 
have  not  shown  a reduction  in  cardiac  index  nor  consistent 
negative  effects  on  contractility  (dp/dt)  Experience  with  the  use 
of  CAROIZEM  alone  or  in  combination  with  beta-blockers  m 
patients  with  impaired  ventricular  function  is  very  limited  Cau- 
tion should  be  exercised  when  using  the  drug  in  such  patients 

3 Hypotension  Decreases  in  blood  pressure  associated  with 
CAROIZEM  therapy  may  occasionally  result  in  symptomatic 
hypotension 

4 Acute  Hepatic  ln|ury.  In  rare  instances,  patients  receiving 
CAROIZEM  have  exhibited  reversible  acute  hepatic  in|ury  as 
evidenced  by  moderate  to  extreme  elevations  of  liver  enzymes 
(See  PRECAUTIONS  and  ADVERSE  REACTIONS,) 

PRECAUTIONS 

General,  CAROIZEM  (diltiazem  hydrochloride)  is  extensively  metabo- 
lized by  the  liver  and  excreted  by  the  kidneys  and  m bile  As  with  any 
new  drug  given  over  prolonged  periods,  laboratory  parameters  should 
be  monitored  at  regular  intervals.  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function  In  sub- 
acute and  chronic  dog  and  rat  studies  designed  to  produce  toxicity, 
high  doses  of  diltiazem  were  associated  with  hepatic  damage  In 
special  subacute  hepatic  studies,  oral  doses  ol  125  mg/kg  and  higher 
in  rats  were  associated  with  histological  changes  in  the  liver  which 
were  reversible  when  the  drug  was  discontinued  In  dogs,  doses  of 
20  mg/kg  were  also  associated  with  hepatic  changes,  however,  these 
changes  were  reversible  with  continued  dosing 

Drug  Interaction.  Pharmacologic  studies  indicate  that  there  may  be 
additive  effects  in  prolonging  AV  conduction  when  using  beta-blockers 
or  digitalis  concomitantly  with  CAROIZEM  (See  WARNINGS.) 

Controlled  and  uncontrolled  domestic  studies  suggest  that  con- 
comitant use  of  CAROIZEM  and  beta-blockers  or  digitalis  is  usually 
well  tolerated  Available  data  are  not  sufficient,  however,  to  predict  the 
effects  of  concomitant  treatment,  particularly  in  patients  with  left 
ventricular  dysfunction  or  cardiac  conduction  abnormalities  In  healthy 


volunteers,  diltiazem  has  been  shown  to  increase  serum  digoxin  levels 
up  to  20%, 

Carcinogenesis.  Mutagenesis.  Impairment  ot  Fertility  A 24-monlh 
study  m rats  and  a 21-month  study  in  mice  showed  no  evidence  of 
carcinogenicity.  There  was  also  no  mutagenic  response  in  m vitro 
bacterial  tests  No  intrinsic  effect  on  fertility  was  observed  m rats 

Pregnancy.  Category  C.  Reproduction  studies  have  been  conducted 
in  mice,  rats,  and  rabbits.  Administration  of  doses  ranging  from  five  to 
ten  times  greater  (on  a mg  kg  basis)  than  the  daily  recommended 
therapeutic  dose  has  resulted  in  embryo  and  fetal  lethality  These 
doses,  in  some  studies,  have  been  reported  to  cause  skeletal  abnor- 
malities In  the  permatal'postnatal  studies,  there  was  some  reduction 
in  early  individual  pup  weights  and  survival  rates  There  was  an 
increased  incidence  ot  stillbirths  at  doses  of  20  times  the  human  dose 
or  greater 

There  are  no  well-controlled  studies  m pregnant  women:  therefore, 
use  CAROIZEM  (diltiazem  hydrochloride)  in  pregnant  women  only  if  the 
potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk  Because  many  drugs  are  excreted  in  human  milk,  exercise 
caution  when  CAROIZEM  is  administered  to  a nursing  woman  it  the 
drug’s  benefits  are  thought  to  outweigh  its  potential  risks  in  this 
situation 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not  been 
established 


ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried  out  to 
date,  but  it  should  be  recognized  that  patients  with  impaired  ventricu- 
lar function  and  cardiac  conduction  abnormalities  have  usually  been 
excluded 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CAROIZEM  therapy  was  not  greater  than  that 
reported  during  placebo  therapy 

The  following  represent  occurrences  observed  in  clinical  studies 
which  can  be  at  least  reasonably  associated  with  the  pharmacology  of 
calcium  influx  inhibition  In  many  cases,  the  relationship  to  CAROIZEM 
has  not  been  established  The  most  common  occurrences,  as  well  as 
their  frequency  of  presentation,  are  edema  (2  4%).  headache  (2  1%). 
nausea  (19%),  dizziness  (1.5%).  rash  (1.3%).  asthenia  (12%.),  AV 
block  (1  1%)  In  addition,  the  following  events  were  reported  infre- 
quently (less  than  1%)  with  the  order  of  presentation  corresponding  to 
the  relative  frequency  of  occurrence 


Cardiovascular 
Nervous  System 
Gastrointestinal 

Dermatologic 

Other 


Flushing,  arrhythmia,  hypotension,  bradycardia, 
palpitations,  congestive  heart  failure,  syncope 
Paresfhesia,  nervousness,  somnolence,  tremor, 
insomnia,  hallucinations,  and  amnesia 
Constipation,  dyspepsia,  diarrhea,  vomiting, 
mild  elevations  of  alkaline  phosphafase.  SCOT. 
SGPT,  and  LDH 

Pruritus,  petechiae,  urticaria,  photosensitivity 
Polyuria,  nocturia 


The  tollowing  additional  experiences  have  been  noted 
A patient  with  Prinzmetal’s  angina  experiencing  episodes  of  vaso- 
spastic angina  developed  periods  of  transient  asymptomatic  asystole 
approximately  five  hours  after  receiving  a single  60-mg  dose  of 
CAROIZEM 

The  following  postmarketing  events  have  been  reported  infrequently 
in  patients  receiving  CAROIZEM  erythema  multitorme,  leukopenia,  and 
extreme  elevations  of  alkaline  phosphatase,  SCOT.  SGPT,  LDH,  and  CPK 
However,  a definitive  cause  and  effect  between  these  events  and 
CAROIZEM  therapy  is  yet  to  be  established 


OVERDOSAGE  OR  EXAGGERATED  RESPONSE 

Overdosage  experience  with  oral  diltiazem  has  been  limited  Single 
oral  doses  of  300  mg  ot  CAROIZEM  have  been  well  tolerated  by  healthy 
volunteers  In  the  event  of  overdosage  or  exaggerated  response,  appro- 
priate supportive  measures  should  be  employed  in  addition  to  gastric 
lavage  The  following  measures  may  be  considered 
Bradycardia  Administer  atropine  (0,60  to  1.0  mg).  If  there  is 

no  response  to  vagal  blockade,  administer  iso- 
proterenol cautiously 


High-Degree 
AV  Block 

Cardiac  Failure 

Hypotension 


Treat  as  for  bradycardia  above.  Fixed  high- 
degree  AV  block  should  be  treated  with  cardiac 
pacing 

Administer  inotropic  agents  (isoproterenol, 
dopamine,  or  dobutamine)  and  diuretics 
Vasopressors  (eg,  dopamine  or  levarterenol 
bitartrate). 


Actual  treatment  and  dosage  should  depend  on  the  severity  of  the 
clinical  situation  and  the  judgment  and  experience  of  the  treating 
physician 

The  oral  LDso’s  m mice  and  rats  range  from  415  to  740  mg/kg  and 
from  560  to  810  mg  kg,  respectively  The  intravenous  LOjo’s  in  these 
species  were  60  and  38  mg  kg,  respectively  The  oral  LOjo  in  dogs  is 
considered  to  be  in  excess  of  50  mg/kg,  while  lethality  was  seen  in 
monkeys  at  360  mg'kg  The  toxic  dose  in  man  is  not  known,  but  blood 
levels  m excess  ol  800  ng/ml  have  not  been  associated  with  toxicity 
DOSAGE  AND  ADMINISTRATION 

Exertional  Angina  Pectoris  Due  to  Atherosclerotic  Coronary  Ar- 
tery Disease  or  Angina  Pectoris  at  Rest  Due  to  Coronary  Artery 
Spasm.  Dosage  must  be  adiusted  to  each  patient’s  needs  Starting 
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The  clinical  presentation  of  omental  cysts  is  vari- 
able depending  on  the  size  of  the  cyst  Massive 
enlargement  of  an  omental  cyst  may  produce 
physical  findings  that  are  indistinguishable  from 
ascites,  ie,  pseudoascites.  We  report  two  cases  of 
giant  omental  cysts  that  presented  as  ascites  with- 
out apparent  etiology.  In  each  case,  the  diagnosis 
was  made  preoperatively  using  ultrasonography 
Paracentesis  was  of  no  diagnostic  lvalue  and  could 
be  harmful  to  patients  with  other  causes  of  pseudo- 
ascites. For  these  reasons,  radiographic  evaluation 
of  a child  with  ascites  of  obscure  origin  should  be 
performed  before  invasive  procedures. 


Omental  cysts  are  rare  lesions  of  the  omen- 
tum and  are  discovered  most  commonly  in 
children.  Morgan  reported  that  35%  of  all 
omental  cysts  occurred  during  the  first  decade  of 
life  and  68%  presented  in  patients  less  than  30 
years  of  age  ( 1 ).  There  are  four  clinical  presenta- 
tions; The  cyst  may  be  found  incidentally  at  surgery'; 
a palpable,  soft  abdominal  mass  may  be  discovered; 
an  acute  intra-abdominal  inflammatory’  process  may 
occur  due  to  torsion  or  infection  of  the  cyst;  or 
massive  abdominal  distention  may  be  clinically  in- 
distinguishable from  ascites.  We  report  two  cases  of 
giant  omental  cysts  presenting  as  pseudoascites  and 
summarize  the  pathophysiology,  clinical  presenta- 
tion, and  optimal  means  for  diagnosis  of  the  lesions. 

Case  reports 

CASE  1 

A 3-year-old  Asian  Indian  boy  was  referred  for  mild 
abdominal  distention,  constipation,  and  poor  ap- 
petite. At  initial  examination,  no  abnormalities  were 
found  except  for  mild  protuberance  of  the  ab- 
domen. Two  months  later  the  abdominal  circum- 
ference began  to  increase  rapidly  from  57  cm  to 
64  cm.  Physical  examination  revealed  a markedly 
protuberant  abdomen  with  bulging  flanks.  A fluid 
wave  and  shifting  dullness  were  present  and  bowel 
sounds  were  distant. 

A tuberculin  skin  test  was  nonreactive.  Hemo- 
gram, electrolytes,  renal  function  tests,  urinalysis, 
coagulation  times,  and  other  liver-related  tests  were 
normal.  Total  serum  protein  level  was  7. 1 g/dL;  the 
albumin  level  was  4.0  g/dL.  Paracentesis  yielded 
sterile  brownish  fluid  containing  5()0,000/mm’ 
crenated  red  blood  cells  and  1 ,460/mm’  white 
blood  cells  with  6%  polymorphonuclear  leukocytes 
and  94%  mononuclear  cells.  No  malignant  cells 
were  seen.  The  fluid  amylase  was  1 8 lU/L;  protein, 
4,784  mg/dL;  triglyceride,  1 7 mg/dL. 

Abdominal  ultrasonography  (US)  demonstrated  a 
large  collection  of  sonolucent  fluid  with  a lobulated 
superior  border  and  the  conspicuous  absence  of 


fluid  in  the  dependent  peritoneal  recesses  (Fig  1 ). 
Computed  tomography  (CT)  of  the  abdomen  re- 
vealed a large,  loculated  fluid  collection  compress- 
ing loops  of  bowel  posteriorly.  Septae  were  present 
within  the  fluid,  and  no  fluid  was  seen  surrounding 
the  liver  (Fig  2).  This  suggested  a giant  omental 
cyst,  and  the  patient  was  taken  to  surgery.  A massive 
cyst  was  found  involving  the  mesentery  of  the  colon 
and  omentum  of  the  stomach  (Fig  3).  The  cyst  con- 
tained 1,800  mL  of  fluid  similar  to  that  obtained 
during  paracentesis.  Histologically,  a fibrin  lining 
was  present  generally  throughout  the  cyst  with  iso- 
lated foci  of  reactive  mesothelial  cells.  The  cyst  was 
removed  and  the  postoperative  course  was  uncom- 
plicated. The  child  subsequently  did  well;  his  bowel 
habits  and  appetite  returned  to  normal. 

CASE  2 

A 3-year-old  white  boy  was  admitted  for  abdominal 
distention  which  had  increased  during  the  previous 
four  months  without  other  symptoms.  Remarkable 
physical  findings  included  a protuberant  abdomen 
with  bulging  flanks  and  palpable  fluid  wave.  There 
were  no  masses  or  organomegaly. 

A tuberculin  skin  test  was  nonreactive.  Total 
serum  protein  level  was  6.7  g/dL;  albumin  was  4.3 
g/dL.  Findings  for  electrolytes,  renal  function,  serum 
amylase,  urinalysis,  hemogram,  and  coagulation 
times  were  normal.  Other  liver-related  test  results 
were  normal.  Ultrasonography  of  the  abdomen 
showed  a large  collection  of  fluid  anterior  to  the 
bowel,  with  dense  bands  of  septation.  The  diagnosis  j 
of  omental  cyst  was  made. 

At  operation,  a huge  cyst  containing  2,000  mL  of  | 
dark  brown  serosanguinous  fluid  was  excised  from 
the  greater  omentum.  Histologically,  no  epithelial 
lining  was  present  within  the  wall  of  the  cyst,  but  1 
prominent  collections  of  mesothelial  cells  were  j 
seen  in  some  areas.  Acute  and  chronic  inflammatory 
cells  with  hemosiderin-laden  macrophages  were  i 
present  in  the  stroma  surrounding  the  cyst.  There  ^ 
were  no  surgical  complications,  and  the  patient  was  i 
doing  well  several  months  after  surgery. 

Discussion 

The  first  case  of  omental  cyst  was  described  by 
Gairdner  in  1852.  By  1964,  Oliver  estimated  that 
1 50  cases  were  present  in  the  literature  (2).  Since 
that  time  a number  of  patients  with  omental  cysts 
have  heen  described,  but  the  actual  incidence  is  not 
known,  as  many  cases  are  not  reported.  Most  omen- 
tal cysts  cause  symptoms  during  childhood  and 
adolescence  ( 1 ),  and  at  least  one  patient  became 
symptomatic  on  the  first  day  of  life  ( 3 ).  Five  cases  of 
omental  cysts  in  children,  including  our  two  cases, 
have  been  recorded  during  the  past  26  years  at 
Texas  Children’s  Hospital  in  Houston. 

The  relatively  infrequent  occurrence  and  benign 
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/ Case  1 

Longitudinal  H-niode 
abdotn  inal  sonogram 
Sonolucent  fluid  with 
lobulated  border  and 
absence  of  fluid  in 
dependent  areas 


2.  Case  t Computed 
tomogram  of  the 
abdomen  after  oral 
barium  contrast.  Note 
septae  present  at  right 
within  the  fluid 
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nature  of  the  cysts  have  prompted  little  concern, 
aside  from  speculation,  as  to  their  etiology'.  The 
most  plausible  theory'  proposes  an  embryonic  mal- 
development  of  lymphatic  structures.  This  theory 
is  supported  by  the  fact  that  most  omental  cysts 
present  at  an  early  age  and  histologically  appear 
lymphogenous  in  nature.  Simple  obstruction  of  nor- 
mal lymphatic  channels  has  been  suggested,  but  ex- 
perimental ligation  of  the  omental  lymphatics  in 
animals  has  not  resulted  in  similar  lesions.  Other 
factors  that  may  contribute  to  cystic  development 
include  infectious  and  post-traumatic  degenerative 
and  inflammatory'  changes  within  the  omentum. 

Rapid  enlargement  of  omental  cysts  may  occur 
with  infection  ( 4 ) or  hemorrhage  into  the  cyst 
(3,5,6),  as  appeared  likely  in  our  two  patients.  Clear, 
serous  fluid,  however,  has  been  found  in  many  giant 
omental  cysts;  small  cysts  with  hemorrhage  have 
also  been  seen  occasionally.  These  findings  sug- 
gest that  bleeding  does  not  necessarily  incite 
enlargement. 

Omental  cysts  may  present  with  marked  abdomi- 
nal distention,  which  clinically  is  similar  to  ascites, 
or  as  discrete  abdominal  masses.  In  this  instance, 
the  soft  mass  is  nontender,  freely  movable,  and  gen- 
erally causes  no  symptoms.  Torsion  of  the  cyst 
pedicle  may  occur  rarely,  and  symptoms  of  an  acute 


inflammatory  process,  reminiscent  of  appendicitis, 
can  develop. 

All  sizes  of  omental  cysts  may  be  diagnosed  radio- 
graphically. In  the  case  of  massive  abdominal  en- 
largement caused  by  a giant  omental  cyst,  plain  or 
contrast  examination  of  the  abdomen  in  a lateral 
position  will  demonstrate  that  the  bowel  loops  are 
compressed  posteriorly  by  a homogeneous  fluid  col- 
lection. In  contrast,  if  free  ascitic  fluid  is  producing 
the  abdominal  distention,  the  bowel  loops  are  seen 
floating  anteriorly.  Smaller  cysts,  however,  are  not 
diagnosed  easily  by  conventional  radiography.  Al- 
though angiography  has  been  reported  to  detect 
these  cysts  ( 7,8  ),  this  modality  is  invasive  and  im- 
poses a small,  but  well-documented,  risk. 

Ultrasonography  and  CT  are  clearly  the  best  tech- 
niques to  elucidate  the  diagnosis  in  a patient  with 
either  abdominal  distention  or  a palpable  mass 
(9,10).  Sonographic  and  computed  tomographic 
findings  of  a well-defined  cystic  structure  with  sep- 
tations  and  posteriorly  displaced  bowel  suggest  the 
diagnosis  of  a giant  omental  cyst  (10).  Ascites  may 
be  differentiated  sonographically  from  giant  cystic 
lesions  when  a sonolucent  fluid  collection  is  found 
with  bowel  loops  floating  freely  in  the  fluid.  Com- 
puted tomographic  findings  of  ascites  include  a rim 
of  water  density  around  the  posterior  edge  of  the 
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giant  omental  cyst  at 
operation 
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right  lobe  of  the  liver  and  centrally  positioned 
bowel  loops  within  the  abdomen. 

If  marked  abdominal  enlargement  without  appar- 
ent cause  develops  in  a patient  after  initial  evalua- 
tion, ascites  must  be  differentiated  from  other 
conditions,  such  as  omental  cysts,  that  may  produce 
pseudoascites.  Although  paracentesis  was  harmless 
in  the  first  patient  described,  no  specific  diagnostic 
information  was  gained,  and  the  procedure  may 
result  in  significant  morbidity  and  even  death  in 
patients  with  other  causes  of  pseudoascites,  eg,  mas- 
sive renal  cysts  (11).  For  this  reason,  accurate  de- 
termination of  the  presence  of  ascites  is  mandatory 
before  invasive  procedures  are  performed.  Ultra- 
sonography has  been  emphasized  as  the  most  ap- 
propriate means  to  ascertain  the  nature  of  an 
abdominal  fluid  collection  in  view  of  its  low  cost, 
lack  of  radiation,  and  provision  of  excellent  ana- 
tomic resolution  (12).  As  shown  in  both  cases,  US 
will  readily  distinguish  ascites  from  massive  omental 
cysts. 

Other  intraperitoneal  cystic  lesions  should  be 
considered  when  ascites  is  not  present  and  when  a 
cystic  structure  is  noted  sonographically.  The  nature 
of  these  cysts  may  be  determined  by  additional  radi- 
ologic studies,  including  contrast  examination  of 
the  upper  and  lower  intestinal  tracts  and  urinary 
system.  Occasionally,  extraperitoneal  cystic  struc- 
tures and  sonographically  homogeneous  structures 
( eg,  neuroblastoma ) may  be  confused  with  intra- 
peritoneal cysts  (10).  In  this  case,  CT  or  pyelogra- 
phy may  be  employed  to  document  the  location  of 
the  lesion.  Any  distortion  or  displacement  of  kid- 
neys, adrenals,  pancreas,  aorta,  or  inferior  vena  cava 
suggests  an  extraperitoneal  lesion. 

In  summary,  omental  cysts  are  rare  lesions  and 
may  present  in  several  ways,  depending  on  the  size 
of  the  cyst  or  the  presence  of  an  acute  inflammatory 
process  involving  the  cyst.  We  have  reported  two 
cases  of  omental  cyst  in  children  who  presented 
with  the  clinical  signs  of  ascites.  Omental  cysts 
should  be  considered  when  evaluating  a patient 
with  a soft  abdominal  mass  or  clinical  ascites  of 
unknown  etiology,  especially  if  the  patient  is  a child. 
Ultrasonography  or  computed  tomography  may  be 
used  to  diagnose  giant  omental  cysts.  During  the 
evaluation  of  children  with  massive  ascites  of  ob- 
scure origin,  ultrasonography  should  be  employed 
to  establish  the  diagnosis  before  other  more  in- 
vasive diagnostic  procedures  are  used. 
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The  most  common  psychiatric  consultation  re- 
quest in  oncology!  is  for  depression.  In  evaluating 
these  patients,  the  authors  emphasize  a systematic 
approach  in  the  differential  diagnosis  of  depres- 
sion to  identify  underlying  organic  factors.  Stan- 
dard and  alternative  pharmacotherapies  for  de- 
pression in  cancer  patients  are  reviewed. 


Depression,  either  alone  or  accompanying 

medical  illness,  is  often  seen  and  treated  by 
nonpsychiatrists  ( 1,2 ).  It  is  second  only  to 
organic  mental  disorders  as  the  most  common  psy- 
chiatric disorder  in  cancer  patients  (3).  Psychiatric 
consultation  is  usually  reserved  for  patients  whose 
episodes  of  depression  are  resistant  to  initial  treat- 
ment or  whose  illness  is  so  severe  that  it  warrants 
specialized  psychopharmacologic  intervention  or 
other  somatic  therapies.  Because  of  the  frequency 
with  which  physicians  misdiagnose  depression  and 
underuse  effective  biologic  treatments,  a guide  to 
diagnosing  depression  and  a rationale  for  the  use  of 
various  antidepressant  medications  in  oncology'  are 
outlined  in  this  article. 

Historical  perspective 

Depression  has  always  been  presumed  to  be  the 
major  psychiatric  complication  of  neoplastic  disease 
(4,5 ).  Writers  as  far  back  as  Galen  believed  that 
melancholic  states  increased  the  proneness  to  can- 
cer ( 6 ).  Recent  surveys  have  indicated  that  a pre- 
sumed depression  is  the  most  common  reason  for 
psychiatric  referral  in  cancer  wards  and  that  any- 
where between  6%  to  42%  of  cancer  patients  suffer 
from  a depression  severe  enough  to  warrant  psychi- 
atric intervention  ( 7,8 ).  In  fact,  signs  of  depression 
predating  the  diagnosis  of  cancer  led  to  a considera- 
tion of  its  possible  etiologic  role.  Although  many 
studies  have  looked  at  psychosocial  correlates  of 
morbidity'  and  mortality'  in  neoplastic  disease,  the 
results  have  been  largely  inconclusive.  In  a recent 
prospective  study  of  359  oncology'  patients,  Cassileth 
and  colleagues  found  no  relationship  between  social 
and  psychological  factors  and  morbidity,  mortality', 
recurrence,  or  surv  ival  ( 9 ).  The  biology'  of  the  dis- 
ease seems  to  predominate  and  override  the  poten- 
tial influence  of  lifestyle  and  other  psychosocial 
variables. 

Diagnosing  depression 

Depression  is  a concept  that  easily  generates  confu- 
sion in  most  phy'sicians.  Unfortunately,  the  term  de- 
pression has  been  loosely  used  to  describe  a wide 
spectrum  of  behaviors  ranging  from  a mild  and  tran- 
sient mood  disturbance  to  a major  affective  dis- 
order. Making  the  diagnosis  of  depression  in  seri- 
ously ill  patients  presents  obvious  difficulties.  For 


instance,  it  would  be  uncommon  to  find  a cancer 
patient  not  suffering  from  one  or  more  of  the  somatic 
symptoms  that  overlap  with  depression.  Conse- 
quently, many  investigators  have  advocated  relying 
on  indicators  of  cognitive  and  psychological  symp- 
toms as  opposed  to  somatic  signs  and  symptoms  of 
depression  (10—14),  but  there  is  no  evidence  to 
suggest  that  the  latter  should  not  be  used  as  well.  In 
fact,  a recent  study  suggests  that  the  combination  of 
both  somatic  and  nonsomatic  symptoms  appear 
more  frequently  among  depressed  cancer  patients 
than  among  controls  (15). 

Although  depression  is  considered  prevalent  in 
cancer,  objective,  controlled  clinical  assessments 
have  disclosed  no  significantly  greater  increase 
(7,15).  When  psychiatric  diagnoses  are  made  ac- 
cording to  the  nomenclature  set  forth  in  the  Diag- 
nostic and  Statistical  Manual,  3rd  edition,  of  the 
American  Psychiatric  Association  (DSM-III)  ( 16), 
the  prevalence  of  clinical  depression  is  5%  to  6% , 
a rate  not  very  different  from  that  seen  in  the  gen- 
eral population  (17).  These  findings  support  the  ar- 
gument against  the  widespread  notion  that  cancer 
patients  in  general  are  depressed.  Yet,  this  bias  tends 
to  pervade  the  attitudes  of  physicians  as  they  are  apt 
to  look  at  depression  in  cancer  patients  as  an  under- 
standable and  expected  event  (ie,  “Wouldn’t  you 
be  depressed  if  you  had  cancer?”).  Such  confusion 
underscores  the  need  for  reliance  on  explicit  and 
reliable  criteria  so  that  true  depression  can  be  rec- 
ognized and  readily  treated. 

Criteria  for  depression  and  differential 
diagnosis 

The  DSM-III  diagnostic  criteria  for  a depressive  epi- 
sode include  a dysphoric  mood  or  loss  of  interest  or 
pleasure  in  usual  activities  that  is  prominent,  per- 
vasive, and  persistent.  At  least  four  of  the  following 
symptoms  must  also  be  present:  poor  or  increased 
appetite  or  weight  loss  or  gain  ( 1 lb  per  week  or  10 
lb  per  year);  sleep  disturbance  (either  too  much  or 
too  little );  loss  of  energy,  fatigability  or  tiredness; 
psychomotor  agitation  or  retardation;  loss  of  inter- 
est/pleasure in  usual  activity  or  decreased  sexual 
drive;  feelings  of  self-reproach  or  guilt  (along  with 
hopelessness,  helplessness,  and  worthlessness);  de- 
creased ability  to  concentrate  (indecisiveness);  and 
recurrent  thoughts  of  death  or  suicide,  including 
the  wish  to  be  dead.  The  duration  of  these  symp- 
toms must  be  at  least  two  weeks  and  they  must  not 
be  secondary  to  either  an  organic  mental  disorder 
or  schizophrenia. 

When  using  these  criteria  with  cancer  patients, 
it  is  best  to  conceptualize  depression  as  an  acute 
illness  superimposed  on  the  more  chronic  one.  This 
is  not  a novel  idea  to  those  who  subscribe  to  the 
medical  model.  An  example  would  be  a subacute 
bacterial  endocarditis  (SBE)  as  a complication  of 
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rheumatic  heart  disease.  The  acute  illness  (ie,  SBE) 
is  the  focus  of  attention  and  the  one  that  requires 
immediate  treatment. 

It  is  of  utmost  importance  to  rule  out  other  dis- 
orders when  one  is  making  the  diagnosis  of 
depression  in  cancer  patients  (3).  As  many  as  70% 
of  the  patients  referred  for  “depression”  at  M.  D. 
Anderson  Hospital  were  subsequently  found  to  have 
an  organic  mental  disorder  of  various  etiologies 
(Davis  BD,  Fernandez  F,  Adams  F,  et  al,  unpublished 
data)  including  paraneoplastic  syndromes  and  neuro- 
toxic effects  of  chemotherapy  and  radiation 
treatments  (18-22).  Another  area  of  differential 
' diagnosis  includes  patients’  complaints  of  pain, 
which  can  have  a confounding  effect  on  mood  and 
personality,  thus  requiring  specific  treatment  before 
‘ the  diagnosis  of  depression  can  be  confirmed  ( 23 ). 

[1  The  presence  of  anorexia,  weakness,  and  apathy  can 
! easily  be  misrepresented  as  a depression  by  the 
I traditional  psychosocial  model. 

Endocrinopathies,  gastritis,  gastroparesis,  and 
I metabolic  abnormalities,  such  as  hypercalcemia, 
must  be  ruled  out  when  evaluating  the  anorectic 
and  cachectic  cancer  patient.  Weakness  can  be 
secondary  to  bedrest,  paraneoplastic  neuropathies, 
and  myopathies  as  well  as  anemia  and  liver  disease. 
These  are  but  a few  examples  of  the  differential 
diagnostic  challenge.  Many  such  points  are  based  in 
biological  psychiatry,  and  their  evaluation  and 
treatment  should  be  managed  by  medically-oriented 
I psychiatrists. 

Current  treatment 

' At  this  time,  treatment  of  depression  occurring  con- 
comitantly with  cancer  is  based  on  clinical  experi- 
ence and  intuition.  A relative  dearth  of  information 
' is  available,  and  research  in  this  area  is  badly  needed. 
Preliminary  investigations,  however,  have  shown 
that  psychotropic  drugs  are  either  underused  or 
, used  inappropriately  in  this  population  (24—28). 

I This  may  be  secondary  to  a popular  and  longstand- 
i ing  bias  against  medical  intervention  for  psychologi- 
cal symptoms  or  “pharmacologic  Calvinism”  ( 29 ). 

All  antidepressants  have  been  reported  to  have 
j equivalent  clinical  efficacy.  Choice  of  the  most  ap- 
I propriate  agent  for  different  clinical  situations  re- 
I quires  knowledge  of  the  pharmacologic  profiles  of 
j these  agents  (30—34).  A number  of  leads  can  influ- 
I ence  a particular  choice.  The  patient’s  history  may 
I indicate  a prior  positive  response  to  a specific  anti- 
depressant. Knowledge  that  a depressed  relative  had 
a positive  response  to  a particular  antidepressant 
I may  also  guide  the  selection.  Without  these  histori- 
cal clues,  a positive  response  to  a psychostimulant 
challenge  test  will  predict  which  compounds  the 
patient  is  most  likely  to  respond  to  ( imipramine, 
desipramine,  maprotiline,  or  protriptyline).  Addi- 
tionally, the  patient’s  clinical  presentation  will  de- 


termine whether  one  wishes  a calming  versus 
a stimulating  effect  (ie,  a serotonergic  or  nor- 
adrenergic agent  respectively ). 

Moreover,  certain  clinical  guidelines  for  anti- 
depressant pharmacotherapy  should  be  followed 
( 35).  After  an  adequate  therapeutic  effect  has  been 
gradually  reached  over  three  to  four  weeks,  the 
drug  should  be  maintained  for  a minimum  of  six 
months  at  therapeutic  doses.  During  recovery-,  if 
symptoms  recur  during  gradual  reduction  of  the 
dosage,  the  return  to  a maintenance  dose  regimen 
( the  optimal  maintenance  dose  is  at  least  half  of  the 
initial  therapeutic  dose)  and  treatment  for  another 
three  to  1 2 months  is  indicated  ( 36 ). 

Alternative  treatments 

Alternate  drug  treatment  strategies — involving  the 
addition  of  lithium  carbonate,  the  use  of  mono- 
amine oxidase  inhibitors,  the  addition  of  synthetic 
thyroid,  or  the  use  of  electroconvulsive  therapy — 
are  complex  and  should  be  determined  in  consulta- 
tion with  a psychiatrist.  Two  strategies,  often  ne- 
glected, involve  the  use  of  stimulants  (37-39)  and 
intravenous  antidepressant  therapy  (40). 

Our  psychostimulant  experience,  specifically  with 
methylphenidate,  in  more  than  500  patients  at  the 
M.  D.  Anderson  Hospital  and  Tumor  Institute  is 
highlighted  by  the  quick  remission  of  depression 
and  cognitive  dysfunction  without  treatment-related 
side  effects.  Psychomotor  activation,  appetite  stimu- 
lation, and  qualitative  improvement  in  higher  cor- 
tical functions  in  brain-impaired  patients  are  not 
uncommon.  Treatment  with  methylphenidate  can 
be  initiated  with  5 to  10  mg  (or  its  equivalent  in 
either  dextroamphetamine  or  pemoline)  either  by 
mouth,  feeding  tube,  or  suppository,  and  adjusted 
gradually.  A typical  schedule  would  be  5 to  20  mg 
of  methylphenidate  administered  at  7 am,  10  am, 
and  1 pm.  More  than  30  mg  a day  is  rarely  needed, 
but  doses  of  80  mg  may  sometimes  be  required. 
Psychostimulant  treatment  is  effective  in  treating 
various  depressive  signs  and  symptoms  of  differ- 
ent etiologies  and  can  be  safely  continued  for  sev- 
eral weeks  or  months  after  the  patient  becomes 
asymptomatic. 

For  depressed  hospitalized  patients,  intravenous 
amitriptyline  or  imipramine  can  be  used  without 
untoward  effects.  We  have  used  intravenous  ami- 
triptyline to  treat  more  than  200  patients  with  ad- 
vanced terminal  disease  at  M.  D.  Anderson  Hospital 
and  Tumor  Institute.  Typically,  treatment  is  initiated 
by  infusing  10  mg  of  the  commercially  available  in- 
jectable amitriptyline  in  100  cc  of  either  normal 
saline  or  5%  dextrose  solution  over  precisely  90 
minutes  at  bedtime.  Doses  are  adjusted  by  5 to  10 
mg  nightly  until  the  patient  shows  improvement  in 
target  symptoms  such  as  insomnia,  tearfulness,  and 
dysphoria.  Patients  with  abnormal  ejection  frac- 
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tions,  left  and  right  bundle  branch  blocks,  doxo- 
rubicin toxicity,  and  pericardial  windows  have 
tolerated  this  procedure  without  such  side  effects  as 
rhythm  and  conduction  disturbances,  or  hypo- 
tension. Nonspecific  ST-T  wave  changes  on  the  elec- 
trocardiogram have  been  found  only  in  a few  cases. 

In  summary,  recognizing  and  differentiating  de- 
pression from  other  psychiatric  disorders  that  fre- 
quently occur  in  the  cancer  patient  is  vital  because 
the  treatment  strategies  are  distinct.  Psychophar- 
macology has  an  enormous  therapeutic  potential  for 
critically  and  terminally  ill  patients.  Given  the  dem 
onstrated  effectiveness  of  antidepressants  and  psy- 
chostimulants for  symptomatic  relief  of  depressive 
signs  and  symptoms  from  various  etiologies  in  can- 
cer patients,  a judicious  trial  of  these  agents  is  war- 
ranted. Knowledge  of  the  diagnostic  criteria  for 
depression  and  the  pharmacologic  properties  of  the 
different  antidepressants  enables  the  physician  to 
develop  an  appropriate  rationale  for  the  use  of  these 
agents  in  a medical  setting. 
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A Canadian  pioneer  in 
Texas:  Dr  Nicholas 
Labadie,  1802—1867 


Nicholas  D.  Labadie  ( 1802— 1867 ) teas  bom  in 
Canada  and  came  to  the  United  States  as  a young 
j man.  He  became  a physician  and  a businessman, 

I living  the  last  ^^0  years  of  his  life  as  a prominent 
I citizen  of  Galveston.  In  1836  he  rallied  to  the 
cause,  fighting  at  San  Jacinto  and  serving  as  a sur- 
I geon  there,  a transplanted  Canadian  ivho  became 
a loyal  Texan. 


When  Nicholas  Labadie  (Fig  1 ) left  a 

crowded  family  home  near  Windsor,  On- 
tario, to  make  a life  for  himself  in  the 
United  States,  he  little  dreamed  that  he  was  destined 
to  be  a minor  but  significant  figure  in  the  creation 
of  the  state  of  Texas,  many  hundreds  of  miles  away. 
Nor,  when  he  stood  at  the  side  of  Sam  Houston  just 
after  the  Battle  of  San  Jacinto,  introducing  him  to 
General  Santa  Anna,  is  it  likely  that  he  foresaw  the 
bitter  attack  that  Houston  would  direct  at  him  more 
than  20  years  later. 

From  Ontario  to  Texas,  1802-1831 

Of  Labadie’s  early  life  we  can  only  guess,  because 
documented  details  are  few.  He  was  the  final  crea- 
tion of  a prolific  father,  being  the  23rd  and  last  child 
of  Antoine  Louis  Descomps. 

Nicholas  was  born  at  Sandwich,  Upper  Canada,  a 
village  just  across  the  river  from  Detroit,  on  Dec  5, 
1802;  his  father  was  72  that  year  ( 1 ). 

Though  the  War  of  1812  occurred  during  La- 
badie’s youth,  and  an  international  border  separated 
Detroit  and  Windsor,  the  French-Canadian  commu- 
nities intermingled  freely,  still  retaining  some  of  the 
independence  of  movement  that  characterized  the 
fur-trade  life  that  so  many  of  these  families  lived. 

But  for  whatever  reason,  young  Nicholas  Labadie 
was  not  destined  for  the  arduous  life  of  paddling 
and  portage  that  was  the  lot  of  so  many  of  his 
friends  and  contemporaries.  Instead,  he  decided  to 
travel  south,  into  the  United  States,  a land  of  appar- 
ently limitless  possibilities  for  the  adventurous. 

When  Labadie  made  his  decision  to  practice 
medicine,  in  about  1828,  he  apprenticed  himself  to 
a Dr  J.  J.  Merry  of  St  Louis  ( 2 ).  Exactly  what  he  was 
taught,  or  how,  is  unknown.  Medical  education  was 
a casual  sort  of  business  in  the  1820s.  In  Canada 
there  was  only  one  medical  school,  the  newly 
opened  Montreal  Medical  Institution,  which  in  1827 
became  McGill  Medical  College.  But  most  Canadi- 
ans who  wanted  a medical  education,  and  especially 
those  whose  ambitions  extended  beyond  appren- 
ticeship, had  to  come  to  the  United  States  or  make 
the  expensive  and  often  dangerous  trip  to  Europe. 
Apprenticeship  remained  the  most  popular  entry  to 
the  profession  and  was  the  method  followed  by 
Labadie. 


A constant  theme  in  I.abadie’s  life,  from  the  earli- 
est records  we  have  ( some  letters  of  1 829,  when  he 
was  27  years  old ) until  the  time  of  his  death,  was 
his  interest  in  business.  He  was  a businessman 
through  and  through,  and  if  his  holdings  late  in  life 
are  any  criterion,  he  was  a success. 

Indeed,  his  first  trip  to  Texas  had  a commercial 
background  to  it.  Whatever  he  felt  about  his  brief 
medical  practice  in  Fort  Jessup,  La,  he  did  not  expe- 
rience any  commitment  to  a lengthy  stay  there. 
Writing  years  later,  Labadie  described  his  arrival  in 
Nacogdoches  on  Christmas  Day,  1830,  and  his  sub- 
sequent trips  to  San  Felipe  and  Brazoria,  noting  that 
travel  was  his  “only  business  at  the  time”  ( 3 )■  On 
this  occasion,  his  travel  focused  on  identify  ing  a lo- 
cation for  a dry’  goods  business,  preferably  a loca- 
tion that  was  potentially  lucrative. 

He  liked  what  he  saw  in  Texas.  He  decided  that 
his  future  lay  there.  He  felt  the  draw  of  opportunity 
and  accepted  it  wholeheartedly,  though  he  re- 
mained uncertain  about  exactly  what  he  wanted  to 
do  with  his  life.  One  of  his  letters  of  reference  and 
introduction,  sent  to  Stephen  F.  Austin  by  a former 
employer,  spells  out  this  uncertainty,  identifying  Ij- 
badie  as  a “young  Gentleman,  who  visits  your  Coun- 
try' with  a view  of  locating  himself  somewhere,  in 
your  District  of  Country,  Either  in  the  profession  of 
medicine  or  in  the  Mercantile  pursuits”  (4).  As  will 
be  seen,  labadie’s  ultimate  choice  in  this  matter  was 
not  to  choose;  throughout  his  life  he  remained  a 
medical  practitioner  with  a heavy  involvement  in 
“mercantile  pursuits.” 

Labadie  and  the  Texas  revolution 

He  wasted  no  time.  Within  two  months  he  moved 
permanently  to  Texas,  locating  in  Anahuac,  on  the 
northeast  bank  of  Trinity  Bay.  He  is  known  to  have 
been  living  there  no  later  than  March  2,  1831  (3 ). 
The  town  had  only  existed  for  ten  years,  and  the 
doctor  arrived  just  in  time  to  become  heavily  em- 
broiled in  what  has  become  known  as  the  Anahuac 
Disturbances.  The  affair  had  its  roots  in  autocratic- 
behavior  by  Juan  Davis  Bradburn,  who  commanded 
the  Mexican  garrison  of  about  300  men  there.  The 
colonists  were  unable  to  secure  title  to  their  land, 
they  believed  themselves  unfairly  taxed  by  the  cus- 
toms office,  and  Bradburn  impressed  their  slaves  for 
labor  details  without  recompense  ( 5 ).  Labadie  was 
among  those  who  confronted  Bradburn  and  ulti- 
mately forced  his  departure,  along  with  the  garri 
son.  So  the  doctor  may  truly  be  said  to  be  a pioneer 
of  the  creation  of  Texas  independence. 

The  general  outline  of  Texas  history,  of  which  the 
battle  of  San  Jacinto  is  a central  ornament,  is  well 
known  to  the  readers  of  this  journal.  Less  well 
known,  however,  is  the  role  and  the  contribution  of 
Dr  Nicholas  Labadie. 

His  political  direction  was  evident  from  his  activi- 
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ties  during  the  Anahuac  Disturbance.  He  was  not 
involved  in  the  uniformly  successful  campaigns  of 
1835,  but  it  was  the  excitement  of  one  of  the  volun- 
teers who  saw  action  at  San  Antonio,  that  autumn, 
that  stirred  Labadie  and  many  of  his  neighbors  to 
action.  After  a meeting  in  Liberty  County  in  Febru- 
ary 1836,  a group  of  about  70  men  decided  to 
volunteer  for  the  Texas  Army.  They  gathered,  with 
full  equipment,  on  March  1 1,  and  set  out  for  San 
Felipe,  enthusiasm  dimmed  but  by  no  means  ex- 
tinguished by  the  news  that  the  Alamo  had  fallen  ( 7, 
pp  40-64 ). 

At  this  stage,  the  volunteers  were  not  a military 
formation,  simply  a group  traveling  toward  the 
Texas  army  and  Sam  Houston,  its  somewhat  tenta- 
tive commander.  Inevitably,  medical  problems  arose 
while  they  were  on  the  road,  and  Labadie,  presum- 
ably the  only  physician,  coped  with  them  in  the 
manner  of  the  times — quite  efficiently,  by  his  own 
evidence: 


During  our  march  from  the  Trinity  to  the  Colo- 
rado, I had  frequent  calls  to  relieve  the  common 
complaints  among  our  men  occasioned  by  ex- 
posure, such  as  cramps,  colics,  and  diarrhoea,  and 
I therefore  found  the  stock  of  medicines  with 
which  I had  filled  my  saddle-bags,  very  useful  At 
times  it  was  with  much  difficulty  I could  keep  up 
with  the  company,  as  I had  often  to  remain  be- 
hind, till  I could  relieve  those  attacks,  and  then 
had  to  travel  in  the  night ....  Yet  not  a single 
death  occurred  in  our  company  ( 6,  pp  42—43 )■ 

Their  first  military  action,  after  joining  up  with 
the  army,  was  to  retreat.  They  moved  away  from  San 
Felipe  to  the  Brazos  Swamp,  a camping  place  with 
built-in  medical  disadvantages  related  to  the  ne- 
cessity of  drinking  swamp  water,  according  to  Dr 
Labadie,  and  there  seems  no  reason  to  doubt  this. 

The  commissariat  was  not  efficient,  and  Labadie 
relates  how  the  surgeon’s  mess  prepared  breakfast 
the  day  before  San  Jacinto.  A pot  of  the  highly  ques- 
tionable swamp  water  was  put  on  to  boil,  with  a 
handful  of  “half-pounded”  coffee.  Meanwhile,  one  of 
the  surgeons  managed  to  find  a dozen  eggs,  which 
were  added  to  the  coffee.  An  alarm  being  given,  the 
meal  was  consumed  quickly,  each  man  getting  down 
a bit  of  the  boiling  coffee  as  best  he  could,  and  most 
eating  an  egg  or  two,  though  Labadie  (not  a hard- 
ened campaigner)  noted  that  “when  the  eggs  were 
found  to  contain  chickens,  I surrendered  my  share 
to  others,  who  finding  them  well  cooked,  swallowed 
them  quickly.  . . .”  (6,  p 49). 

At  this  time  also,  an  effort  was  made  to  organize 
both  the  army  and  its  medical  staff.  Dr  Ewing  was 
named  surgeon-general,  and  he  named  Labadie  as 
surgeon  to  the  first  regiment  of  Regulars  (6,  p 45*). 
Duties  were  not  highly  specialized  in  those  robust 
times,  however,  and  on  at  least  one  occasion  Labadie 
found  himself  working  a cannon  in  action  against 
the  Mexicans  (6,  p 52).  When  on  April  21,  1836, 
the  Battle  of  San  Jacinto  took  place,  the  surgeon- 
general  had  ordered  no  specific  assignments  to  the 
various  medical  officers,  who  accordingly  decided 
“that  it  was  best  to  follow  the  line,  and  fight  with 
our  arms  as  circumstances  might  direct”  (6,  p 54). 
Here  is  Labadie’s  account,  as  seen  from  the  vantage 
point  of  a decidedly  combatant  medical  officer: 

. . . the  writer  with  four  others  find  themselves 
within  twenty  yards  of  some  of  the  enemy’s  cav- 
alry, thinking  the  while,  it  was  (our  force).  As  they 
wheeled  to  retreat,  we  saw  our  shots  tell  on  them 


’ In  at  least  one  source  he  is  stated  to  have  had  the  less  exalted 
post  of  Assistant  Surgeon  to  the  2nd  Regiment,  Texas  Volunteers. 
(See  Sam  H.  Dixon  and  Louis  W.  Kemp,  The  Heroes  of  San  Jacinto, 
1932,  p 63).  And  the  Texas  Almanac  simply  identifies  him  as  a 
surgeon  unassigned  to  any  regiment.  (List  of  all  the  men  in  the 
Texas  army  at  the  battle  of  San  Jacinto,  Texas  Almanac,  1 859,  P 161.) 
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effectively.  We  reload,  and  run  some  twenty’  yards 
to  fire,  and  this  was  repeated  some  four  or  five 
times,  when  we  found  ourselves  in  the  midst  of  the 
enemy’s  baggage,  from  which  they  tvere  running 
for  life.  A young  man  by  my  side  received  a ball  in 
his  hip,  which  caused  him  to  fall  against  me . . . 
Having  pursued  the  enemy  into  the  woods,  we 
found  many  had  throu'n  themselves  into  the  bayou, 
having  only  their  heads  above  water.  It  was  here 
that  one  or  two  women  were  killed  by  some  one 
aiming  at  their  heads,  probably  mistaking  them 
for  men,  and  two  or  three  others  taken  prisoners 
(6,  p 54). 

After  the  exhilaration  of  the  battle  came  the  real- 
ity of  a surgeon’s  duties.  There  were  wounded  to  be 
cared  for,  a total  of  19  Texans  plus  at  least  280 
Mexicans  (6,  pp  56-57).  Labadie  set  to  work,  handi- 
capped by  inadequate  numbers  of  bandages  and,  as 
he  put  it,  “assisted  by  only  one  attendant  with  a 
candle”  (6,  p 56).  Unfortunately  he  left  no  details  of 
the  cases  he  saw  or  the  treatment  given.  The  free  use 
of  the  amputation  knife  and  bone  saw  can  be  infer- 
red, since  those  were  the  instruments  most  used  by 
surgeons  on  every  battlefield  in  the  world  ( 7 ). 

During  this  campaign  Labadie  was  not  well  him- 
self, suffering  from  rheumatic  pains  that  he  blamed 
on  the  necessity  of  sleeping  on  the  wet,  cold  ground 
en  route  to  join  the  army.  The  excitement  of  battle 
erased  all  pain  while  the  fighting  lasted,  but  after- 
ward he  felt  extremely  ill.  “The  stooping  position  1 
was  compelled  to  assume  to  dress  the  wounded  as 
they  lay  upon  the  floor,  caused  my  pains  to  be  still 
more  acute  . . . ,”  though  a few  hours  of  sleep  seemed 
to  revive  him  (6,  p 56). 

While  he  was  attending  to  the  injuries  of  the 
Mexican  prisoners,  he  was  requested  to  speak  to  a 
prisoner  whom  the  guards  could  not  understand. 
Labadie’s  Spanish  was  good,  and  he  soon  found  that 
the  prisoner  was  Santa  Anna.  He  had  the  honor  of 
introducing  the  defeated  general  to  the  victor,  Sam 
Houston,  who  was  himself  having  a wound  treated 
at  the  time,  and  he  interpreted  for  the  two  men  for 
some  minutes  (6,  p 57). 

Years  later,  Houston  claimed  not  to  remember 
ever  meeting  Labadie  (8,  pp  18—35).  The  source  of 
his  remark  was  a violent  speech,  his  last  as  a United 
States  senator,  in  which  he  devoted  almost  all  his 
energies  to  attacking  a reminiscence  about  San 
Jacinto  written  by  Labadie  and  defending  his  own 
patriotism  and  military  skills.  The  details  of  this  acri- 
monious dispute  are  not  important  here,  but  the 
fact  that  Houston  spent  his  last  hours  as  a senator 
defending  himself  suggests  that  the  attack  by  Labadie 
was  perhaps  close  to  the  mark,  or  at  any  rate  was 
pressing  on  a raw  spot.  The  main  criticism  ( and  this 
was  expressed  by  many  others  as  well ) was  that 
Houston  had  to  be  coerced  into  fighting  at  San  Ja- 


cinto, that  he  wanted  to  halt  the  troops  that  day  in 
the  midst  of  their  battle,  and  that  he  had  come  most 
unfairly  to  have  a major  share  of  the  credit  and  the 
glory  for  winning  the  battle  and,  thus,  indepen 
dence  from  Mexico  for  Texas.  Here  is  one  example 
of  this  sort  of  claim  from  Labadie’s  account  of  the 
21st  of  April:  “Every'  man  was  eager  for  it  (battle), 
but  all  feared  another  disappointment,  as  the  com- 
mander still  showed  no  disposition  whatever  to  lead 
the  men  out”  (6,  p 53). 

Some  feeling  for  the  level  of  argument  in  those 
sturdy  day's  can  be  found  in  Labadie’s  description  by 
Houston.  He  speaks  of: 

...  a narrative  of  the  “campaign  of  San  Jacinto.  ’’ 
It  has  a name  attached  to  it  and  purports  to  be 
taken  from  the  diary  of  a gentleman  who  has  the 
prefix  of  “Doctor”  to  his  name,  to  give  it  weight  in 
society.  The  individual  is  unknown.  He  is  a poor 
dupe,  ignorant,  I presume,  of  the  contents  of  the 
paper  which  bears  his  name.  It  is  possible  that  he 
never  knew  a word  it  contained.  It  would  be  diffi- 
cult to  think  otherwise;  for  one  avenue  to  his 
understanding  he  being  profoundly  deaf  has  for 
many  years  been  closed.  . . . (8,  p 18) 

This  is  dirty'  fighting  indeed!  Labadie  isn't  really 
a doctor,  someone  forged  his  name  to  the  account, 
Houston  doesn’t  know  him,  but  seems  to  know  him 
well  enough  to  point  out  his  physical  (and,  by  im- 
plication, mental ) deficiencies,  etc. 

To  return  to  1836,  after  the  battle  Labadie  was 
ordered  to  Galveston  with  a group  of  the  prisoners 
and  received  permission  to  visit  his  family  at  Ana- 
huac  at  this  time.  Events  had  dealt  badly  with  the 
inhabitants  there.  They  had  fled  for  safety,  but  were 
stopped  by  flooded  rivers  and  forced  to  camp  in 
wet,  swampy  ground.  Dysentery',  measles,  and 
whooping  cough  ravaged  the  group  of  300  families, 
including  the  doctor’s  two  children.  All  were  hun- 
gry and  miserable.  Eood  was  obtained  finally  from 
Galveston,  but  by  then  Labadie’s  health  was  dam- 
aged permanently.  “Deprived  of  all  wholesome  food, 
my  pains  again  returned  worse  than  ever,  and  for 
one  week,  1 was  deprived  of  all  consciousness,  and, 
on  recovering,  1 found  my  hearing  had  departed — 1 
was  deaf’  (6,  p 63).  And  so  he  remained  for  the  rest 
of  his  life,  an  unfortunate  accident  that  must  have 
been  a trial  to  the  young  man — he  was  only  34 
when  this  occurred — and  one  that  certainly  kept 
him  from  becoming  expert  in  the  new  art  of  aus- 
cultation, just  coming  into  use  then,  but  neverthe- 
less not  preventing  him  from  the  practice  of  his 
profession.  His  deafness,  as  we  have  seen,  also  gave 
Sam  Houston  a useful  weapon  when  he  needed  it  20 
years  later,  conveniently  ignoring  the  fact  that 
Labadie’s  deafness  might  justifiably  be  seen  as 
“service-related.” 
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Labadie’s  medical  practice 

What  can  be  said  about  Labadie’s  practice?  A cen- 
tury and  a half  later,  in  the  times  of  CAT  scanners, 
microsurgery,  sophisticated  knowledge  of  the  body 
at  a molecular  level,  and  highly  potent  therapeutic 
agents,  it  is  difficult  to  visualize  the  medical  practi- 
tioner of  the  past  or  to  realize  the  difficulties  of  his 
task.  When  we  do  begin  to  see  some  aspects  of  the 
picture,  we  are  sometimes  prone  to  feel  contemptu- 
ous of  our  predecessors  and  perhaps  a little  ar- 
rogant about  our  present  capabilities.  Certainly  our 
medical  ancestors  do  not  warrant  contempt.  They 
struggled  with  ignorance  no  less  determinedly  than 
we  do,  and  their  failings  reflect  general  lack  of 
knowledge  more  often  than  stupidity  or  brutality. 

Yet  the  treatments  of  the  time  often  make  early 
practitioners  such  as  Labadie  seem  brutal  to  our 
eyes.  The  dominant  forms  of  therapy  were  bleeding, 
puking,  and  purging.  Bleeding  was  done  by  opening 
veins,  by  applying  leeches,  and  by  a process  called 
cupping  (See  p 27  “The  automation  of  leeches,  ” by 
Joyce  Schwartz,  MD ).  Frequently,  the  instructions 
were  to  bleed  till  the  patient  fainted,  this  event 
being  taken  as  a sign  that  the  procedure  might  best 
be  stopped — for  the  moment.  Vast  quantities  of 
blood  were  extracted  from  patients,  especially  dur- 
ing the  first  half  of  the  19th  century. 

Equally  heroic  were  the  methods  involving  drugs: 
Puking  and  purging  were  produced  by  a wide  vari- 
ety of  active  agents,  many  derived  from  plants,  some 
based  on  the  even  more  violently  effective  metallic 
drugs  such  as  mercury  and  antimony.  Nor  were 
these  drugs  administered  timidly.  Vigorous  and 
prompt  action  was  seen  to  be  clear  evidence  of 
efficacy. 

Yet  these  and  similar  methods  must  be  seen 
within  the  context  of  Labadie’s  time,  not  ours.  The 
ancient  Greek  theory  of  the  four  humors  was  weak- 
ening but  still  carried  much  weight  in  the  first  half 
of  the  1 9th  century.  According  to  this  theory,  dis- 
ease indicated  an  imbalance  in  the  quantities  of  the 
humors — blood,  phlegm,  yellow  bile,  and  black 
bile — in  the  patient’s  body.  If  too  much  of  a humor 
existed,  the  excess  was  to  be  removed,  and  as 
quickly  as  possible.  This  was  known  as  depletive 
therapy,  and  tht)ugh  we  now  know  it  to  be  largely 
wrong,  it  was  not  irrational;  it  was  based  on  a ra- 
tional but  incorrect  theory. 

In  his  time,  the  reputation  of  Nieholas  Labadie, 
this  ill-trained  but  apparently  compassionate  and 
sensible  physician,  was  a good  one.  At  the  time  of 
his  death  he  was  much  lauded,  and  while  these  re- 
marks may  have  some  of  the  nature  of  the  conven- 
tional eulogy  about  them,  they  do  tell  us  something 
of  the  man.  The  Galveston  News  stated:  “Galveston 
never  lost  a better  citizen;  nor  the  poor,  or  those 
suffering  and  in  want,  a better  friend  . . . To  those 
in  destitute  circumstances,  his  services  and  his 


medicines  have  been  freely  given  without  money 
and  without  price”  (9). 

Even  more  telling  is  the  evidence  from  Labadie’s 
practice,  about  which  we  know  at  least  a little.  That 
little  is  enough  to  show  that  he  was,  first,  a practical 
and  sensible  man.  At  a time  when  the  medical  pro- 
fession knew  little  of  the  true  nature  of  epidemics 
such  as  cholera  and  yellow  fever,  Labadie’s  advice 
relied  heavily  on  common  sense.  In  discussing  chol- 
era, for  example,  a disease  that  devastated  Texas  in 
the  1830s,  he  strongly  advised  burying  the  stools 
and  not  permitting  them  to  remain  in  the  sickroom, 
“so  as  to  destroy  the  poison  from  the  stools”  (10), 
though  he  had  no  idea  what  this  “poison”  was  nor 
had  any  modern  knowledge  of  sanitation. 

His  struggle  to  understand  the  nature  of  disastrous 
epidemics  is  best  documented  in  connection  with 
yellow  fever,  a regular  and  often  catastrophic  visitor 
to  Galveston  and  Houston  throughout  Labadie’s  pro- 
fessional lifetime.  His  interest  not  only  was  medical, 
but  also  highly  personal,  since  yellow  fever  killed 
his  first  wife  in  1839  (11).  His  perplexity  with  re- 
gard to  preventing  the  disease,  Labadie  shared  with 
his  colleagues,  but  he  was  at  least  capable  of  hon- 
estly examining  the  facts.  One  mystery  was  why 
quarantine  seemed  ineffectual;  here  are  the  doctor’s 
notes  on  this  topic,  written  just  after  the  1864 
epidemic  and  nearing  the  end  of  a lifetime  of 
experience: 

Our  city  fathers  did  once  pass  a quarantine  law, 
and  built  a hospital  on  Mosquite  [s/c]  Island,  now 
Fort  Point  By  day  and  by  night  they  had  men  and 
drays  cleaning  yards,  alleys,  &c . . . never  was  a 
town  more  clean  and  nice.  Whilst  we  were  com- 
forting ourselves  in  our  happiness  and  certainty  in 
our  supposed  security,  and  no  steamship  to  arrive, 
as  they  had  left  for  the  north  to  be  repaired,  and 
no  arrivals  from  N.  Orleans  or  any  other  port 
a servant  German  girl,  in  the  employ  of  Mr  J. 
Berlocher,  living  on  the  Strand,  was  taken  sick  and 
died  with  black  vomit  {the  virulent  form  of  yellow 
fever]  before  anyone  was  aware  of  her  real  disease. 
She  being  a stranger  had  not  been  out  of  the  house 
for  weeks,  and  only  about  four  months  at  this 
place  from  Germany.  About  that  time  many  were 
taken  sick;  so  it  went  on  increasing  ( 12). 

The  mosquito-borne,  viral  nature  of  yellow  fever 
would  not  be  elucidated  till  long  after  Labadie’s 
death.  But  its  effects  were  basically  uncontrol- 
lable and  catastrophic.  Between  1839  and  1867, 
when  the  doctor  died,  there  were  nine  recorded 
epidemics  of  yellow  fever  in  the  city  (13).  Labadie 
was  active  in  combatting  the  first  eight  and  missed 
the  ninth  only  by  dying  three  months  before  the 
epidemic  began. 
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Labadie's  life  in  Galveston 
Dr  Labadie  married  three  times.  When  he  went  to 
Anahuac  in  1831,  he  met  there  Miss  Mary  Norment 
(or  Norman),  who  had  been  born  in  Mississippi 
in  1815,  daughter  of  William  Norment  and  Sarah 
Milburn.  They  were  married  in  1831,  after  a short, 
successful  courtship  typical  of  frontier  commu- 
nities, and  by  the  time  of  Mrs  Labadie’s  death  in 
1839,  at  the  age  of  24,  they  had  had  four  children,  a 
son  who  died  very  young  and  daughters  Sarah, 
Charlotte,  and  Mary  Cecilia.  The  following  year, 
Labadie  married  Mrs  Agnes  Rivera,  a widow,  who 
presented  him  with  a son,  Joseph,  but  who  died  in 
1843  or  1844.  The  marriage  to  Agnes  Rivera  was 
the  first  that  was  consecrated  in  the  new  St  Mary 
Cathedral  in  Galveston,  in  the  building  of  which 
Labadie  played  a role  (14).  Finally,  the  doctor  mar- 
ried Julia  Seymour,  of  Guilford,  Conn,  who  survived 
him  and  died  in  1888  (15— 16). 

Of  his  business  interests,  much  could  be  said.  He 
moved  to  Galveston  in  1 836,  and  according  to  an 
advertisement  in  the  1858  edition  of  the  Texas  Al- 
manac, he  opened  his  wholesale  and  retail  estab- 
lishment in  1838.  The  firm  first  appeared  under  his 
own  name  and  then  in  the  1860s  as  Labadie  and 
Barstow,  his  son-in-law  having  joined  him  in  part- 
nership (17).  The  store  was  located  at  the  corner  of 
Market  and  23rd  streets  and  offered  a wide  variety 
of  goods,  including  drugs,  dye  stuffs,  paints,  window 
glass,  “fancy  articles,”  stationery,  medical  books. 
Catholic  books  and  Bibles,  seeds,  cypress  and  pine 
lumber  and  shingles,  bricks,  and  other  building 
materials. 

By  1839  he  owned  a single  lot  in  Galveston  (18), 
and  his  land  holdings  increased  substantially  over 
the  years.  In  1851  he  purchased  a wharf  site  at  the 
foot  of  26th  Street,  for  $3,000.  “Labadie’s  Wharf’ 
was  an  important  part  of  this  vital  aspect  in  the 
growth  of  the  city  for  several  years,  being  taken 
over  by  the  Wharf  Company  in  the  late  1850s  ( 19). 
Precisely  how  Labadie  made  his  money  we  do  not 
know,  but  he  did  well;  in  1850  he  was  worth 
$12,000,  and  in  I860,  $70,000  (20). 

In  politics,  it  seems,  Labadie  remained  a Texan 
first,  an  American  second,  and  perhaps,  late  in  his 
life,  a Canadian  not  at  all.  He  strongly  supported  the 
South  in  the  Civil  War,  and  is  reputed  to  have  at- 
tempted to  join  the  army,  but  was  rejected  on  ac- 
count of  age  (21).  He  did  serve  on  the  medical 
examining  board  to  the  First  Brigade  of  Texas  state 
troops. 

Not  long  after  the  end  of  the  war,  Nicholas  Labadie 
reached  the  conclusion  of  his  life’s  work.  In  Febru- 
ary 1867,  he  became  ill  with  what  was  diagnosed  as 
typhoid  fever.  After  an  illness  of  about  six  weeks,  he 
died  in  Galveston  on  March  12.  He  was  64  years  of 
age,  a dedicated  practitioner  with  a fine  reputation 
in  his  adopted  home,  successful  in  business,  and 


with  children  and  grandchildren  to  mourn  him  and 
to  carry  on  his  name. 
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A CURE  COULD 


He  can’t  wait  a lifetime — he  hasn’t  got  it. 

So  like  thousands  of  other  children 
with  Duchenne  Muscular  Dystrophy,  he  can 
56  only  sit  tight  while  MDA  researchers  race 
— against  time. 

One  of  the  most  common  and  devastat- 
ing forms  of  muscular  dystrophy,  Duchenne 
is  caused  by  a defective  gene.  The  first  step 


in  finding  a cure  is  finding  that  gene.  And 
right  now  we’re  so  close  that  we’re  pouring 
every  possible  cent  into  the  quest. 

For  many  of  the  children  stricken  with 
Duchenne  today,  it  may  not  be  too  late. 

And  the  child  you  see  here  could 
watch  his  life  expectancy  stretch  into  a 
lifetime. 


Muscular  Dystrophy  Association,  Jerry  Lewis,  National  Chairman 
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Qlulical  Hhstnicts 


Clinical  abstracts  are  selected  from  current  reviews  in  100 
internationally  recognized  journals  received  by  the  TMA  Me- 
morial Library  each  month. 

Investigation  of  lung  cancer  among  female  cosmetolo- 
gists. Ana  M.  Osorio,  MD;  Leslie  Bernstein,  PhD;  David  H. 
Garabrant,  MD,  and  John  M.  Peters,  MD.  American  Occupa- 
tional Medical  Association,yot/m«/  of  Occupational  Medicine, 
vol  28,  no  4,  April  1986,  pp  291—295. 

Using  a population-based  cancer  registry  to  identify  subjects,  a 
case-control  study  of  female  cosmetologists  in  Los  Angeles 
County  was  conducted  to  investigate  possible  occupational 
and  environmental  causes  for  the  elevated  lung  cancer  risk 
found  in  this  group.  A standardized  questionnaire  was  admin- 
istered to  proxy  informants  for  deceased  lung  cancer  patients 
and  deceased  nonpulmonary  cancer  control  patients.  No  asso- 
ciations between  lung  cancer  and  specific  beauty  shop  tasks, 
beauty  product  use,  or  environmental  exposures  were  ob- 
served in  the  crude  analysis  or  after  controlling  for  smoking 
status.  Case  subjects  had  held  more  jobs  outside  of  cos- 
metology than  control  subjects,  but  these  jobs  did  not  appear 
to  be  associated  with  any  known  hazardous  exposures.  Despite 
the  elevated  risk  of  lung  cancer  among  female  cosmetologists, 
researchers  were  unable  to  relate  this  excess  to  any  specific 
occupational  tasks  or  exposures.  The  excess  of  lung  cancer  in 
cosmetologists  is  most  likely  accounted  for  by  a higher  fre- 
quency of  smoking  in  this  occupational  group. 

Ocular  manifestations  of  drug  abuse.  Nick  J.  McLane,  MD, 
and  Denis  M.  Carroll,  MD.  Survey  of  Ophthalmology,  Inc,  Sur- 
vey of  Ophthalmology,  vol  30,  no  5,  March-April  1986,  pp 
298-313. 

Abuse  of  drugs,  including  some  used  clinically  and  others  with 
no  legal  or  clinical  use,  can  cause  ocular  injury  and  disease. 
Ocular  manifestations  of  drug  abuse  may  be  due  to  the  sub- 
stances themselves,  to  invasive  methods  of  administration,  or 
to  injury  suffered  during  states  of  altered  consciousness. 
Grouping  the  drugs  into  five  categories  (opiates,  marijuana, 
stimulants,  depressants,  and  hallucinogens),  the  authors  de- 
scribe the  pharmacologic,  congenital,  toxic,  infectious,  em- 
bolic, and  psychological  ocular  manifestations  of  their  abuse. 


New  concepts  in  the  non-Hodgkin  lymphomas:  radi- 
ologic implications.  David  C.  Bragg,  MD;  Thomas  V.  Colby, 
MD;  and  John  H.  Ward,  MD.  The  Radiological  Society  of  North 
hmerici.  Radiology,  vol  159,  1986,  pp  289-304. 

Non-Hodgkin  lymphomas  are  a heterogeneous  group  of  neo- 
plasms believed  to  be  derived  in  the  majority  of  cases  from  a 
common  ancestor,  the  lymphocyte.  The  clinical  and  radiologic 
implications  of  the  newer  concepts  in  the  classification,  stag- 
ing, and  treatment  of  these  neoplasms  form  the  basis  for  this 
review.  The  disease  course,  staging  requirements,  and  treat- 


ment strategies  are  determined  by  histologic  classification, 
prognostic  grade  of  the  tumor,  disease  presentation  in  a nodal 
or  extranodal  site,  and  clinical  stage.  The  unique  and  common 
radiologic  features  of  these  neoplasms  are  reviewed  in  each  of 
the  major  anatomic  regions  of  the  body. 

Combined  psychotherapy  and  pharmacotherapy  for 
depression.  Hope  R.  Conte,  PhD;  Robert  Plutchik,  PhD; 
Katherine  V.  Wild,  MA;  and  Toksoz  B.  Karasu,  MD.  American 
Medical  Association,  Archives  of  General  Psychiatry,  vol  43, 
May  1986,  pp  471  -479. 

To  determine  whether  combined  psychotherapy  and  phar- 
macotherapy is  superior  to  alternative  therapies  for  unipolar 
depression,  the  authors  reviewed  all  controlled  studies  of  out- 
patients treated  for  unipolar  depression  reported  between 
1974  and  1984.  To  accomplish  this,  they  developed  a new 
statistical  approach  that  is  specific  in  its  method  of  evaluating 
the  quality  of  each  study  and  specific  about  the  weights  given 
to  each  outcome.  The  combined  active  treatments  (drugs  plus 
psychotherapy)  were  appreciably  more  effective  than  the 
placebo  conditions,  but  only  slightly  superior  to  psycho- 
therapy alone,  pharmacotherapy  alone,  or  either  of  these 
combined  with  a placebo. 


Early  rheumatoid  arthritis.  Approach  to  diagnosis  and 
treatment.  David  Bjarnason,  MD;  Andrea  Dlesk,  MD;  Jerry  W. 
Goldberg,  MD,  et  al.  McGraw-Hill,  Postgraduate  Medicine,  vol 
79,  no  6,  May  1,  1986,  pp  46-48,  51-55,  58-59,  61. 

Throughout  the  ages,  rheumatoid  arthritis  has  been  one  of  the 
most  crippling  diseases  and  one  of  medicine’s  greatest  myste- 
ries. Diagnosis  quite  often  can  be  difficult,  because  so  many 
other  diseases  produce  similar  symptoms.  In  this  review,  the 
authors  present  a practical  approach  to  evaluation  and  differ- 
ential diagnosis  of  early  disease  and  discuss  the  various  treat- 
ment options  for  alleviating  pain  and  preventing  disability. 


Volume  82  July  1986 


AND  ONLYa 


auto  leasing  company  endorsed 
by  both  the  Texas  Medical  Association  and  the 
Tarrant  County  Medical  Society,  with  good  reason. 
Call  our  toll-free  number  for  more  information. 

1-800-442-6158 


TRANS-TEXAS  LEASING 
9330  LBJ  Frwy,  Suite  635 
Dallas,  TX  75243 

1-214-699-9494 


Texas  Medicine 


'*Thought  provoking!” 

"*The  American  Dream  is  alive  and  wellP 
"*Frank,  open  and  honest!” 


“Eveiy  doctor 
should  view  this 
presentation  r 


|i  expressive  statements  used  above  are  typical  of  the  response 
it  Dr.  L..  Donald  Guess  has  consistently  received  from  more  than 
1000  doctors  who  have  attended  Xelan’s  Capital  Accumulation 
ininars  since  1974.  After  viewing  the  presentation  on  this  video, 
iji'll  understand  why  Dr.  Guess  is  considered  by  many  to  be  a 
'ding  authority  on  financial  planning  for  doctors.  The  financial 
I jlts  experienced  by  those  doctors  who  have  taken  positive 
ion  with  techniques  that  Dr.  Guess  will  talk  to  you  about  in  this 
i sentation  are  astonishing. 

■ Income  Taxes  Decreased  an  average  of 
$13,266  annually 

■ Personal  Savings  Increased  an  average 
of  $30,329  annually 

■ Expected  Savings  at  Retirement 
Increased  to  an  average  of  $984,510 

'his  presentation.  Dr.  Guess  strives  to  create  for  you  an  awareness 
it  a doctor’s  greatest  asset  is  his  mental  capability.  By  stimulat- 
li  mental  activity  through  the  introduction  of  new  financial  ideas. 
Guess  has  proven  that  positive  economic  change  is  inevitable. 


L.  Donaid  Guess,  DMD 

Dr.  L.  Donald  Guess  is  the  founder  and  president  of  Xelan,  the 
Economic  Association  of  Health  Professionals.  The  association 
is  dedicated  to  helping  doctors  enjoy  greater  personal  freedon. 
through  financial  security.  Dr.  Guess  has  been  sponsored  as  an 
accredited  continuing  seminar  leader  by  component  societies  of 
the  ADA  and  AMA,  and  is  a faculty  member  and  visiting  lecturer 
with  several  major  universities  throughout  the  United  States. 

Dr.  Guess  also  appeared  as  a keynote  speaker  before  the  Interna- 
tional Investors’  Forum.  The  theme  of  the  conference  was  "The 
Economic  Future  of  the  Free  Enterprise  System,  Investment 
Strategy  of  the  80’s.’’ 

To  expedite  your  order  with  the  use  of  MC  or  VISA, 
call  toll  free: 

Inside  Texas  1-800-252-9146  Ext.  816 

Outside  Texas  1-800-531-5255  Ext.  816 
Or  mail  your  check  in  the  amount  of  $47.50  to: 

Xelan,  Economic  Association  of  Health  Professionals 

3605  Balcones  Drive,  Austin,  TX  78731 


Xnfomiatiori  for  Az  ithors 


Texas  Medicine  has  two  purposes:  As  a continuing  education  vehicle 
for  physicians,  it  publishes  clinically  useful  scientilic  articles  and  other 
technical  information  As  the  official  publication  of  the  Texas  Medical 
Association,  it  informs  members — through  editorials,  news  pages,  and 
regular  departments — about  medical  events,  legislative  and  govern- 
mental news,  meetings,  continuing  education  courses,  and  programs 
and  policies  of  the  Association 

Material  for  Texas  Medicine  may  be  sent  to  the  Managing  Editor, 

1801  North  lamar  Blvd,  Austin  "’8701  It  must  be  offered  solely  to  this 
journal.  Each  article  is  reviewed  by  a consultant  specialist  and  an  edi- 
torial board,  and  is  accepted  or  rejected  on  the  basis  of  its  individual 
merit  and  the  availability  of  other  material  Reviews  usually  take  six  to 
eight  weeks. 

Copyright  assignment 

In  view  of  The  Copyriglit  Revision  Act  of  1976,  effective  Jan  1,  1978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage: "In  consideration  of  the  Texas  Medical  Association  taking  action 
in  reviewing  and  editing  my  submission,  the  author!  s ) undersigned 
hereby  transfers,  assigns,  or  othertv  ise  conveys  all  copyright  ownership 
to  the  Texas  Medical  Association  in  the  event  that  such  work  is  pub- 
lished by  the  TMA." 

We  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  necessitate  return  of 
the  manuscript. 

Scientilic  articles 

Manuscripts  should  be  typed  double-spaced  with  ample  margins.  Three 
copies,  including  illustrations,  should  be  submitted  and  the  author 
should  keep  a copy. 

Please  indicate  six  key  words  for  indexing. 

Titles  should  include  the  words  most  suitable  for  indexing  the  ar- 
ticle in  “Index  Medicus,"  should  stre.ss  the  main  point,  and  should  be 
brief.  Subtitles  should  not  be  connected  grammatically  with  the  main 
title. 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory'  summary  of  100-  150  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  Eor  spelling  and  usage  the  editors  follow 
“Dorland’s  Illustrated  Medical  Dictionary,”  26th  edition,  and  “Webster's 
Third  New  International  Dictionary,  Unabridged." 

The  text  of  observational  and  experimental  articles  is  u.sually — but 
not  necessarily — divided  into  sections  with  the  headings:  Introductictn, 
Methods,  Results,  and  Discussion.  Subheadings  may  be  needed  to  clar- 
ify content.  Other  types  of  articles  may  need  different  formats. 

For  more  extensive  information  about  preparing  medical  articles  for 
publication,  the  editors  suggest  the  following  sources; 

International  Committee  of  Medical  Journal  Editors:  Uniform  re- 
quirements for  manuscripts  submitted  to  biomedical  journals.  The 
complete  document  is  available  in  the  June  1982  issue  of  the  Annals 
of  Internal  Medicine 

Barclay  WR,  Southgate  MT,  Mayo  RW:  Manual  for  authors  and  edi- 
tors; editorial  style  and  manuscript  preparation.  Los  Altos,  Calif, 

Lange  Medical  Publications,  1981.  (iompiled  for  the  American  Medical 
Association. 

CBE  Style  Manual  (iommittee:  C.ouncil  of  Biology  Editors  style  man- 
ual: a guide  for  authors,  editors,  and  publishers  in  the  biological  sci- 
ences. 4th  ed.  Council  of  Biology  Editors,  Inc,  1978.  Distributed  by  the 
American  Institute  of  Biological  Sciences,  Arlington,  VA. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to  prin- 
ciples and  techniques  of  clear,  concise  writing,  and  are  applicable  to 
scientific  as  well  as  general  topics. 

References 

References  to  scientific  publications  .should  be  listed  in  numerical  order 
at  the  end  of  the  article,  with  reference  numbers  placed  in  parentheses 
at  appropriate  points  in  text. 

Minimum  acceptable  data: 

Journals.  Author,  article  title,  journal,  volume,  inclusive  pages,  year. 

Books.  Author,  title,  place  of  publication,  publisher,  year 

Other  sources:  Enough  information  must  be  included  so  that  the 
information  can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  available 
should  be  excluded  from  the  reference  list,  but  may  be  mentioned 
parenthetically  or  in  footnotes. 


Illustrations 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author’s 
name,  and  title  of  article  in  brief 

Legends  should  be  in  complete  sentences,  numbered,  and  typed  on 
a separate  sheet  of  paper. 

Tables  should  be  typed  on  separate  sheets.  Column  headings  should 
show  points  of  similarity';  side  headings,  points  of  difference. 

Previously  published  material 

Written  permi.ssion  should  be  obtained  from  the  publishers  and  the 
authors  for  use  of  any  previously  published  material  ( extensive  textual 
matter,  illustrations,  tables)  used.  Short  verbatim  quotations  in  the  text 
may  be  used  without  permission,  but  should  be  quoted  exactly  with 
the  source  credited.  Copies  of  permission  letters  should  be  submitted 
with  manuscript. 

Editorials 

Editorials  should  be  written  in  clear,  concise  language.  Length  should 
be  about  two  or  three  pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor,  con- 
sultants, and  Board  of  Publication. 

News 

News  items  should  be  sent  to  the  Editorial  Offices,  1801  North  Lamar 
Blvd,  Austin  '’B'^Ol 

Obituaries 

Brief  obituaries  of  deceased  TMA  members  are  published  if  adequate 
information  is  received  within  four  months  of  date  of  death.  With  noti- 
fication, please  include  the  name  and  address  of  next  of  kin. 

Policy  on  columns 

Few  contributors  recognize  beforehand  the  demands  of  producing  a 
monthly  column  that  will  consistently  be  of  interest  and  value  to  the  I 
reader.  Although  a few  regular  columns  appear,  it  has  not  been  the 
policy  to  grant  monthly  pages  to  specific  committees,  councils,  or 
groups. 

'Die  Editorial  Committee  and  the  editors  do,  however,  encourage 
committees,  councils,  and  individuals  to  submit  original  material  which 
they  consider  valuable  to  readers.  Should  regular  publication  in  col- 
umn form  be  deemed  appropriate,  the  committee  and  the  editors  will 
consider  development  of  a column 

Editing 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  ,sent  to  the  printer,  only 
minimal  revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  the  printer  at  an  established  sched- 
ule of  costs.  Authors  automatically  receive  order  blanks  when  their 
articles  are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association. 
Written  permission  from  the  managing  editor  must  be  obtained  be- 
fore reproducing,  in  part  or  in  whole,  any  material  published  in  Texas 
Medicine. 

Point  of  View 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  endorse- 
ment of  the  views  expressed  therein,  nor  shall  publication  of  any  ad- 
vertisement be  considered  an  endorsement  of  or  approval  of  the 
product  or  service  involved. 
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lAedicine  and  the  Law 


Possible  claim?  Role  of  insurer 
and  legal  counsel 

This  column  addresses  the  actions  physicians  should  take  in 
the  event  of  a suit  or  claim  potentially  covered  by  insurance. 
It  also  discusses  the  carrier’s  obligation  to  defend  and  pay  up 
to  the  limits  of  the  policy,  and  the  duty  of  the  insurer’s  at- 
torney to  represent  and  defend  the  insured.  Finally,  it  ad- 
dresses the  role  of  the  physician ’s  personal  attorney  in  assist- 
ing in  the  insured  physician 's  defense. 

Insured  physician’s  duties 

When  an  insured  physician  becomes  aware  of  any  alleged  oc- 
currence, injury,  or  damages  to  which  his  or  her  insurance  may 
apply,  the  physician  should  notify  the  insurance  carrier  as  soon 
as  practical.  The  notice  should  include  identification  of  the 
insured,  and  any  available  information  about  the  time,  place, 
and  circumstances  of  the  occurence.  It  also  should  list  the 
names  and  addresses  of  the  injured  and  other  potential  claim- 
ants and  available  witnesses.  If  the  insured  fails  to  notif)'  the 
carrier,  the  carrier  may  escape  coverage  responsibility. 

The  insurance  policy  ( the  contract  between  the  physician 
and  the  insurer ) routinely  requires  full  cooperation  and  assis- 
tance from  the  insured.  Cooperation  with  the  insurer  includes 
making  available  all  records  relating  to  the  incident.  The  in- 
sured also  will  need  to  cooperate  in  defense  preparation,  in- 
cluding attending  hearings,  depositions,  trials  and  appeals, 
securing  and  giving  evidence,  and  assisting  in  obtaining  the 
cooperation  of  witnesses.  The  insured  also  may  he  required  to 
cooperate  in  any  settlement  made  in  accordance  with  the  pro- 
visions of  the  policy,  and  to  cooperate  in  obtaining  contribu- 
tion, indemnity,  or  other  recovery  from  or  against  any  person 
who  shares  liability  in  a covered  incident. 

The  typical  insurance  contract  provides  that  the  insured 
physician  may  not  make  any  payment,  assume  any  obligation 
or  liability  by  contract  or  otherwise,  or  incur  any  expense  with 
respect  to  any  such  occurrence,  injury,  damages,  or  claim  or 
suit  without  the  carrier’s  prior  written  approval.  The  insurer 
controls  defense  strategy.  While  the  plaintiffs  attorney  may 
encourage  a physician  to  discuss  the  case,  a physician  should 
never  do  so  until  he  has  discussed  the  matter  with  his  attorney. 
Some  physicians  mistakenly  believe  that  they  will  be  able  to 
call  a plaintiffs  attorney  and  “talk  him  out  of  bringing  a law- 
suit.” Such  attempts  further  educate  the  plaintiffs  attorney 
about  the  case  and,  simultaneously,  may  allow  the  physician  to 
be  led  into  damaging  admissions  without  having  the  benefit  of 
legal  counsel  ( 1 ). 

Carrier’s  duty  to  pay  and  defend 

The  insurance  carrier  normally  will  reserve  the  right  to  defend 
at  its  expense  any  claim  or  suit  seeking  covered  damages.  The 
defense  may  include  appeals,  writs  of  error,  and  other  legal 
proceedings  that  the  carrier  determines  to  be  reasonable  and 
appropriate.  The  typical  policy  provides  that  upon  receipt  of 
notice  from  the  insured,  the  carrier  immediately  assumes  re- 


sponsibility for  the  defense  of  covered  claims  and  shall  retain 
legal  counsel. 

Sometimes  the  policy  provides  that  the  carrier  may  not  com- 
promise or  settle  any  claim  or  suit  without  the  consent  of  the 
insured.  However,  many  policies  also  provide  that  if  the  carrier 
wishes  to  settle  and  the  insured  elects  to  contest  or  continue 
the  defense,  the  carrier’s  liability  shall  not  exceed  the  amount 
for  which  the  claim  could  have  been  settled. 

In  Texas  and  in  other  jurisdictions,  an  insurer  normally  exer- 
cises its  right  to  defend  if  there  is  a “potentially”  covered 
claim.  One  authority  observes:  ‘ 

Assuming  the  defense  of  an  insured,  therefore,  may  create  i 
a conflict  of  interest  on  the  part  of  the  insurer.  To  illustrate,  j 
an  injured  third  party,  under  certain  circumstances,  will  al-  j 
lege  alternative  causes  of  action.  One  may  be  covered  under  | 
the  terms  of  the  policy,  such  as  a negligence  cause  of  action,  i 
and  the  other  may  not ....  , 

Whenever  a conflict  becomes  evident  to  an  insurer,  it 
faces  an  election.  It  may  withdraw  from  the  defense  of  the 
insured  or  under  certain  circumstances,  it  my  continue  to  , 
represent  him.  In  either  event,  a failure  to  act  in  utmost  ' 

good  faith  will  render  the  insurer  liable  to  the  insured  ...  ' 

(2). 

The  court  in  Employers  Casualty  Co  v Tilley  stated  that 
when  the  insurer  assumes  exclusive  control  of  the  insured’s 
defense,  the  counsel  hired  to  defend  the  case  becomes  the 
attorney  of  record  and  the  legal  representative  of  the  in- 
sured (3). 

As  such,  the  attorney  owes  the  insured  the  same  unqualified 
loyalty  he  would  have  owed  if  he  had  been  employed  by  the 
insured  originally.  The  attorney  of  record  is  bound  by  a “rigid 
rule”  of  conduct  designed  to  avoid  any  potential  conflict  of 
interest  (4). 

Rules  of  conduct 

The  “Comment”  section  under  Rule  1.7  of  the  Model  Rules  of 
Professional  Conduct  (American  Bar  Association,  House  of 
Delegates,  August  1983)  provides  under  the  caption  “Interest 
of  Person  Paying  for  a Lawyer’s  Serv  ice”  the  following: 

A lawyer  may  be  paid  from  a source  other  than  the  client, 
if  the  client  is  informed  of  that  fact  and  consents  and  the 
arrangement  does  not  compromise  the  lawyer’s  duty  of  loy- 
alty to  the  client.  See  Rule  1.8(f).  For  example,  when  an 
insurer  and  its  insured  have  conflicting  interests  in  a matter 
arising  from  a liability  insurance  agreement,  and  the  insurer 
is  required  to  provide  special  counsel  for  the  insured,  the 
arrangement  should  assure  the  special  counsel’s  professional 
independence.  So  also,  when  a corporation  and  its  directors 
or  employees  are  involved  in  a controversy  in  which  they 
have  conflicting  interests,  the  corporation  may  provide 
funds  for  separate  legal  representation  of  the  directors  or 
employees,  if  the  clients  consent  after  consultation  and  the 
arrangement  ensures  the  lawyer’s  professional 
independence. 
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Medicine  and  the  Ijw  articles  are  intended  to  help  physicians  understand  the 
law  by  providing  legal  information  on  selected  topics.  ITiis  article  is  published 
with  the  understanding  that  I'MA  is  not  engaged  in  providing  legal  advice.  When 
dealing  with  specific  legal  matters,  readers  should  seek  assistance  from  their  own 
attorneys. 


Rule  1.08  of  the  ABA  Model  Rules  of  Professional  Conduct 
provides  in  part:  A lawy  er  shall  not  accept  compensation  for 
representing  a client  from  one  other  than  the  client  unless: 

( 1 ) the  client  consents  after  consultation;  ( 2 ) there  is  no  in- 
terference with  the  lawy  er's  independence  of  professional 
judgment  or  with  the  client-lawy  er  relationship;  and  ( 3 ) in- 
formation relating  to  representation  of  a client  is  protected  as 
required  under  Rule  1.6.  (Confidentiality  of  Information). 

Preserving  client  secrets 

The  ABA  Committee  on  Ethics  and  Professional  Responsibility, 
Informal  Opinion  1476,  Duty  of  Lawy  er  to  Preserve  Confi- 
dences and  Secrets  of  Client  in  Multiple  Representation  from 
Co-clients,  Aug  11,  1981,  provides  that: 

“A  lawyer  retained  by  insurer  to  represent  employer  and 
employee  who  learns  from  employee-client  that  employee  may 
not  be  entitled  to  coverage  may  not  disclose  the  pertinent 
facts  to  the  employer  or  the  insurer  without  the  employee- 
client’s  consent  after  full  disclosure  of  the  consequences  of 
such  revelation.” 

In  the  question  presented,  an  insurance  company  retained 
the  lawyer  to  defend  both  an  insured  employer  and  an  em- 
ployee of  the  insured.  The  lawyer  sought  the  advice  of  the  ABA 
Committee  on  Ethics  as  to  his  professional  responsibility  with 
respect  to  disclosure  to  the  insurance  company  of  information 
gained  in  the  course  of  preparing  the  defense.  The  committee 
concluded: 

We  are  mindful  that  a typical  liability  insurance  policy 
does  not  give  the  insured  the  right  to  choose  the  lawyer 
retained  and  compensated  by  the  insurance  company.  More- 
over, the  insured  is  required,  as  a condition  of  the  insurance 
protection,  to  cooperate  and  assist  in  the  defense  and,  im- 
plicitly, to  reveal  to  the  lawyer  all  pertinent  information 
known  to  the  insured  .... 

The  employer  is  also  the  lawyer’s  client,  and  the  em- 
ployer’s liability  to  the  plaintiff  may  be  affected  by  scope-of- 
employment  circumstances.  The  lawyer  would  be  unable  to 
represent  the  employer-client  in  denying  the  employer’s 
legal  responsibility  for  the  employee’s  conduct  without  con- 
currently acting  adversely  to  the  interest  of  the  employee- 
client  in  preserving  the  employee’s  insurance  protection. 
Possibly,  the  employer-client  and  the  insurance  company 
would  be  willing  to  forego  a scope-of-employment  defense 
and  stand  with  the  employee,  in  which  case  the  interests  of 
the  lawyer’s  clients  would  not  differ.  The  lawyer’s  dilemma, 
however,  is  that  in  seeking  this  consent  the  lawyer  might 
disclose  the  information  that  he  should  preserve  in  confi- 
dence. He  should  not  do  so  without  the  employee’s  consent 
after  full  advice  as  to  the  possible  consequences.  If  the 
matter  cannot  be  resolved  by  agreement  of  insurance  com- 
pany, employer,  and  employee,  then  the  lawy  er  may  have  a 
duty  to  seek  withdrawal  from  the  litigation  ...  If  the  lawyer 
so  withdraws,  he  should  recommend  to  the  insurance  com- 
pany that  separate  counsel  be  retained  to  represent  only  the 
employee’s  interests. 

Of  course,  the  lawy  er  also  should  not  represent  the  insur- 


ance company  in  asserting  that  the  employee-client  is  out- 
side policy  coverage  ( 3 ). 

But  in  the  Tilley  case  (3,  p 559),  decided  in  1973,  the  Texas 
court  “approved”  different  advice.  The  court  cited  two  prin- 
ciples from  a 1 970  ABA  National  Conference  of  Lawyers  and 
Liability  Insurers  list  of  “Guiding  Principles”  for  liability  in- 
surers furnishing  legal  counsel  for  their  insureds. 

rv.  CONFLICTS  OF  INTEREST  GENERALLY— DUTIES  OF 
ATTORNEY.  In  any  claim  or  in  any  suit  where  the  attorney 
selected  by  the  company  to  defend  the  claim  or  action  be- 
comes aware  of  facts  or  information  which  indicate  to  him  a 
question  of  coverage  in  the  matter  being  defended  or  any 
other  conflict  of  interest  between  the  company  and  the  in- 
sured with  respect  to  the  defense  of  the  matter,  the  attorney 
should  promptly  inform  both  the  company  and  the  insured, 
preferably  in  writing,  of  the  nature  and  extent  of  the  con- 
flicting interest. 

V.  CONTINUATION  BY  ATTORNEY  EVEN  THOUGH 
THERE  IS  A CONFLICT  OF  INTERESTS.  Where  there  is  a 
question  of  coverage  or  other  conflict  of  interest,  the  com- 
pany and  the  attorney  selected  by  the  company  to  defend 
the  claim  or  suit  should  not  thereafter  continue  to  defend 
the  insured  in  the  matter  in  question  unless,  after  a full 
explanation  of  the  coverage  question,  the  insured  acquiesces 
in  the  continuation  of  such  defense  . . . (3,  p 559). 

The  mandate  in  Guiding  Principle  fV  approved  by  the  court 
in  Tilley  ( 3 ) is  for  the  attorney  to  inform  both  the  carrier  and 
the  insured  of  the  nature  and  extent  of  the  conflicting  interest. 
However,  the  ABA  Committee  on  Ethics  and  Professional  Re- 
sponsibility, Informed  Opinion  1 476,  issued  1 1 years  later, 
states  that  the  lawyer  is  free  to  disclose  confidences  and  se- 
crets of  his  client  to  the  carrier  only  with  the  client’s  consent 
after  full  disclosure  of  the  consequences  of  such  revelation.  In 
other  words,  the  information  the  lawyer  gains  in  his  represen- 
tation of  the  client  may  not  be  disclosed  to  the  carrier  “when 
the  revelation  might  result  in  denial  of  insurance  protection  to 
the  employee  ” except  with  the  client’s  informed  consent. 

The  physician’s  personal  attorney 

Sometimes  the  defending  physician  retains  his  own  personal 
attorney  to  assure  that  his  interests  are  fully  protected.  This 
might  happen  even  if  a coverage  question  is  not  involved.  The 
physician’s  personally  selected  attorney  may  perform  the  fol- 
lowing functions: 

1.  Review  policy  terms  and  explain  policy  coverage  to  the 
physician; 

2.  Insure  that  the  physician’s  personal  assets — in  the  event 
of  inadequate  coverage — are  protected  over  the  interests  of 
the  insurance  carrier;  and 

3.  Work  out  policy  coverage  questions  or  other  potential 
conflicts-of-interest  between  the  physician  and  the  carrier. 
(These  necessarily  are  raised  when  the  carrier  provides  a non- 
waiver agreement  or  notice.  Such  an  agreement  or  notice  pro- 
vides that  no  subsequent  action  shall  be  construed  as  a waiver 
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of  the  carrier’s  right,  if  any,  to  deny  liability  under  the  policy.) 

The  physician’s  personal  attorney  also  may  assure  that  the 
best  possible  defense  is  provided  by  having  a calming  effect  on 
the  physician  defendant  (if  necessary),  maintaining  a con- 
structive interest  on  the  part  of  the  physician,  and  serving  as  a 
buffer  or  sounding  board  for  the  carrier,  the  carrier’s  selected 
attorney,  and  the  physician.  The  physician’s  selected  attorney 
also  may  make  a formal  recommendation  or  written  demand,  if 
the  case  warrants  such  action,  against  the  insurer.  This  may 
become  critical  if  the  probable  verdict  or  judgment  exceeds 
the  limits  of  the  professional  liability  insurance  coverage. 

The  physician’s  selected  attorney  also  may  work  with  the 
carrier’s  selected  defense  counsel  to  evaluate  and  prepare  the 
defense.  But,  the  physician’s  selected  attorney  must  not  go 
behind  the  back  of  the  carrier’s  selected  attorney  in  working 
with  the  plaintiff’s  attorney.  The  physician’s  selected  attorney 
should  counsel  the  physician  regarding  allegations  that  are  not 
covered  by  insurance,  such  as  antitrust  and  punitive  or  exem- 
plary damages.  If  it  seems  unlikely  that  the  case  can  be  de- 
fended within  policy  limits,  the  physician’s  personal  attorney 
should  counsel  the  physician  with  respect  to  a demand  against 
the  carrier  (6).  Finally,  if  there  is  a settlement,  the  physician’s 
selected  attorney  should  participate  in  settlement  negotiations, 
making  sure  that  no  settlement  stone  is  left  unturned. 

Conclusion 

The  insured  physician  must  cooperate  with  the  insurer  and  its 
selected  counsel  in  claim  defense.  To  the  extent  the  defense 
lawyer  retained  by  the  insurance  company  is  perceived  by  the 
physician  as  not  having  his  or  her  interests  of  primary  concern, 
the  physician  may  continue  to  seek  out  his  or  her  own  coun- 
sel. Professional  ethics  at  the  national  and  state  levels  suggest 
that  the  carrier-selected  lawyer’s  primary  concern  and  loyalty 
is  to  the  physician  he  is  defending  and  not  to  the  insurance 
carrier.  Under  the  more  stringent  ABA  ethical  statement,  the 
lawyer  is  not  free  to  provide  information  to  the  carrier,  which 
might  cause  denial  of  insurance  protection  without  the  in- 
formed consent  of  the  client.  Because  this  ethical  requirement 
is  the  natural  evolution  in  defining  the  proper  role  of  the 
carrier-retained  defense  lawyer,  we  can  anticipate  that  Texas 
courts  will  follow  this  ABA  statement  in  the  future. 
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Now  you  can  have 
convenience  to  the 
Medical  Center 
with  the  luxury  of 
Marriott. 

The  new  Marriott  Hotel  is  linked  to  the 
Texas  Medical  Center  by  an  enclo.sed  walkway. 
No  hotel  is  more  convenient  or  as  special. 

All  guest  rooms  are  spacious  and  richly 
appointed.  Our  concierge  level  offers  you  a 
private  lounge,  continental  breakfast, 
complimentary  hors  d'oeuvres.  and  honor  bar. 

Our  recreation  facilities  feature  an  indoor 
pool  and  whirlpool,  plus  adjoining  fitness 
center  with  an  indoor  track,  racquethall, 
complete  weight  training,  and  excercise 
equipment. 

We  have  9,000  sq.  ft.  of  conference  space 
including  the  Grand  Ballroom  and  .several 
conference  rooms  - perfect  for  seminars, 
business  meetings,  or  product  introductions. 

Our  three  restaurants  and  lounge  offer  a variety 
of  food  and  beverage  options. 

Make  your  next  trip  to  the  Texas  Medical 
Center  convenient,  and  we  will  make  sure  it  is 
special.  For  reservations,  call  us  direct  at 
713-796-0080,  call  your  travel  agent,  or  call 
Marriott  toll  free  1-800-228-9290. 


F Solve  a simple  mathematical 

problem.  Assume  that  X in  the  above 
equation  equals  the  total  number  of  staff  members  in 
your  professional  practice  or  coqtoration.  Subtract 
from  that  number  all  but  one  staff  member  — yourself 

What  do  you  get?  Freedom.  Freedom  from  the 
expense  and  bother  of  personnel-related 
administrative  chores. 


Freedom  to  design  a benefits  and  retirement 
package  which  best  fits  your  own  needs,  without 
the  financial  and  administrative  burden  of  supplying 
like  coverage  for  evety  member  of  your  staff. 

Freedom  to  offer  your  staff  “large  corporation” 
benefits,  even  if  your  professional  practice  or  company 
is  modest  in  size. 


The  equation  can  work  for  you,  through  the  services 
of  Staff  Leasing,  Inc.  The  concept  is  simple.  Our 
company  hires  your  employees  and  leases  them  back 
to  you.  Your  office  routine  remains  unchanged,  except 
that  Staff  Leasing,  Inc.  handles  all  facets  of  personnel 
administration.  We  assume  responsibility  for  payroll 
and  related  accounting,  make  all  employer  contributions 
to  taxes  and  insurance  on  behalf  of  employees,  and 
manage  the  withholding  and  deposit  of  all  employee 
payroll  deductions. 

Because  a large  number  of  men  and  women  are 
employed  by  Staff  Leasing,  Inc.,  our  company  can 
provide  a package  of  employee  benefits  second  to 
none.  Your  staff  will  enjoy  group  medical  insurance, 
including  maternity  benefits;  group  dental  insurance; 
group  life  insurance;  a sound  retirement  plan; 
professional  liability  insurance;  worker’s  compensation 
insurance;  and  more. 


Staff  leasing  is  also  a recognized  and  approved 
solution  to  the  affiliated  service  group 
problem  presented  by  Internal  Revenue  Code 
Section  4l4(m). 


Staff  Leasing,  Inc.  is  not  an  employment  agency. 

We  simply  make  it  easier  for  you  to  operate  your 
professional  practice  or  corporation  with  existing 
staff.  Or  we  staff  your  office  with  new  employees, 
subject  to  your  approval. 

Freedom.  It’s  writing  one  check  a month  and  letting 
Staff  Leasing,  Inc.  do  the  rest. 

Let  us  work  out  a staff  leasing  plan  for  you.  It 
adds  up  to  a better  way  of  doing  business. 


Texas  office: 

Staff  Leasing,  inc. 
7557  Rambler  Road, 
Suite  610 

Dallas,  Texas  75231 
(214)  696-0808 


Oklahoma  office: 

Staff  Leasing,  Inc. 

P.O.  Box  12373 

Oklahoma  City,  Oklahoma  73157 
(405)  943-3310 


Do  you  want 
to  know  if 
you^re 
managing 
your  finances 
in  a 

balanced 
biblical  way? 


There  is  now  a personal  financial  planning  service 
available  in  the  southwest.  Christian  Financial 
Management  offers  fee-only  financial  planning 
with  three  distinctives.  First,  a biblical  approach  to 
personal  finance  that  is  reflected  in  God’s  word. 
Second,  independent  counsel  that  is  not  connected 
with  the  sale  of  any  products.  Third,  technical 
expertise  to  provide  an  integrated  approach  to  each 
area  of  your  personal  finances. 

For  more  information,  call  (512)  328-1140 
Bill  Lucy 

Partner  in  Charge 

BBA,  Finance,  University  of  Houston 
MABS,  Dallas  Theological  Seminary 


CHRISTIAN  FINANCIAL 
MANAGEMENT 

1015  Bee  Cave  Woods,  Suite  207 
Austin,  Texas  78746 

West  Coast  Office  Corporate  Office 

Fresno,  California  Atlanta,  Georgia 
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deaths 


J.W.  Burnett 

James  Wirt  Burnett,  MD,  a life  member  of  the  Texas  Medical 
Association,  died  Feb  12,  1986,  Dr  Burnett,  74,  practiced 
pediatrics  in  Texarkana  from  1938  until  his  retirement  in  Janu- 
ary 1984. 

He  was  born  in  Little  Rock,  Ark,  and  was  a 1932  graduate  of 
the  University  of  Arkansas  at  Fayetteville.  In  1935  he  received 
his  medical  degree  from  Tulane  University  School  of  Medicine 
in  New  Orleans.  After  an  internship  in  Iowa  City,  Iowa,  and 
pediatric  residencies  in  St  Louis,  Dr  Burnett  moved  to 
Texarkana. 

He  is  survived  by  his  wife,  Frances  Burnett,  and  sons,  Robert 
Burnett,  MD,  and  David  Burnett,  all  of  Texarkana,  Tex;  and 
daughter,  Barbara  Burnett  Smith,  Dallas. 

A.F.  Cefai 

Anthony  F.  Cefai,  MD,  a child  psychiatrist  in  Wichita  Falls,  died 
March  3,  1986.  He  was  78. 

Dr  Cefai,  a native  of  Malta,  attended  the  Llniversity  of  De- 
troit. In  1936  he  received  his  medical  degree  from  the  Uni- 
versity of  Rome.  After  a general  internship  at  Metropolitan 
General  Hospital  in  Ontario,  Canada,  Dr  Cefai  studied  pedi- 
atrics at  the  University  of  Pennsylvania  Graduate  School  of 
Medicine  and  then  held  a residency  in  pediatrics  at  The  Chil- 
dren’s Hospital  of  Philadelphia.  He  established  a private  prac- 
tice of  pediatrics  in  Pontiac,  Mich,  and  remained  there  until 
1976.  Dr  Cefai  continued  his  training  with  a residency  in  child 
psychiatry  at  the  Institute  for  Juvenile  Research  at  the  Univer 
sity  of  Illinois.  In  1981  he  moved  to  Wichita  Falls  to  become 
director  of  the  Children’s  Unit  at  Wichita  Falls  State  Hospital. 

Dr  Cefai  is  survived  by  his  wife,  Colette  Cefai,  Wichita  Falls; 
sons,  Michael  Cefai,  Union  Lake,  Mich;  Paul  Cefai,  Rochester, 
Mich;  Robert  Cefai,  Los  Angeles;  David  Cefai,  Washington,  DC; 
Timothy  Cefai,  Lansing,  Mich;  Thomas  Cefai,  Wichita  Falls,  Tex; 
and  John  Cefai,  Austin,  Tex;  and  daughters,  Susan  Cefai,  Austin, 
Tex,  and  Christine  Cefai,  Union  Lake,  Mich. 

H.K.  Crutcher 

Howard  Kelly  Crutcher,  MD,  an  honorary'  member  of  Texas 
Medical  Association,  died  March  12,  1986.  Dr  Crutcher  had 
practiced  medicine  for  42  years  in  the  Dallas  area.  He  was  a 
past  president  of  the  medical  staff  of  Methodist  Hospital  in  Oak 
Cliff. 

^ Born  in  Mount  Vernon,  Tex,  Dr  Crutcher  attended  Baylor 

University  in  Waco.  In  1927  he  was  graduated  from  Baylor 

College  of  Medicine  in  Dallas.  His  internship  was  at  Fort  Sam 
Houston  in  San  Antonio.  He  began  his  medical  practice  of 
obstetrics  and  gynecology  in  Dallas  in  1928  and  continued  to 
practice  medicine  until  his  retirement  in  1970. 

During  World  War  I,  Dr  Crutcher  served  in  the  Army  ROTC. 
Surviving  family  members  include  his  sons,  Howard  K 
Crutcher,  Jr,  MD,  San  Francisco,  and  William  M.  Crutcher,  MD, 
Dallas;  and  three  grandchildren. 

C.W.  Greathouse,  Jr 

Claude  W.  Greathouse,  Jr,  MD,  63,  died  Feb  24,  1986.  Dr  Great- 
house  practiced  plastic  surgery  in  Corpus  C^hristi  from  1962 
until  his  retirement  in  1984. 


He  was  born  in  Portland,  Tex,  and  received  a bachelor  of 
science  degree  from  Southwestern  Llniversity  in  Georgetown. 
In  1953  he  was  graduated  from  Southwestern  Medical  School 
in  Dallas.  He  remained  in  Dallas  for  an  internship  and  resi- 
dency at  Parkland  Memorial  Hospital. 

Dr  Greathouse  practiced  in  Newton,  Tex,  for  two  years  be- 
fore entering  the  University  of  Oklahoma  Medical  Center  for  a 
residency  in  plastic  and  reconstructive  surgery.  He  began  his 
practice  in  Corpus  Christi  in  1962. 

Survivors  include  his  wife,  Alice  Read  Greathouse,  Corpus 
Christi;  daughters,  Ella  Dane  Greathouse,  San  Antonio,  and 
Theresa  Gwen  Tyler,  Corpus  Christi;  stepson,  Roderick  F.  Read, 
Jr,  Houston;  sisters,  Lemmawayne  Burnett,  Corpus  Christi,  and 
Joyce  Clemons,  Huntsville,  Ala;  and  grandsons,  Cody  Tyler  and 
Lee  Tyler. 

J.L.  Green 

J.  Leighton  Green,  MD,  an  El  Paso  physician  for  more  than  50 
years,  died  March  14,  1986.  An  honorary  member  of  Texas 
Medical  Association.  Dr  Green  was  a past  president  of  the  El 
Paso  County  Medical  Society  and  a past  chief  of  staff  of  four  El 
Paso  hospitals. 

He  was  born  in  Dardanelle,  Ark,  and  attended  Austin  College 
in  Sherman,  Tex,  and  Davidson  (NC)  College.  In  1928  he  was 
graduated  from  Tulane  University  School  of  Medicine  in  New 
Orleans.  After  an  internship  and  residency  at  Charity  Hospital 
in  New  Orleans,  Dr  Green  moved  to  El  Paso. 

He  is  survived  by  his  wife,  Virginia  Peeler  Green,  El  Paso; 
sons,  Leighton  Green,  Jr,  El  Paso,  and  David  Green,  MD,  San 
Antonio;  and  brother.  Ret  Gen  William  O.  Green,  USAR, 
Houston. 

A.C.  Henry,  Jr 

Albert  Carl  Henry,  Jr,  MD,  a Dallas  obstetrician-gynecologist, 
died  March  24,  1986,  at  age  72. 

A native  of  Smithville,  Tex,  Dr  Henry  received  a bachelor  of 
science  degree  from  The  University  of  Texas  at  Austin  in  1936. 
In  1941  he  was  graduated  from  Baylor  College  of  Medicine  in 
Dallas  and  the  following  year  completed  an  internship  at 
Hermann  Hospital  in  Houston.  During  1942-1946,  Dr  Henry 
served  in  the  US  Navy.  He  returned  to  Dallas  to  establish  a 
family  practice,  limiting  his  practice  to  obstetrics  and  gyne- 
cology in  1949. 

Surviving  family  members  include  Dr  Henry’s  wife,  Mozelle  S. 
Henry,  Dallas;  daughters,  Susan  Trout,  Houston;  Pamela  Stone, 
Port  Worth;  and  Jane  Slater,  Jacksonville,  Pla;  son,  A.  Carl  Henry 
HI,  MD,  Dallas;  and  eight  grandchildren. 

J.M.  Horn 

J.  Morris  Horn,  MD,  an  honorary'  member  of  Texas  Medical 
Association,  died  March  8,  1986.  Dr  Horn,  78,  practiced  inter- 
nal medicine  in  Dallas  from  1946  until  his  retirement  in  1983- 
He  was  born  in  Pendleton,  Tex,  and  received  his  premedical 
education  at  The  University  of  Texas  at  Austin.  In  1932  he  was 
graduated  from  the  University  of  Pennsylvania  School  of  Medi- 
cine. He  served  his  internship  at  Lakeside  Hospital  in  Cleveland, 
Ohio,  and  then  taught  pathology  for  two  years  at  The  Univer- 
sity of  Texas  Medical  Branch  at  Galveston.  Dr  Horn  practiced 
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in  Fort  Worth  for  six  years  until  World  War  II,  during  which  he 
served  in  the  US  Army.  Upon  discharge  from  military'  service, 
Dr  Horn  moved  to  Dallas  and  established  a private  practice. 

Active  in  the  Dallas  County  Medical  Society,  Dr  Horn  served 
as  a member  of  the  board  of  directors;  chairman  of  the  board 
of  censors,  mediations  committee,  orientation  committee,  and 
school  health  committee;  and  delegate  to  the  Texas  Medical 
Association.  He  was  a past  president  of  the  Dallas  Southern 
Clinical  Society. 

Dr  Horn  is  survived  by  his  son,  Duke  Morris  Horn;  and 
grandchildren,  Heather  Wyatt  and  J.  Morris  Horn  II,  all  of 
Dallas. 

C.R.  Jemigan 

Charlie  Richard  Jernigan,  MD,  an  Arlington  general  surgeon, 
died  Feb  9,  1986,  at  the  age  of  61. 

Born  in  Overton,  Tex,  Dr  Jernigan  attended  The  University 
of  Texas  at  Austin.  He  received  his  medical  degree  from  South- 
western Medical  School  in  Dallas  in  1948. 

While  completing  residency  training  at  Parkland  Hospital  in 
Dallas,  Dr  Jernigan  served  30  months  of  active  duty  as  a medical 
officer  in  the  U.S.  Navy  from  1949  to  1950  and  1954  to  1955. 

Dr  Jernigan  was  a past  chief  of  staff  of  Arlington  Community 
Hospital  and  Arlington  Memorial  Hospital. 

He  is  survived  by  his  wife.  Sue  Bloodworth  Jernigan,  and 
son,  Jeffrey  Richard  Jernigan,  both  of  Arlington;  daughter,  Jill 
Jernigan  Gaffaway,  Blum,  Tex;  father,  C M.  Jernigan,  Kilgore; 
brother,  Robert  Jernigan,  Tyler,  and  two  grandchildren. 

J.L.  Jinkins,  Sr 

Julius  L.  Jinkins,  Sr,  MD,  a honorary  member  of  Texas  Medical 
Association,  died  March  31,  1986.  Dr  Jinkins,  94,  practiced  in 
Galveston  from  1918  until  his  retirement  in  1982. 

Dr  Jinkins  was  a past  president  and  member  emeritus  of  the 
Galveston  County  Medical  Society,  a founding  member  and 
past  president  of  the  Texas  Association  of  Obstetricians  and 
Gynecologists,  a founding  member  of  the  Southwestern  Sur- 
gical Congress,  a life  member  of  the  Central  Association  of 
Obstetricians  and  Gynecologists,  and  a fellow  in  the  American 
College  of  Surgeons  since  1927.  In  1970  he  received  the 
Ashbel  Smith  Distinguished  Alumnus  Award  from  The  Univer- 
sity of  Texas  Medical  Branch. 

A native  of  Normangee,  Tex,  Dr  Jinkins  attended  Baylor  Uni- 
versity and  The  University  of  Texas.  In  1916  he  received  his 
medical  degree  from  The  University  of  Texas  Medical  Branch 
at  Galveston.  After  an  internship  at  John  Sealy  Hospital  in  Gal- 
veston, Dr  Jinkins  was  an  instructor  in  medicine  for  one  year 
and  then  a clinical  associate  professor  in  obstetrics  and  gyne- 
cology at  the  medical  branch.  He  began  a private  practice  of 
obstetrics  and  gynecology  in  Galveston  in  1918. 

Surviving  family  members  include  his  son,  Julius  Luther 
Jinkins,  Jr,  MD,  Galveston;  daughter,  Kittie  Sue  Jinkins  Livesay, 
Houston;  sister,  Mrs  Mac  Leon  Bennett,  Normangee,  Tex;  six 
grandchildren;  and  eight  great-grandchildren. 

H.G.  Love,  Jr 

Horace  G.  Love,  Jr,  MD,  an  honorary  member  of  Texas  Medical 
Association,  died  March  21,  1986.  He  was  67. 


Dr  Love  was  born  in  Washington,  DC.  He  was  a 1 940  gradu- 
ate of  Southwestern  Medical  School  in  Dallas.  His  internship 
and  residency  were  at  Brackenridge  Hospital  in  Austin,  Tex.  Dr 
Love  was  a certified  plastic  surgeon  specializing  in  hand  sur- 
gery and  burns.  He  was  chief  of  plastic  surgery  at  the  US  Naval 
Hospitals  in  San  Diego  and  Portsmouth,  Va.  He  retired  as  a 
Navy  captain  in  1 963.  Dr  Love  was  in  private  practice  in  Dallas 
during  1963—1970.  He  was  an  associate  professor  of  surgery 
in  the  division  of  plastic  surgery  at  The  University  of  Texas 
Medical  Branch  at  Galveston  from  1970  until  his  retirement 
in  1981. 

He  is  survived  by  his  wife,  Marilyn  Love,  Galveston. 

A.T.  Morris 

A.  Truett  Morris,  MD,  an  obstetrician  and  gynecologist  in  Dallas 
for  40  years,  died  Feb  22,  1986,  at  the  age  of  82.  Dr  Morris,  an 
honorary  member  of  Texas  Medical  Association,  was  a found- 
ing fellow  of  the  American  College  of  Obstetricians  and 
Gynecologists. 

in  Bell  County,  Dr  Morris  attended  Baylor  University  in 
Waco  and  Vanderbilt  University  in  Nashville.  In  1930  he  gradu- 
ated from  Baylor  College  of  Medicine  in  Dallas.  He  began  his 
practice  in  Dallas  in  1932. 

During  1942-1945,  Dr  Morris  served  in  the  US  Navy  and 
retired  as  a captain  from  the  Navy  Reserve. 

Since  retiring  from  medical  practice  in  1973,  Dr  Morris  had 
lived  in  East  Texas. 

He  is  survived  by  his  wife,  Kathleen  Wilson  Morris,  Hide-A- 
Way  Lake;  sons,  Morgan  Truett  Morris,  Aransas  Pass,  Tex; 

Richard  King  Morris,  Tyler,  Tex;  and  Russell  King  Morris,  Belle 
Valley,  Ohio;  daughter,  Betty  Morris  Nelson,  Lake  Jackson,  Tex; 

1 5 grandchildren;  and  two  great-grandsons. 

J.L.  Neill 

J.  Lawrence  Neill,  MD,  a lifelong  resident  of  Tyler,  died  March 
21,  1986.  He  was  69. 

Dr  Neill  was  a 1940  graduate  of  The  University  of  Texas  at 
Austin  and  a 1944  graduate  of  Baylor  College  of  Medicine. 

After  military  service,  he  began  a general  practice  in  Tyler. 

After  retiring  from  private  practice.  Dr  Neill  served  as  plant 
physician  for  Tyler  Pipe  Industries,  Inc. 

Active  in  the  Smith  County  Medical  Society,  Dr  Neill  was  a 
past  president  of  the  society. 

He  is  survived  by  his  wife,  Martha  J.  Neill,  Tyler;  son,  David  "73 

Stanley  Neill,  Oakland,  Calif;  daughter,  Elizabeth  Neill,  Miami  

Beach,  Fla;  brother,  Lamar  Neill,  Tyler;  sisters,  Lera  Neill  and 
Lucille  Rayford,  both  of  Tyler;  and  one  granddaughter. 

C.O.  Terrell,  Jr 

Caleb  O.  Terrell,  Jr,  MD,  a longtime  Fort  Worth  pediatrician 
and  honorary  member  of  Texas  Medical  Association,  died 
March  17,  1986. 

Dr  Terrell,  73,  was  born  in  Ranger,  Tex,  and  attended  Rice 
University  in  Houston  and  The  University  of  Texas  at  Austin. 

He  was  graduated  from  Baylor  College  of  Medicine  in  Dallas  in 
1936  and  then  served  an  internship  at  Wisconsin  General  Hos- 
pital. His  residency  in  pediatrics  was  at  Bellevue  Medical  Cen- 
ter in  New  York  City  and  at  St  Louis  (Mo)  Children’s  Hospital. 
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Dr  Terrell  began  practicing  medicine  in  Fort  Worth  in  1940. 

Surviving  family  members  include  his  wife,  Sarah  Lilly  Ter- 
rell, Fort  Worth;  daughters,  Catherine  T.  Pinkerton,  Los  An- 
geles; Sally  T.  Smith,  Arlington,  Va;  and  Suzanne  T.  Crain, 
Shrewsbury,  Mass;  and  six  grandchildren. 

E.O.  Watkins 

E.O.  Watkins,  MD,  80,  a Longview  general  practitioner,  died 
March  10,  1986. 

Born  in  Leonard,  Tex,  Dr  Watkins  had  been  a resident  of 
Longview  since  1931  He  was  a 1930  graduate  of  Baylor  Col- 
lege of  Medicine  in  Dallas.  He  remained  in  Dallas  for  an  intern- 
ship at  Parkland  Memorial  Hospital. 

Active  in  the  Gregg  County  Medical  Society,  Dr  Watkins 
served  as  the  society’s  president  in  1939  and  1945. 

Survivors  include  his  wife,  Lucy  Watkins,  Longview;  and 
daughter.  Sue  Watkins,  Dallas. 

H J.  Williams 

Henry  Joseph  Williams,  MD,  a Corpus  Christi  family  physician, 
died  March  3,  1986.  He  was  70. 

Dr  Williams,  a Corpus  Christi  native,  received  a bachelor  of 
arts  degree  with  honors  from  Tougaloo  College  in  Jackson, 

Miss.  He  returned  to  Corpus  Christi  to  teach  science  at  Soloman 
Coles  High  School.  He  resigned  after  1 1 years  to  enroll  in 
Meharry  Medical  School  in  Nashville.  After  graduating  in  1950, 
Dr  Williams  served  an  internship  in  Washington,  DC,  and  then 
returned  to  Corpus  Christi  to  establish  a medical  practice, 
which  he  continued  until  his  death. 

Active  in  the  civil  rights  movement.  Dr  Williams  was  a life 
member  of  the  NAACP.  Before  the  integration  of  schools  in 
Corpus  Christi,  he  was  selected  by  the  school  system  to  serve 
as  a panelist  in  discussions  involving  racial  situations. 

Surviving  family  members  include  his  wife,  Julia  Y.  Williams, 
Corpus  Christi;  sons,  Henry  Joseph  Williams,  Jr,  Corpus  Christi, 
and  Stephen  Yeates  Williams,  Philadelphia;  and  daughter,  Au- 
rora P.  Jackson,  Cincinnati,  Ohio. 

R.K.  Williams 

Russell  Kenneth  Williams,  MD,  71,  died  March  16,  1986.  Dr 
Williams  was  an  obstetrician-gynecologist  in  Plainview. 

A native  of  West  Virginia,  Dr  Williams  attended  West  Virginia 
University.  In  1942  he  was  graduated  from  Hahnemann  Medi- 
cal College  in  Philadelphia.  He  remained  in  Philadelphia  for  an 
internship  at  Hahnemann  Hospital.  After  serving  in  the  US 
Navy  during  1943-1946,  Dr  Williams  returned  to  Hahnemann 
Hospital  for  a residency  in  obstetrics  and  gynecology.  He  prac- 
ticed in  Shelby,  NC,  before  moving  to  Plainview  in  1951. 

Surviving  Dr  Williams  are  his  wife,  Marjorie  Williams;  and 
daughters,  Jodie  Williams  and  Chrissie  Williams,  all  of  Plainview. 


IN  MEMORIAM 

RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


J.W.  BURNETT 
Texarkana,  1 8 N - 1 986 

A.F.  CEFAI 

Wichita  Falls,  1907—1986 

H.K.  CRUTCHER 
Dallas,  1900-1986 

C.W.  GREATHOUSE,  JR 
Corpus  Christ! , 1923—1986 

j.L.  GREEN 
El  Paso,  1899-1986 

A.C.  HENRY,  JR 
Dallas,  1913-1986 

J.M.  HORN 
Dallas,  1907-1986 


C.R.  JERNIGAN 
Arlington,  1924-1986 

J.L.  JINKINS,  SR 
Galveston,  1892-1986 

H.G.  LOVE,  JR 
Galveston,  1 9 1 9-  1 986 


A.T.  MORRIS 
Dallas,  1903-1986 

J.L.  NEILL 
Tyler,  1916-1986 

C.O.  TERRELL,  JR 
Fort  Worth,  1912-1986 

E.O.  WATKINS 
Longview,  1905-1986 

H.J.  WILLIAMS 
Corpus  Christi,  1915-1986 

R.K.  WILLIAMS 
Plainview,  1914-1986 


The  Memorial  Library  of  the  Texas  Medical 
Association  stands  as  a permanent  memorial 
to  physicians  who  have  served  their  patients, 
their  profession,  and  the  people  of  Texas. 

The  Friends  of  the  TMA  Memorial  Library 
is  an  organization  dedicated  to  enhancing  the 
Library  collection  through  support  by  individ- 
uals. Funds  for  this  organization  are  raised 
through  membership  recruitment  and  memo- 


rial donations  and  are  added  to  the  Texas  Me- 
morial Medical  Library  Fund. 

Contributions  to  the  Texas  Memorial  Medi- 
cal Library  Fund  provide  a valuable  support 
function  to  the  Memorial  Library  which  offers 
a full  range  of  medical  reference  and  audio- 
visual services  to  TMA  members  through- 
out the  state. 


THE  FRIENDS  OF  THE  TMA  MEMORIAL  LIBRARY  FUND 
1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


ANNUAL  MEMBERSHIP  ENROLLMENT  HONOR  AND  MEMORIAL  GIFTS 

I wish  to  become  enrolled  as  a Friend. 

□ Student  $ 5.00  □ Patron  $ 1 00.00 

□ Sustaining  $ 1 5.00  □ Life  $ 1 ,000.00 

□ Subscribing  $25.00 

NAME ^ — 

ADDRESS 

CITY/STATE/ZIP 


□ In  memory  of  D In  honor  of 

NAME 

OCCASION  . 

PLEASE  NOTIFY: 
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We  can’t  make  you 
a better  doctor. 


But  we  can  help  you  make 
your  practice  more  profitable. 


How?  By  helping  you  acquire  many  of  the  business 
skills  and  management  techniques  you  need  to  run 
your  practice  efficiently,  increase  your  patient  roster, 
improve  personal  productivity,  and  manage  your  staff 
and  your  finances  in  a professional  manner. 

The  Texas  Medical  Association,  the  Harris  County 
Medical  Association  and  the  Texas  Society  of 
Medical  Assistants  recognize  how  tough  it  is  for  a 
doctor,  practicing  either  solo  or  as  part  of  a 
partnership  or  group,  to  maintain  a successful 
practice  in  the  face  of  the  drastic  changes  now  taking 
place  in  health  care. 

That’s  why  they’ve  joined  Conomikes  Associates  to 
sponsor  a unique  educational  event  — MEDICAL 
MANAGEMENT  TEXAS™  which  takes  place  in 
Houston,  December  3 - 5,  1 986. 

It  gives  you  much  of  the  basic  business  guidance 
and  management  skills  you  need  to  build  a secure, 
growing  and  successful  practice. 

So  send  for  fhe  free  Seminar  Brochure,  and  make 
plans  to  attend. 

It  can  easily  be  the  most  rewarding  time  you’ll 
spend  away  from  your  practice  this  year. 


Medical  Management  Texas"* 

EXPOCON  MANAGEMENT  ASSOCIATES,  INC, 
3695  Post  Road 

Southport,  CT  06490  (203-259-5734) 


Please  send  me  a free  Conference  Program  and  registration 

information. 

I'm  interested  in  exhibiting.  Send  complete  details. 


Name 


Company 
Address  _ 
City 


. State 


Zip 


Phone 


TM 


SELECT  FROM  A PROGRAM  OF 
OUTSTANDING  SEMINARS  COVERING 
KEY  ASPECTS  OF  MANAGING 
A MODERN  MEDICAL  PRACTICE. 

All  seminars  developed  and  presented  by  the  staff 
of  George  Conomikes  Associates,  a leading 
medical  management  consulting  firm  whose 
seminars  have  attracted  more  than  30,000 
physicians  in  the  last  decade.  Sessions  include: 
Computer  Applications  for  the  Medical  Office;  How 
To  Get  Started  in  Office-Based  Surgery;  Medical 
Advertising;  Marketing  Tips  for  Your  Medical 
Practice;  Waiting  Room/Reception/Business  Office 
Design  and  Layout;  Economics  of  In-House  Labs 
for  Your  Medical  Practice;  How,  When  and  Why  to 
Buy  or  Sell  Your  Medical  Practice;  How  to  Develop 
Your  Personnel  Policy  and  Rules  Manual; 
Conducting  Effective  Performance  Reviews  and 
Salary  Reviews;  Employee  Leasing  Pros  and 
Cons;  Income/Expense  Sharing  Formulas  for 
Partners  and  Groups;  and  many  more. 


THE  TEXAS  MEDICAL 
ASSOCIATION  AND  THE 
HARRIS  COUNTY 
MEDICAL  ASSOCIATION 


PRESENT 


m€DKRL 

mflnflG€m€m' 

TCYQCConF€R€nc€  rod 


exposmon 


DECEMBER  3,  4 and  5, 1986 
HOTEL  INTER  CONTINENTAL  HOUSTON 
AT  THE  GALLERIA 


Texas  Medicine 


The  Texas  Medical  Association 
endorsed  I.C.  System’s  collection 
program  on  February  7,  1983 


Already,  over  2,700  member  practices  are 
enrolled  and  have  recovered  some 
$8.3  million  in  overdue  receivables. 


I.C.  System  is  endorsed  as  a responsible  alternative  for  members  who  need  help 
keeping  their  receivables  under  control.  All  collection  practices  are  legal,  ethical 
and  professional.  The  objective  is  to  collect  without  harming  the  doctor  patient 
relatioaship.  That’s  important. 

In  these  economic  times  you  need  a collection  program  you  can  turn  to  in 
confidence.  Consider  I.C.  System.  Return  this  form.  The  system  is  endorsed  by 
the  Association.  The  System  ’Works! 


Tell  me  more  about  this  program  endorsed  b\'  the 
Texas  Medical  Association. 

Practice  

Address  

City State 

Phone 


Zip 


79 


Send  to  1.  C.  System,  Inc. 

12710  Research  Blvd.,  Suite  200 
Austin,  Texas  78759 
512/250-9720 
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“And  it’s  all  because  you  don’t  take  a couple  of  seconds 
to  buckle  your  safety  belt  Listen,  it  doesn’t  take  a genius 
to  figure  out  that  safety  belts  save  lives.  So  stop  destroying 
my  life.  Buckle  up.  Please.” 

YOUCOULDLEARNAIOTFRONADIIMMY.  BUCKLEYOURSAFETYBEU. 


A Public  Service  Message 


U.S.  Department 
of  Transportation 


Texas  Medicine 


Keflex" 

cephalexin 


Additional  information 
available  to  the  profession 
on  request. 


^□ISTA 


420113 


Dista  Products  Company 
Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  industries,  Inc. 
Carolina,  Puerto  Rico  00630 


On  nitrates, 
but  angina  still 
strikes... 


Aftera  nitrate, 

add  ISOPTIN^ 

(verapamil  HCl/Knoll) 

To  protect  your  patients,  as  well  as  their  quality  of  life, 
add  Isoptin  instead  of  a beta  blocker. 


First,  Isoptin  not  only  reduces  myocardial  oxygen  demand 
by  reducing  peripheral  resistance,  but  also  increases  coro- 
nary perfusion  by  preventing  coronary  vasospasm  and 
dilating  coronary  arteries  — both  normal  and  stenotic. 
These  are  antianginal  actions  that  no  beta  blocker 
can  provide. 

Second,  Isoptin  spares  patients  the 
beta-blocker  side  effects  that  may 
compromise  the  quality  of  life. 

With  Isoptin,  fatigue,  bradycardia  and  mental 
depression  are  rare.  Unlike  beta  blockers, 

Isoptin  can  safely  be  given  to  patients  with 
asthma,  COPD,  diabetes  or  peripheral 
vascular  disease.  Serious  adverse 
reactions  with  Isoptin  are  rare 
at  recommended  doses;  the 
single  most  common  side 
effect  is  constipation  (6.3%). 

Cardiovascular  contra- 
indications to  the  use  of 
Isoptin  are  similar  to  those 
of  beta  blockers:  severe 
left  ventricular  dysfunction, 
hypotension  (systolic  pres- 
sure <90  mm  Hg)  or  cardio- 
genic shock,  sick  sinus  syndrome 
(if  no  artificial  pacemaker  is  present) 
and  second-  or  third-degree  AV  block. 

So,  the  next  time  a nitrate  is  not  enough,  add 
Isoptin . . . for  more  comprehensive  antianginal 
protection  without  side  effects  which  may 
cramp  an  active  life  style. 


ISOPTIN.  Added 
antianginal  protection 
without  beta-blocker 
side  effects. 


Please  see  brief  summary  on  following  page 


ISOPTIIi 

(verapamil  HCI/Knoll) 

80  mg  and  120  mg  scored, film-coated  tablets 

Contraindications:  Severe  left  ventricular  dysfunction  (see  Warnings),  hypo- 
tension (systolic  pressure  < 90  mm  Hg)  or  cardiogenic  shock,  sick  sinus  syn- 
drome (except  in  patients  with  a functioning  artificial  ventricular  pacemaker), 

. 2nd-  or  3rd-degree  AV  block.  Warnings:  ISOPTIN  should  be  avoided  in  patients 
with  severe  left  ventricular  dysfunction  (e.g.,  ejection  fraction  < 30%  or 
moderate  to  severe  symptoms  of  cardiac  failure)  and  in  patients  with  any 
degree  of  ventricular  dysfunction  if  they  are  receiving  a beta  blocker.  (See 
Precautions.)  Patients  with  milder  ventricular  dysfunction  should,  if  possible,  be 
controlled  with  optimum  doses  of  digitalis  and/or  diuretics  before  ISOPTIN  is 
used.  (Note  interactions  with  digoxin  under  Precautions.)  ISOPTIN  may  occa- 
sionally produce  hypotension  (usually  asymptomatic,  orthostatic,  mild  and  con- 
trolled by  decrease  in  ISOPTIN  dose).  Elevations  of  transaminases  with  and 
without  concomitant  elevations  in  alkaline  phosphatase  and  bilirubin  have  been 
reported.  Such  elevations  may  disappear  even  with  continued  treatment;  how- 
ever, four  cases  of  hepatocellular  injury  by  verapamil  have  been  proven  by  re- 
challenge. Periodic  monitoring  of  liver  function  is  prudent  during  verapamil 
therapy.  Patients  with  atrial  flutter  or  fibrillation  and  an  accessory  AV  pathway 
(e.g.  \A/-P-W  or  L-G-L  syndromes)  may  develop  increased  antegrade  conduction 
across  the  aberrant  pathway  bypassing  the  AV  node,  producing  a very  rapid 
ventricular  response  after  receiving  ISOPTIN  (or  digitalis).  Treatment  is  usually 
D.C. -cardioversion,  which  has  been  used  safely  and  effectively  after  ISOPTIN. 
Because  of  verapamil's  effect  on  AV  conduction  and  the  SA  node,  1°  AV  block 
and  transient  bradycardia  may  occur.  High  grade  block,  however,  has  been 
infrequently  observed.  Marked  1°  or  progressive  2°  or  3°  AV  block  requires  a 
dosage  reduction  or,  rarely,  discontinuation  and  institution  of  appropriate 
therapy  depending  upon  the  clinical  situation.  Patients  with  hypertrophic  car- 
diomyopathy (IHSS)  received  verapamil  in  doses  up  to  720  mg/day  It  must  be 
appreciated  that  this  group  of  patients  had  a serious  disease  with  a high  mor- 
tality rate  and  that  most  were  refractory  or  intolerant  to  propranolol.  A variety 
of  serious  adverse  effects  were  seen  in  this  group  of  patients  including  sinus 
bradycardia,  2°  AV  block,  sinus  arrest,  pulmonary  edema  and/or  severe  hypo- 
tension. Most  adverse  effects  responded  well  to  dose  reduction  and  only  rarely 
was  verapamil  discontinued  Precautions:  ISOPTIN  should  be  given  cautiously 
to  patients  with  impaired  hepatic  function  (in  severe  dysfunction  use  about 
30%  of  the  normal  dose)  or  impaired  renal  function,  and  patients  should  be 
monitored  for  abnormal  prolongation  of  the  PR  interval  or  other  signs  of  exces- 
sive pharmacologic  effects  Studies  in  a small  number  of  patients  suggest  that 
concomitant  use  of  ISOPTIN  and  beta  blockers  may  be  beneficial  in  patients 
with  chronic  stable  angina.  Combined  therapy  can  also  have  adverse  effects  on 
cardiac  function.  Therefore,  until  further  studies  are  completed,  ISOPTIN  should 
be  used  alone,  if  possible.  If  combined  therapy  is  used,  close  surveillance  of  vital 
signs  and  clinical  status  should  be  carried  out.  Combined  therapy  with  ISOPTIN 
and  propranolol  should  usually  be  avoided  in  patients  with  AV  conduction 
abnormalities  and/or  depressed  left  ventricular  function.  Chronic  ISOPTIN  treat- 
ment increases  serum  digoxin  levels  by  50%  to  70%  during  the  first  week  of 
therapy,  which  can  result  in  digitalis  toxicity.  The  digoxin  dose  should  be  re- 
duced when  ISOPTIN  is  given,  and  the  patients  should  be  carefully  monitored  to 
avoid  over-  or  under-digitalization  ISOPTIN  may  have  an  additive  effect  on 
lowering  blood  pressure  in  patients  receiving  oral  antihypertensive  agents. 
Disopyramide  should  not  be  given  within  48  hours  before  or  24  hours  after 
ISOPTIN  administration.  Until  further  data  are  obtained,  combined  ISOPTIN  and 
quinidine  therapy  in  patients  with  hypertrophic  cardiomyopathy  should  prob- 
ably be  avoided,  since  significant  hypotension  may  result  Clinical  experience 
with  the  concomitant  use  of  ISOPTIN  and  short-  and  long-acting  nitrates  sug- 
gest beneficial  interaction  without  undesirable  drug  interactions.  Adequate  ani- 
mal carcinogenicity  studies  have  not  been  performed.  One  study  in  rats  did  not 
suggest  a tumorigenic  potential,  and  verapamil  was  not  mutagenic  in  the  Ames 
test.  Pregnancy  Category  C:  There  are  no  adequate  and  well-controlled  studies 
in  pregnant  women.  This  drug  should  be  used  during  pregnancy,  labor  and 
delivery  only  if  clearly  needed.  It  is  not  known  whether  verapamil  is  excreted  in 
breast  milk;  therefore,  nursing  should  be  discontinued  during  ISOPTIN  use. 
Adverse  Reactions:  Hypotension  (2.9%),  peripheral  edema  (1 ,7%),  AV  block: 
3rd  degree  (0.8%),  bradycardia:  HR  < 50/min  (1.1%),  CHF  or  pulmonary 
edema  (0.9%),  dizziness  (3.6%),  headache  (1.8%),  fatigue  (1.1%),  constipa- 
tion (6.3%),  nausea  (1.6%),  elevations  of  liver  enzymes  have  been  reported. 
(See  Warnings.)  The  following  reactions,  reported  in  less  than  0.5%,  occurred 
under  circumstances  where  a causal  relationship  is  not  certain:  ecchymosis, 
bruising,  gynecomastia,  psychotic  symptoms,  confusion,  paresthesia,  insomnia, 
somnolence,  equilibrium  disorder,  blurred  vision,  syncope,  muscle  cramp,  shaki- 
ness,  claudication,  hair  loss,  macules,  spotty  menstruation  How  Supplied: 
ISOPTIN  (verapamil  HCI)  is  supplied  in  round,  scored,  film-coated  tablets  con- 
taining either  80  mg  or  120  mg  of  verapamil  hydrochloride  and  embossed  with 
"ISOPTIN  80"  or  "ISOPTIN  120"  on  one  side  and  with  "KNOLL"  on  the  reverse 
side.  Revised  August,  1984.  2385 


Knoll  Pharmaceuticals 

A Unitol  BASF  K&F  Corporation 
Whippany,  New  Jersey  07981 


BASF  Group 


knoll 


EMPLOYEES 
APPRECIATE 
THE  PAYROLL 
SAVINGS  PLAN. 

JUST  ASK  THE 
PEOPLE  AT  THE 
BOEING  COMPANY. 

“My  folks  gave  me  a Bond  for 
m.y  birthday  every  year.  Now  I 
can  do  the  same  for  my  kids.” 

— Vaughn  Hale 


“It’s  certainly  a painless  way  to 
save.  The  money  comes  directly 
out  of  my  paycheck  every  two 
weeks.” 

—Florence  Perry 


“This  is  one  way  I can  support 
my  government  and  save  at  the 
same  time.” 

— Douglas  Scribner 


U.S.  Savings  Bonds  now 
offer  higher  variable  interest 
rates  and  a guaranteed  return. 
Your  employees  will  appreciate 
that.  They’ll  also  appreciate 
your  giving  them  the  easiest, 
surest  way  to  save. 

For  more  information, 
write  to:  Steven  R.  Mead, 
Executive  Director,  U.S.  Savings 
Bonds  Division,  Department  of 
the  Treasury,  Washington,  DC 
20226. 


US.  SAVINGS  BONDsS:^ 

Paying  Better  Than  Ever  ' 

A public  service  of  this  publication. 


fhedicine  in  literature 


Medicine  in  Literature  is  a randomly  selected  sample  of 
medical  texts  recently  purchased  by  the  TMA  Memorial  Li- 
brary. In  1986,  the  library  will  add  more  than  600  book  titles 
to  its  57,800-volume  collection  of  books  and  bound  journals, 
and  regularly  increases  its  holdings  of  motion  pictures, 
audiocassettes,  videocassettes,  and  slide  presentations.  In  ad- 
dition, the  library  subscribes  to  1,045  medical  and  health- 
related  journals.  For  additional  information,  call  the  Memo- 
rial Library  at  (512)477-6704. 


In  the  TMA  Library 

AIDS:  The  Workplace  Issues.  New  York,  American  Management 
Association  Publications  Division,  1985. 

Albright  GA,  Ferguson  JE  II,  Joyce  TH  III,  et  z.\:  Anesthesia  in 
Obstetrics.  Maternal,  Fetal,  and  Neonatal  Aspects,  ed  2. 

Boston,  Butterworths,  1986. 

Baldwin  RW,  Byers  VS  (eds):  Monoclonal  Antibodies  for  Can- 
cer Detection  and  Therapy.  Orlando,  Fla,  Academic  Press, 

1985. 

Beahrs  OH,  Higgins  GA,  Weinstein  JJ  (eds);  Colorectal  Tumors. 
Philadelphia,  J.B.  Lippincott  Company,  1986. 

Behrenbeck  DW,  Sowton  E,  Fontaine  G,  et  al  (eds):  Cardiac 
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There  was  this  guy,  a nationally  known  sports 
hero.  And  then  I got  busted.  As  a result  of  my 
lust  for  cocaine,  I bypassed  high  and  went 
straight  to  messed  up.  I mean  zoom -there  was 


no  stopping.  Some  of  you  know  exactly  what 
I’m  tall^g  about  because  you’re  taking  the  exact 
same  ride.  A phone  call  could  help  you.  It  took 
prison  to  help  me. 


COCAINE.  THE  BIG  UE.  CALL1-800-662-HELP 


A Public  Service  of  the  National  inslituie  on  Drug  Abuse  Depanmeni  of  Health  and  Human  Services 

Texas  Medicine 


St.  Joseph  Hospital 


MICROSURGICAL  TRAINING 

Multidisciplinary  curriculum  features  programs  designed  to  teach  basic  microvascular 
surgery  relevant  to  plastic  and  reconstructive,  hand,  and  orthopedic  surgery,  as 
well  as  microsurgery  applicable  to  urologv  and  gynecology.  Curriculum  includes  laser 
training.  A microsurgery  technician  course  also  is  available. 

Courses  offer  didactic  and  hands-on  training  in  a modern  laboratory,  using  teaching 
microscopes  and  major  and  minor  glassed-in  operating  suites  equipped  with  the  latest 
microsurgical  instrumentation. 

Physicians  successfully  completing  a one-  or  two-week  course  are  awarded  a certificate 
and  40  or  80  Category  I CME  credit  hours. 


For  more  information  contact: 

Benjamin  E.  Cohen,  M.D.,  F.A.C.S.  or 
Amado  Ruiz-Razura,  M.D. 

Department  of  Microsurgery 
St.  Joseph  Hospital 
1919  LaBranch 
Houston,  TX  77002 

713/757-1000,  ext.  3832 


Cp  Take  Advantage  of  Our 

s<>  DESIGN  IN  EXCELLENCE 


Quality  that  Lasts  & Lasts... 


Just  completed  in  El  Paso,  Texas  on  campus,  west  of  Vista  Hills  Hospital 

//  \ 


FULL  DEVELOPMENT  RESPONSIBLITY 

ARCHITECTURE  • PROJECT  MANAGEMENT 
CONSTRUCTION  • LEASING  • RNANONG 


...Using  time  tested  materials  & methods 
developed  in  over  100  Medical  Buildings, 
through  out  the  West,  our  unique  features 
give  you  a building  that  looks  new , inside 
and  out,  for  years  & years. 

Providing  you  with  enormous  savings  over 
the  Life  cycle  of  the  building 

Providing  you  with  a Guaranteed  Bonded 
Cost,  early  in  the  negotiations. 

We  have  helped  many  doctor  groups  in 
obtaining  their  financing  and  forming 
their  ownership  groups. 


JUD  PERKINS  COMPANY 

4744  N.  Mesa  #211  Medical  Butldmg  Speciahsu 

El  Paso,  TX  79912  (915)532-5331 
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DIAGNOSTIC  CLINIC  OF  HOUSTON 


DCH 


6448  FANNIN 
HOUSTON,  TEXAS  77030 
(713)  797-9191 

TEXAS  MEDICAL  CENTER 
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INTERNAL 

MEDICINE 

ALLERGY 


Arthur  T.  Red 


CARDIOVASCULAR  DIS 

Hugh  F.  Arnoljt, 

Michael  B.  Raine, 

Michael  A.  MoidelsIci^N^  ^ 
Sigmund  W.  FViedlaiWMD 
Boguslaw  Godlew^i,  MD 

DERMATOLOGY 

Samuel  F.  Bean,  MD 

endocrinology 

METABOLIC  DISEASES 


Thomas  G.  Vandivier^D^;;;;;;;;;;!-'''^ 
R.  Frederick  _l 

Thomas  J.  Hahsori,  MD 
Richard  D.  Jablonski 

Brian  R.  Tulloch,  MD 

( 

GASTROENTEROtO 

W.  Tom  Arnold, 

Belton  G.  Griffin,  MO: 

Frederick  R.  Lumrjiis,  MD 
Dean  C.  Solcher, 

Margaret  E.  Bridges,  MD 
Robert  S.  McFadd^ 

Daniel  E.  Whitman,  MD 


Mil 

I > ) I 

MM 


!i 

! I 


HEItjiATOLOGY 

Edrnund  fi.  Gouldin, 
Geol'ge  T,  Conkl[rf7-MD 

INF^CTldliS  disease^ 

Lewie  L.  fr^jej-MD  ^ 
George  BMnaz^anJ^D^ 
Benjamin  4 ^5p^1noy71>A^ 

INTERN/^^  MEDiqtNE^ 

Jeffijey  Za  grski,  MD'>^ 
PaufT.  Fcrffi^'MD 
Ronald  R.  Galfiorie^D 
Ste^e  Ros  e^ibaum/MR^ 
Eugene  M.  Hd^jyiD  ! 

NEL|ROL(i)GY^\ 

Donald  J.  'Riul^l^MD  ? 
George  Is^csTMDMM^ 
Ernesto  Injfante^  MD 
Robert  W.!Fayfe,li50-:-^ 
Simon  J.  Fjarrow,  MD'^ 

NUCLEAlj  i\4EDlCtNE_ 

Donald  A.  Fodoloff, 

ONGOLOd^^^^^^^M:::::^ 

Lester  L.  Fjdaglin,  MDM/- 
J.  Peter  SOljivatCMB-i^ 
Harry  R.  Price,  MD^--? 
Edward  Midjjtemanj^MD 
Martin  Hr^VciCrM 


Eliza 


beth  W 


PATHOLOGY 

Paul  B.  Radelat,  MD 
Ashok  M.  Balsaver,  MD 

PULMONARY  DISEASE 

Joel  E.  Reed,  MD 
Gene  R.  Lindley,  MD 


M. 
I^fefso 

rAdi 

Witija 
C.  P. 
David 
Charld: 
Joe  B 


L.  Kaplan,  MD 
A.  Fernandez,  MD 

LOGY 

L.  Hinds,  MD 
Idridge,  MD 
. Lawrence,  MD 
A.  Spain,  MD 
ilson,  MD 
Howaiii  J.  Pollock,  MD 
•Jeffrey  A.  Klein,  MD 
jRicharo  J.  Frachtman,  MD 

(RHEU  ^TOLOGY 

John  Bi  Norris,  MD 
jCajcolyH  A.  Smith,  MD 
sJo(ih  4|zieminski,  MD 

' * i 
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Texas  Medicine 


Texas  Physicians’  Directory 


ALLERGY 


CLINICS 


CORPUS  CHRISTI  ALLERGY  CLINIC 


Saul  Crossman,  MD,  FACA,  FAACIA,  Allergy-Dermatology 
Wallace  A.  Crozier,  MD,  FACA,  Certified  American  Boards  Pediatrics 
and  Allergy,  Diplomate  American  Board  of  Allergy  and  Immunology 

2530  Morgan,  Corpus  Christi,  Texas;  882-3487 


CHARLES  A.  RUSH,  JR,  MD 

Diplomate/American  Board  of  Allergy  & Immunology 
Fellow,  AAA,  ACA,  AACIA 

Northeast  Medical  Clinic  Association 
7601  Glenview  Driye 
Fort  Worth,  Texas  76118 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


John  P.  McGovern,  MD 
DIRECTOR-CONSULTANT 


Theodore  J.  Haywood,  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng,  MD 
Lawrence  C.  Thorne,  MD 
Venugopal  K.  Menon,  MD 
Robert  E.  Smith,  MD 
Gerald  T.  Machinski,  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 
Lyna  Kit  Lee,  MD 
Harlan  W.  Sindell,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinbero.  MD,  PhD 
Chinayudh  Wanissorn,  PhD 
Clenna  M.  Kyle,  PhD 


CONSULTANTS 
Evan  M.  Hersh,  MD 
IMMUNOLOGY 

James  A.  Knight,  MD 
PSYCHIATRY 

R.  John  Prevost,  MS 
AIR  POLLUTION 

Reuben  D.  Wende,  PhD 
ANTIGEN  AND  CLINICAL 
LABORATORIES 

John  A.  Thomas,  PhD 
BIOMETRICS 

Warren  E.  Schaller,  HSD 
Charles  F.  Kegley,  PhD 
ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland,  HSD 
HEALTH  EDUCATION 

George  R.  Kerr,  MD 
NUTRITION 


Certified  American  Board  of  Allergy  and  Immunology 
Diplomates  American  Boards  of  Pediatrics  and  Allergy 
6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 


Two  complete  neurological  and  behavioral  medicine  facilities  dedicated 
to  DIAGNOSIS  AND  COMPREHENSIVE  CARE  OF  PATIENTS  WITH 
CHRONIC  RECURRENT  HEADACHES  with  emphasis  on  prophylactic 
treatment. 


HOUSTON  HEADACHE 
CLINIC 

Park  Plaza  Prof.  Bldg. 

1213  Hermann  Dr.  #855 
Houston,  Texas  77004 
713  528-1916 


DALLAS  HEADACHE 
CLINIC 

Douglas  Plaza 
8226  Douglas  Ave.  #325 
Dallas,  Texas  75225 
214  692-7011 


CAT  scan;  EEC;  EMC;  Evoked  Potentials;  Thermography;  Personality, 
Behavioral  and  Psychological  Evaluations.  Multimodality  approach  to 
management  of  headache  including  prophylactic  medications,  bio- 
feedback and  behavioral  therapy. 


NINAN  T.  MATHEW,  MD,  FRCP  (C) 

Neurologist-Director 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  B-322,  Dallas,  Texas  75230 


214  991-6000 
CARDIOLOGY 

J.  Edward  Rosenthal,  MD,  FACC 
David  A.  Schwartz,  MD 

GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
Barry  D,  Brooks,  MD 
Charles  S.  White,  III,  MD 

ALLERGY  AND  IMMUNOLOGY 
William  R.  Lumry,  MD 


RHEUMATOLOGY 
Carlos  M.  Kier,  MD 

INTERNAL  MEDICINE 
Joan  P.  Donley,  MD 
Larry  Dossey,  MD 
Tom  L.  Hampton,  MD 
David  A.  Haymes,  MD 
Carl  Thomas  Long,  III,  MD 
Jack  F.  Melton,  MD 
Joe  H.  Sample,  MD 
Peter  S.  Stack,  MD 
Rick  T.  Waldo,  MD 


Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology,  Gastroenteroloev,  Hematology  and  Oncology 


COLON  & RECTAL  SURGERY 


FT.  WORTH  PROCTOLOGIC  CLINIC,  PA 

Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

1050  West  Rosedale,  Fort  Worth,  Texas  76104; 

817  338-4501  (24  hours) 


2550  Morgan  Ayenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


DAVID  S.  PITA,  MD 

Colon  and  Rectal  Surgery 
Colonoscopy 


ANESTHESIOLOGY 


Barnett  Tower,  Baylor  Medical  Plaza,  3600  Gaston  Avenue,  Suite  411,  Dallas, 
Texas  75246;  214  821-4300 

122  W.  Colorado,  Dallas,  Texas  75208;  214  942-8734 


EDWARD  A.  TALMAGE,  MD,  PA 
Pain  Management — Epidural  Steroid  Therapy 
Diagnostic  & Therapeutic  Nerve  Blocks 
Surgical  & Obstetrical  Anesthesiology 
Diplomate  American  Board  of  Anesthesiology 

7777  Southwest  Freeway,  Suite  1052,  Houston  77074;  713  988-7558 


TMA  1986/1987  Calendar  of  Events 

Fall  Conference,  Austin,  September  13 

Interim  Meeting  House  of  Delegates,  Austin,  November  21-22 
Winter  Conference,  Austin,  February  6 


TMA  Physician  Health  and  Rehabilitation 
Hotline— 512  477-5575 

. . . Another  service  of  your  association 
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DERMATOLOGY 


GASTROENTEROLOGY 


DAVID  R.  WEAKLEY,  MD,  FACP 

Dermatology — Dermatological  Surgery 
Including  Dermabrasion,  Chemical  Peeling 
and  Collagen  Injections 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


HERBERT  A.  BAILEY,  MD,  PA 

Diseases  of  the  Digestive  System 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-S180 


WILLIS  I.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue 
Suite  1154,  Dallas,  Texas  75246;  214  827-5960 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209;  512  222-8651,  222-2001 

(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 blocks  to 

Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and  arrows.) 


GENERAL  SURGERY 


DRS.  VANDERPOOL,  LANE,  WINTER  & BONE 

Dayid  Vanderpool,  MD,  FACS  John  W.  Winter,  MD,  FACS 

B.  Ward  Lane,  MD,  FACS  C.  Edward  Bone,  MD,  FACS 

Diplomates  American  Board  of  Surgery 

General  & Peripheral  Vascular  Surgery 

1008  N.  Washington,  Dallas,  Texas  75204;  214  823-2650 
7777  Forest  Lane,  Suite  204,  Dallas,  Texas  75230;  214  661-7860 


HAND  SURGERY 


DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S.  Alkek,  MD 

Hair  Transplantation,  Scalp  Reduction, 
Dermabrasion,  Chemical  Peel  and  Collagen 

Medical  City  Dallas,  7777  Forest  Lane,  Buildins  B, 

Suite  309,  Dallas,  Texas  75230;  telephone  214  788-0088 

MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 

Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


L LEE  LANKFORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

DAVID  J.  ZEFHR,  MD — Microsurgery 
ARNOLD  V.  DiBELLA,  MD 

Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 


ROBERT  E.  BUNATA,  MD,  PA 
B.  J.  WROTEN,  MD,  PA 

Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


DIAGNOSTIC  RADIOLOGY 


COMPUTED  TOMOGRAPHY 

Temple  Independent  Scanner 

Stephen  J.  Vancura,  MD 

High  Resolution  In/Out  Patient  CT  (Head  or  Body) 
Including  Tumor  Biopsy,  Interventional  Radiology 
2027  S.  61sl  St.,  Suite  116,  Temple,  Texas  76501 
817  774-9994 

Note:  24  hr.  Emergency  Services  Available 


ENDOCRINOLOGY 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane,  Suite  606,  Dallas,  Texas  75231;  214  368-3776 


KENNETH  D.  GLASS,  MD,  FACS 
Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 
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ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld,  MD,  FACP 
Richard  Sachson,  MD,  FACP 
Steven  Dorfman,  MD,  FACP 
Stephen  Aronoff,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

5480  LaSierra  Drive,  Dallas,  Texas  75231;  214  363-5535 


ADRIAN  E.  FLATT,  MD,  FRCS 

Chief,  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue, 
Dallas,  Texas  75246;  Office  214  823-9440 


ERIC  A.  ORZECK,  MD,  FACP 


ROBERT  A.  ERSEK,  MD 

Diplomate  of  American  Board  of  Plastic  Surgery 


Endocrinology  & Diabetes  Surgery  of  the  Hand 

30th  & Red  River,  Austin,  Texas  78704 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922  24  HRit  512  474-HAND 


TMA  Physician  Placement  Service 

. . . Another  service  of  your  association 


TMA  Practice  Management  Workshops 

. . . Another  service  of  your  association 


T&xas  Medicine 


WILLIAM  J.  VAN  WYK,  MD,  PA 


, Surgery  of  the  Hand 

I 

! 803  West  Terrell,  Fort  Worth,  Texas  76104 
[ Telephone  817  877-3113 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 


Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Computerized  Tomography 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3800  Gaston  Ave.,  Suite  303,  Dallas,  Texas  75246; 
214  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116,  Dallas,  Texas 
7S230;  214  661-7010 


John  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 
Steyen  K.  Crouse,  MD,  Neurology  and  Electroencephalography 

Murchison  Medical  Bldg.,  Suite  307 
1810  Murchison  Driye,  El  Paso,  Texas  79902 
Telephone  915  532-8901 


WEST  HOUSTON  HAND  CENTER,  PA 

Neal  R.  Reisman,  MD,  FACS 

Diplomate  American  Board  Surgery 

Diplomate  American  Board  Plastic  Surgery 

Member  American  Society  Surgery  of  the  Hand 

7515  S.  Main,  Suite  500,  Houston  77030;  713  795-5353 

12121  Richmond,  Suite  211,  Houston  77082;  713  558-5353 

7777  S.W.  Freeway,  Suite  224,  Houston  77074;  713  774-5353 


NEUROLOGICAL  SURGERY 


NEUROLOGY 


DIAGNOSTIC  AFFILIATES 

900  South  Loop  West,  #100 
Houston,  Texas  77054 

Electroencephalography 

EEC  service  via  telephone  transmission  to 
hospitals,  clinics  and  private  offices. 

Meyer  L.  Proler,  MD 
Director:  713  747-0661 


DRS.  LONG,  SCOTT  & COON 
NEUROSURGERY  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 
R.  Cordon  Long,  MD,  FACS 
Bennie  B.  Scott,  MD,  FACS 
John  V.  Coon,  MD,  FACS 

Di'^lomates  American  Board  of  Neurological  Surgery 

Baylor  Medical  Plaza,  605  Barnett  Tower,  3600  Gaston  Avenue, 

Dallas,  Texas  75246;  Telephone  214  826-7060 


DOCTORS  SMITH,  WHEELER  AND  PARKER,  PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 
David  Allen  Cech,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 

Charles  W.  Simpson,  MD  Richard  H.  Jackson,  MD 

Morris  Sanders,  MD  Mark  J.  Cwikla,  MD 

W.  Robert  Hudgins,  MD  Casey  E.  Patterson,  MD  (Retired) 

5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg.,  Suite  620, 

Dallas,  Texas  75235;  214  637-0420 


NUCLEAR  MEDtCINE 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 


Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology.  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C,  Allen,  Jr.,  MD,  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


HERBERT  C.  ALLEN,  MD,  FACNM 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 


8210  Walnut  Hill  Lane,  Presbyterian  Professional  Bldg.,  Suite  905;  Diplomate  American  Board  of  Nuclear  Medicine 

Dallas,  Texas  75231;  214  369-7596 


1302  Lane  St.,  Copper  Tree  Medical  Center,  Suite  300,  ONCOLOGY 

Irving,  Texas  75062;  214  259-4768 


JACK  E.  McCALLUM,  MD,  PA 
PHILIP  C.  BECHTEL,  MD,  PA 
WARREN  D.  WILSON,  MD,  PA 

Diplomates  of  ihe  American  Board  of  Neurological  Surgery 
1522  Cooper,  Fort  Worth,  Texas  76104;  817  336-1300 


HEMATOLOGY-ONCOLOGY  ASSOCIATES  OF 
HOUSTON,  PA 

Cary  B.  Fleishman,  MD 
Joel  W.  Abramowitz,  MD,  PhD 

Diplomates  of  the  American  Boards  of  Internal  Medicine  & Medical  Oncology 
Diplomate  of  the  American  Board  of  Hematology  (JWA) 

909  Frostwood,  Suite  120,  Houston,  TX  77024;  713  467-1630 
6565  DeMoss,  Suite  211,  Houston,  TX  77074;  713  270-1188 
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OPHTHALMOLOGY 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Dwain  G.  Fuller,  MD 

William  B.  Snyder,  MD  Cary  Edd  Fish,  MD 

William  L.  Hutton,  MD  Rand  Spencer,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra,  Dallas,  Texas  75231;  214  692-6941 
3600  Gaston  Ayenue,  Dallas,  Texas  75246;  214  821-4540 

BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Aye.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
William  Decker,  MD 

7777  Southwest  Freeway,  St.  916,  Houston,  Texas  77074;  713  777-7145 

STUART  A.  TERRY,  MD 

Sub-Specialty  Glaucoma 

M&S  Tower,  Sutie  401,  730  N.  Main, 

San  Antonio,  Texas  78205;  512  226-5191 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 
Van  W.  Teeters,  MD 
Ronan  E.  O'Malley,  MD 

Limited  to  Retina  and  Vitreous 

1200  Binz,  Suite  400,  Houston,  Texas  77004; 
1-800-833-5921  or  713  524-1111 


HAROLD  GRANEK,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Ayenue,  Fort  Worth,  Texas  76104;  817  332-6200 


jUDSON  P.  SMITH,  MD 

Diplomate/American  Board  of  Ophthalmology 

General  Ophthalmology  and  Ophthalmic  Surgery 
of  the  Anterior  Segment 

1350  South  Main,  Suite  3100,  Fort  Worth,  Texas  76104;  817  338-4081 


OPHTHALMOLOGY  ASSOCIATES 

JOE  L.  BUSSEY,  MD — Cataract  and  Lens  Implant  Surgery 
RUFUS  A.  ROBERTS,  MD — Diseases  and  Surgery  of  the  Retina 
Cataract  and  Lens  Implant  Surgery 

THOMAS  H.  SMITH,  MD — Ophthalmic  Plastic  and  Reconstructiye  Surgery 
DAN  E.  BRUHL,  MD — Cataract  and  Lens  Implant  Surgery 
JOHN  W.  ZERDECKI,  MD — Cataract  and  Lens  Implant  Surgery 
Refractiye  Surgery 

DORIS  E.  JENSEN,  MD— Medical  Ophthalmology 

DAVID  HENDRICKS,  MD — Medical  and  Surgical  Ophthalmology 

JAMES  A.  SAVAGE,  MD — Glaucoma  Consultation  and  Surgery 

308  S.  Henderson,  Fort  Worth,  Texas  76104 
1-800-6-SICHT,  817  355-5435,  appointments  817  335-6070 
se  habla  espanol 


JOHN  E.  BISHOP,  MD 

Sub-Specialty  Pediatric  Ophthalmology 
and  Adult  Strabismus 

3301  South  Alameda,  Suite  505 
Corpus  Christi,  Texas  78411;  512  857-6600 


HOUSTON  EYE  ASSOCIATES 

Charles  E.  Russo.  MD,  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins,  MD,  FACS 
Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 
Paul  C.  Salmonsen,  MD,  FACS 
Richard  L.  Kimbrough,  MD,  FACS 
Jeffrey  B.  Arnoult,  MD 
Louise  Cooley  Kaldis,  MD 
William  H.  Quayle,  MD 
Sylyan  Brandon,  MD,  FACS,  FICS 

Richard  S.  Ruiz,  MD,  FACS 
Charles  A.  Garcia,  MD,  FACS 
Jack  T.  Holladay,  MD,  FACS 
Rosa  A.  Tang,  MD 

Houston  Eye  Associates  Building,  2855  Gramercy,  Houston,  Texas 
77025;  713  668-6828 

South  Pennzoil  Tower,  711  Louisiana,  Houston,  Texas  77002; 

713  224-4433 

Fountain  View  Medical  Plaza,  1622  Fountain  View,  Houston,  Texas 
77057;  713  782-4406 

Hermann  Eye  Center,  1203  Ross  Sterling,  Houston,  Texas  77030; 
713  797-1777 


ORTHOPEDIC  SURGERY 


L.  Ray  Lawson,  MD  R.  Stephen  Curtis,  MD 

Robert  D.  Vandermeer,  MD  William  A.  Bruck,  MD 

Wynne  M.  Snoots,  MD  W.  Z.  Burkhead,  Jr.,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

A Professional  Association 

2909  Lemmon  Aye.,  Dallas,  Texas  75204;  214  521-2191 


SOUTHWEST  RETINA  CONSULTANTS,  PA 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 
Roy  A.  Levit,  MD 
Clifford  M.  Ratner,  MD 

Sierra  Towers,  Suite  3800,  1700  Curie, 

El  Paso,  Texas  79902;  915  532-3912 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817  335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 


TMA  Physician  Membership  Directory 

. . . Another  service  of  your  association 


TMA  Physicians  Benevolent  Fund 

. . . Another  service  of  your  association 


Texas  Medicine 


F.  Carlton  HodKes,  MD 
I.  Price  Brock,  jr,  MD 
Mervyn  B.  Fouse,  MD 
John  H )udd,  |r,  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

Diplomates  American  Board  of  Orthopedic  Surgery 
1701  Pine  Street,  Abilene,  Texas  79601 


HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz,  MD 
Thomas  S.  Padgett,  MD 
John  J.  DeBender,  MD 

Twelve  Oaks  Tower,  4126  Southwest  Freeway,  Suite  200, 
Houston,  Texas  77027;  713  622-5100  and 
Parkway  Towers  Professional  Building,  Suite  202, 

150  West  Parker  Road,  Houston,  Texas  77076;  713  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DDS,  MD,  PA 
John  Paul  Theo,  MD,  PA 
Robert  A.  Peinert,  Jr,  MD 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  C.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 

Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin,  MD 

6161  Harry  Hines,  Suite  220,  Dallas  75235;  214  630-8646 


PATHOLOGY 


FORT  WORTH  MEDICAL  LABORATORIES 

Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104 
Mailing  address;  P.O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


J.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES, 
INC. 

J.  S.  Wilkenfeld,  MD 

Diplomate  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road.  P.O.  Box  55008,  Houston,  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


AUSTIN  PATHOLOGY  ASSOCIATES 
MEDICAL  PARKWAY  CLINICAL  LABORATORY 

Anatomic  and  Clinical  Pathology,  Electron  Microscopy, 
Cytology  and  Dermatopathology 

Computerized  Results  Reporting  With  Telecommunications  Available 

A.  Q.  Da  Silva,  MD  Paul  A.  LeBourgeois,  MD 

Donald  A.  Parsons,  MD  Phillip  C.  Collins,  MD 

William  J.  Reitmeyer,  MD  David  R.  Ralph,  MD 

RENAL  PATHOLOGY:  Gerald  A.  Beathard,  MD 
Main  Lab;  711  W.  38th  Street— Suite  C-11,  Austin,  Texas  78705 
Mailin”  Address:  P.O.  Box  9806,  Austin,  Texas  78766-0806 
Telephone:  512  452-2529 

Specimens:  Mail  to  Main  Lab 
Office  Pickup  Service  in  Austin  Area 


PHYSICAL  MEDICINE  & REHABILITATION 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  tor  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper,  Administrator 
Larry  E.  Browne,  MD,  Medical  Director 


G.  S.  GILL,  MD,  PA  ROBERTO  G.  ROLFINI,  MD 

Orthopedic  Surgery Surgery  of  the  Hand  Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

3601  22nd  Place,  Lubbock,  Texas  79410 

Telephone  806  797-9119  Houston  Street 

San  Antonio,  Texas  78205;  Telephone  512  226-2424 


ORTHOPAEDIC  SURGERY  ASSOCIATES  OF 
SAN  ANTONIO,  PA 

Ralph  J.  Curtis,  MD 
Jesse  C.  DeLee,  MD 
John  A.  Evans,  MD 

Athletic  Medicine,  Reconstructive  and  Traumatic 
Surgery  of  the  Shoulder  and  Elbow,  Hip,  Knee  and  Foot 
414  Navarro,  Suite  1128,  San  Antonio,  Texas  78205;  512  225-6045 
7711  Louis  Pasteur,  Suite  209,  San  Antonio.  Texas  78229;  512  697-9888 


OTOLARYNGOLOGY 


PLASTIC  SURGERY 


Thomas  D.  Cronin,  MD,  FACS  Laurence  E.  Wolf,  MD,  FACS 

Raymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen.  MD,  FACS 

Thomas  M.  Biggs,  MD,  FACS  Ernest  D.  Cronin,  MD,  FACS 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 


Drs.  Morton,  Blumenfeld  & Charbonneau,  PA 

ENT,  ENT  Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton,  Jr,  MD,  FACS 

Ronald  J.  Blumenfeld,  MD,  FACS 

Paul  A.  Charbonneau,  MD,  FACS 

Diplomates,  American  Board  of  Otolaryngology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 

10470  Vista  del  sol.  Suite  110,  El  Paso,  Texas  79925;  915  592-8666 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS 
Jonathan  J.  Dora,  MD,  FACS 
David  J.  Katrana,  DDS,  MD,  FACS 
James  B.  Stafford.  IV,  MD 
David  A.  Lee,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  713  795-5575 


TMA  HealthWise  Series 


. . . Another  service  of  your  association 


Representing  TMA's  legislative  views 
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Volume  82  July  1986 


FORT  WORTH  PLASTIC  SURGERY  CLINIC 

David  A.  Grant,  MD,  FACS 

Diplomate  American  Board  of  Surgerv 
Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  and  Reconstructive  Plastic  Surgery 
Raymond  A.  Faires,  MD 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

Hand  and  Micro  Surgery 

Craniofacial  Surgery 

606  Medical  Plaza  Building 

800  Eighth  Avenue,  Fort  Worth,  Texas  76104 

817  335-4752  817  332-9441  817  335-4755 

VALENTIN  GRACIA,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  P.O.  Box  2476,  Fort  Worth,  Texas  76113;  817  336-0446 


ROBERT  M.  WRIGHT,  JR,  MD 
VALERIE  WRIGHT,  MD 

Plastic,  Reconstructive,  Hand 
and  Microvascular  Surgery 

1700  Providence  Drive,  Waco,  Texas  76707 
Telephone  817  756-0111 


ROGER  D.  HARMAN,  MD 

Aesthetic,  Plastic  and  Reconstructive  Surgery 
Hand  and  Microsurgery 

747  Eighth  Avenue,  Fort  Worth,  Texas  76104 
817  335-4044 


COSMETIC  AND  RECONSTRUCTIVE 
PLASTIC  SURGERY  SPECIALISTS  PA 
Neal  R.  Reisman,  MD,  FACS  Mark  D.  Gilliland,  MD 

Diplomate  American  Board  Surgery 

Diplomate  American  Board  Plastic  Surgery 

American  Society  Plastic  and  Reconstructive  Surgery 

American  Society  Surgery  of  the  Hand 

7515  S.  Main,  Suite  500,  Houston  77030:  713  795-5353 

12121  Richmond,  Suite  211,  Houston  77082;  713  558-5353 

7777  S.W.  Freeway,  Suite  224,  Houston  77074;  713  774-5353 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 


PSYCHIATRY 


Cosmetic  Surgery  

Plastic  & Reconstructive  Surgery  GONZALO  A.  AILLON,  MD 


1301  West  38th  Street,  Suite  608,  Austin,  Texas;  S12  454-7659 


Psychiatry-Bilingual 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229 
Telephone;  Office  512  696-2390;  Medical  Exchange  512  227-6331 


3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75211;  214  296-6241 


RICHARD  G.  JAECKLE,  MD 

Psychiatry 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  street.  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVACE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler,  Texas  75705;  214  593-8296 


JAMES  L.  MOORE,  MD,  FACS,  PA 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1200  Binz,  Suite  730 

Houston,  Texas  77004;  713  526-6161 


PLASTIC  SURGERY  CLINIC  OF  AUSTIN 

Robert  A.  Ersek,  MD 

Diplomate  of  American  Board  of  Plastic  Surgery 

Aesthetics,  Plastic,  Reconstructive, 

Suction  Lipectomy,  and  Hand  Surgery 

30th  & Red  River,  Austin,  Texas  78705 
24  HR#  512  479-6805  & 512  474-HAND 


Diplomate,  American  Board  Psychiatry  & Neurology,  Child  Psychiatry 
Diplomate,  American  Board  Psychiatry  & Neurology,  Psychiatry 

Presbyterian  Professional  Building  II,  Suite  404, 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  696-0964 


C.  MARSHALL  BRADSHAW,  MD,  PA 

Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  15S0  W.  Rosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Child, 

Adolescent  and  Adult  Psychiatry 


Jerry  M.  Lewis,  MD 
Doyle  I.  Carson,  MD 
Keith  H.  Johansen,  MD 
James  K.  Peden,  MD 
Charles  C.  Markward,  MD 
Byron  L.  Howard,  MD 
Roy  H.  Fanoni,  MD 
Mark  P.  Unterberg,  MD 
John  G.  Looney,  MD 
Kathleen  B.  Erdman,  MD 
Don  C.  Payne,  MD 
Mark  J.  Blotcky,  MD 
L.  Dwight  Holden,  MD 


Paul  M,  Hamilton,  MD 
Jerry  M,  Lewis,  III,  MD 
Tom  G.  Campbell,  MD 
Jeffrey  Glass,  MD 
Grover  M.  Lawlis,  MD 
Conway  McDanald,  MD 
Gary  L.  Malone,  MD 
Edgar  P.  Nace,  MD 
Ernest  N.  Brownlee,  MD 
Michael  Madigan,  MD 
Perry  Talkington,  MD 
Joseph  D.  Gaspari,  MD 


The  Burn  Care  Associates  has  been  organized  to  provide  care  for  burned 
patients.  Care  for  every  phase  of  burn  trauma  will  be  provided  from 
resuscitation  to  late  rehabilitation. 

John  E.  Carter,  MD  David  Mcinnis,  MD 

Lebaron  W.  Dennis,  MD  Donald  Novick,  MD 

Michael  M.  Duffy,  MD  Millie  Smith,  Coordinator 

Joe  Ford,  MD 

BURN  CARE  ASSOCIATES 

302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 


4600  Samuell  Blvd.,  Dallas,  Texas  75228 
214  381-7181 


TMA  Postgraduate  Courses 

. . . Another  service  of  your  association 


Texas  Medicint 


TITUS  HARRIS  CLINIC 

Inpatient  & Outpatient  Services 
(Open  and  Closed  Units) 

Practice  limited  to  Psychiatry 

E.  C.  McDanald,  )r,  MD — Individual  and  Croup  Psychotherapy 
Grace  K.  Jameson,  MD — Child,  Adolescent  and  Family  Psychiatry 
E,  Ahmed  Zein-Eldin,  MD — General  Psychiatry,  Somatic  Therapies 
William  W,  Bondurant,  III,  MD — General  Psychiatry,  Somatic  Therapies 
A.  O.  Singleton,  III,  MD — General  and  Adolescent  Psychiatry 
).  B,  Rust,  MD — SuJjstance  Abuse  Program,  Child  Psychiatry 
Constance  Stout,  ACSW — Individual  and  Family  Psychotherapy 
Pam  Peirsol,  ACSW — Individual  and  Family  Psvchotherapy 
Ann  Brestrup,  ACSW — Individual  and  Family  Psychotherapy 
Mark  Middlebrooks,  MSW — Individual  and  Family  Psychotherapy 

200  University  Boulevard,  Suite  620,  Galveston,  Texas  77550 
Telephone  409  765-6321 


RHEUMATOLOGY 


DON  E.  CHEATUM,  MD,  FACP,  FCCP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


THORACIC  SURGERY 


DALLAS  PSYCHIATRIC  ASSOCIATES, 
A PARTNERSHIP 


Inpatient  and  Outpatient  Services  for 
Adolescent  Psychiatry,  Adult  Psychiatry, 
Treatment  of  Alcoholism 


Larrie  W.  Arnold,  MD 
Cary  L.  Etter,  MD 
Bradford  M.  Goff,  MD 
Fred  L.  Griffin,  MD 
R.  Sanford  Kiser,  MD 
Grover  Lawlis,  MD 


Claude  R.  Nichols,  MD 
William  M.  Pederson,  MD 
Leslie  H.  Secrest,  MD 
Angela  M.  Wood,  MD 
John  M.  Zimburean,  MD 


Brookhaven  Professional  Plaza,  LBJ  at  Webbs  Chapel 
1 10  Medical  Parkway,  Suite  304,  Dallas,  Texas  75234 
1 Medical  City  Dallas,  7777  Forest  Lane,  Suite  2411,  Dallas,  Texas  75230 
I Telephone  214  247-1150 


ALLAN  L.  GRAHAM,  MD,  FACS* 

KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 
’Also  certificate  of  special  qualification  in  general  vascular  surgery, 
American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 

RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 

Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Flours  By  Appointment 


PULMONARY  DISEASES  BERNARD  R.  JACK,  MD,  PA,  FACS 

Diplomate  American  Board  of  Surgery  and 

American  Board  of  Thoracic  Surgery 


John  R.  Burk,  MD,  FACP  David  R.  Stoop,  MD,  FACP,  FCCP 

Mitchell  C.  Kuppinger,  MD,  FCCP  W.  Steven  Trombold,  MD,  FCCP 
David  M.  Webb,  MD,  FCCP  David  H.  Plump,  MD,  FCCP 

R.  L.  "tin"  Cash,  Jr,  MD 

Diplomates  of  American  Board  of  Internal  Medicine 

PULMONARY  CONSULTANTS  OF  TEXAS,  PA 

Physiology,  Diagnosis  Therapy,  Bronchoscopy, 

Pulmonary  Function,  Intensive  Care,  Pulmonary 
Angiography,  Pulmonary  Rehabilitation, 

Sleep  Apnea 
Reactive  Airway  Disease 

1307  Eighth  Avenue,  Suite  201,  Fort  Worth,  Texas  76104;  817  926-0242 

911-C  Medical  Centre  Dr.,  Arlington,  Texas  76012; 

817  461-0201  (Metro) 


Cardiac,  Vascular  & Thoracic  Surgery 

800  Eighth  Avenue,  Suite  432,  Fort  Worth,  Texas  76104 
817  336-1700 


REGIONAL  CARDIOVASCULAR  CENTER 

Cardiac,  Vascular  and  Thoracic  Surgery 
Mario  O.  Kapusta,  MD 
Phillip  R.  Adams,  MD 

925  E.  Dawson,  Tyler,  Texas  75701 
214  593-9022 


UROLOGY 


RADIOLOGY 


THERAPEUTIC  RADIOLOGY  AT 
MEMORIAL  HOSPITAL 

Radiotherapy  Department 
7600  Beechnut 
Flouston,  Texas  77074 

713  776-5622  Day  Phone 

713  776-5170  Night  and  Weekends 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 
External  or  Internal  Irradiation 
Inpatient  and  Outpatient  Services 


TMA  Memorial  Library 


ELGIN  W.  WARE,  JR,  MD 
GEORGE  E.  HURT,  JR,  MD 
L.  MICHAEL  GOLDSTEIN,  MD 
STEVE  M.  FROST,  MD 

Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Dolphus  E.  Compere,  MD  Ira  N.  Hollander,  MD 

Grant  F.  Begley,  MD  J.  Daniel  Johnson,  MD 

Hugh  Lamensdorf,  MD  A.  E.  Thurman,  MD 

Diplomates  of  American  Board  of  Urology 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


EUGENE  R.  TODD,  MD,  PA 

Diplomate  of  the  American  Board  of  Urology 
Feilow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 
3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Wadley  Tower,  Suite  755,  Dallas,  Texas  75246 
214  826-3500 


. . . Another  service  of  your  association  Representing  the  Profession 

. . . Another  service  of  your  association 
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DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD,  PA 
Donald  J.  Logan,  MD,  PA 
Donald  L.  McKay,  MD,  PA 
Christopher  D.  Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


KIRBY  B.  TARRY,  MD,  FACS 

Diplomate,  American  Board  of  Urology 

Adult  and  Pediatric  Urology 

Impotence  with  Prosthesis-Vasovasostomy 

1405  West  Illinois,  Midland,  Texas  79701 
915  687-4553 


937 

BEST 

SELLERS 


SOUTHWEST  UROLOGY  ASSOCIATES 

Adult  and  Pediatric  Urology 

Ted  Boone,  MD  Wm.  A.  Freeborn,  MD 

Warren  M.  Greene,  MD  H.  Pat  Hezmall,  MD 

James  T.  Coggins,  MD  Kenneth  I.  Licker,  MD 

Diplomates  of  American  Board  of  Urology 
221  W.  Colorado,  #440,  Dallas,  Texas  75208:  214  948-3101 
3450  W.  Wheatland  Road,  #60,  Dallas,  Texas  75211 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $32.00  per  column  inch  per  month  and  listings  must 
run  for  a minimum  of  six  months.  A discount  of  5%  is  allowed 
for  six  months'  advance  payment.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
Deadline  is  the  5th  of  the  month  preceding  publication  month. 


US.  Oov«Hrriffi^h*s^ 


Boob 

4i|(e  Th^&Ktce 

fnhnfCam,  ^ 
NafionafPaHc 
Mapr  MemfB&rmM 
rot  y^reram 


ybrdMecbonk^ 
MetchaneHstng  Ybur 
Talents,  and  SktrHn^ 
. ^iness.  Find  out  w 
government  boob 
ql!  about.  Sertdfory 


New  Catalog 

Post  Office  Box  37000 
Washington,  D.C.  20013 


Texas  Medicine 


Classified  Advertising 


OPPORTUNITIES  AVAILABLE 


Academic/Government 

Physician — Kerrville  State  Hospital — Opening  for  a 
knowledgeable  generalist,  family  practitioner  or  in- 
ternist in  a 500-bed  gero-psychialric  facility.  Ideal 
locale.  Excellent  teaching  program.  Salary  up  to 
$62,000  depending  upon  qualifications,  more  for 
board  certified.  Contact  Director  of  Psychiatric 
Services,  Kerrville  State  Hospital,  P.O.  Box  1468, 
Kerrville,  Texas  78029-1468.  Telephone  512  896- 
2211,  ext.  212  or  221.  Must  have  Texas  license. 

Looking  for  a career,  not  just  a job?  Health  Services 
Division  of  Texas  Department  of  Corrections  has 
openings  for  full-time  psychiatrists  in  several  prison 
units  located  throughout  East  and  Southeast  Texas. 
Remuneration  varies,  depending  upon  experience 
and  ABPN  certification,  with  total  salary  ranging 
from  $75,112  to  $89,304  for  psychiatrist  supervisor 
and  unit  psychiatrist  positions.  Excellent  fringe 
benefits.  No  state  income  tax.  If  you  are  truly  in- 
terested in  joining  a demanding,  pioneering,  re- 
warding, AMA  accredited  program,  please  contact: 
Health  Services  Personnel,  Texas  Department  of 
Corrections,  P.O.  Box  99,  Huntsville,  Texas  77340. 
Equal  opDortunity  employer. 

Student  Health  Physician  Position  Open — Primary 
care  physician  with  administrative  background  to 
supervise  urgent  care  clinic  of  University  Student 
Health  Center  at  Austin.  Required  qualifications: 
MD  degree,  Texas  license,  background  in  primary/ 
urgent  care,  and  ability  to  work  with  college  age 
student  clientele,  NPs  and  volunteers.  Desired 
qualifications:  Supervisory  experience  in  a clinical 
setting  and  ability  to  develop  protocols  for  NPs. 
Remuneration;  Low  to  mid-50s  depending  on  board 
certification.  Send  CV  to  Albert  E.  Meisenbach,  III, 
MD,  Medical  Director,  UT  Student  Health  Center, 
P.O.  Box  7339,  Austin,  Texas  78713;  512  471-4955, 
ext.  231.  Equal  opportunity  employer. 

City  of  Corpus  Christ!  Director  of  Public  Health — 
The  City  of  Corpus  Christ!  is  seeking  qualified 
applicants  for  an  excellent  managerial  position  as 
Director  of  Public  Health.  Responsibilities  include 
the  administration  of  multi-funded  (city,  county 
and  state)  programs  related  to  public  health  and 
welfare  as  well  as  environmental  control,  and  the 
enforcement  of  all  related  laws  and  regulations. 
Programs  include  epidimiology,  tuberculosis  con- 
trol, maternal/child  health,  family  planning,  occu- 
pational health  for  city  employees,  and  other 
medical  and  nursing  services.  The  department  co- 
operates with  official  and  voluntary  health  and 
welfare  services  throughout  Nueces  County.  Li- 
censed by  the  Texas  State  Board  of  Medical 
Examiners  or  the  ability  to  obtain  a license  to 
practice  within  a reasonable  period  of  time  after 
employment.  A master's  degree  in  public  health 
and  board  certification  in  public  health  is  required. 
Board  eligibility  or  certification  by  the  American 
Board  of  Preventive  Medicine  is  also  preferred.  In 
addition,  five  years  of  experience  as  the  director  of 
a health  department  of  comparable  size  to  Corpus 
Christi,  or  smaller,  is  required.  Salary  range:  Open. 
Please  submit  resume  and  credentials  by  July  30, 
1986  to  City  Manager,  City  of  Corpus  Christi,  P.O. 
Box  4992,  Corpus  Christi,  Texas  78469-4992. 
EEO/AA  Employer  M/F/H. 

Assistant  Professor  and  Assistant  Physicist  who  will 
develop  programs  to  ensure  proper  functioning  of 
imaging  equipment  such  as  x-ray,  fluoroscopy, 
computed  tomography,  magnetic  resonance,  posi- 
tron emission  tomography  and  gama  camera  units. 
Evaluate  Imaging  equipment  and  write  purchase 
specification.  Perform  research  in  the  field  of  diag- 
nostic imaging.  Teach  physics  to  graduate  students. 
PhD  degree  in  physics  with  two  years  experience. 
$50,000  annual  salary.  40-50  hours/week.  Contact 
Texas  Fmoloyment  Commission,  Houston,  Texas,  or 
send  resume  to  Texas  Employment  Commission, 
Placement  Unit,  Austin,  Texas  78778.  )0  #4423158. 
Ad  paid  for  by  an  equal  employment  opportunity 
employer. 


Emergency  Medicine 

Needed:  Emergency  physicians.  North  Central  Texas 
area,  full  and  part-time.  For  an  application  call 
817  336-8600  or  write  Emergency  Medicine  Con- 
sultants. PA,  1533  Merrimac  Circle,  Suite  202,  Fort 
Worth,  Texas  76107. 

Texas  Emergency  Medicine — Full  and  part-time  posi- 
tions available  in  the  Central  and  South  Texas 
areas.  Excellent  pay.  Primary  considerations  given 
to  applicants  with  two  years'  experience  in  emer- 
gency medicine  or  board  certified  or  board  eligible 


in  emergency  medicine,  family  practice,  internal 
medicine  or  surgery.  Contact  Arthur  Allison,  MD, 
or  Susan  Dill,  Emergency  Physicians  Associates, 
2702  McCullough  #3,  San  Antonio,  Texas  78212; 
512  222-0746. 

Emergency  Physician — Local  Houston  ER  group 
needs  experienced  ER  physician.  Fee-for-service 
with  guarantee.  Contact  Greater  Houston  Emergency 
Physicians  Associates,  P.O.  Box  7445,  Houston, 
Texas  77248;  713  861-7942. 

Texas:  Dallas-Fort  Worth  & East  Texas.  Full-time 
positions  available  at  several  hospitals  in  the  Dallas- 
Fort  Worth  and  East  Texas  areas,  with  extremely 
attractive  fee-for-service  compensation  and  hourly 
guarantees.  Compensation  ranges  from  $65,000  to 
$105,000  annually.  Very  desirable  geographic  loca- 
tions include  Tyler,  Longview,  Greenville  and 
Marshall,  Texas.  Association  with  a strong  physician- 
oriented  group  provides  attractive  professional  op- 
portunities for  emergency  physicians.  Positions  are 
also  available  for  primary  care  physicians  in  clinic 
settings.  Contact  Brenda  Lancaster,  Vice  President, 
Professional  Services.  EmCare,  Inc.,  3310  Live  Oak, 
Suite  400,  Dallas,  Texas  75204,  or  call  toll  free 
1-800-527-2145. 

Emergency  Medicine  Opportunities — Part-time  and 
full-time  positions  available  in  more  than  40  facili- 
ties throughout  Texas.  Competitive  hourly  income, 
flexible  scheduling  without  on-call,  and  occurrence 
malpractice  coverage.  For  details  respond  in  confi- 
dence to  Spectrum  Emergency  Care,  Inc.,  P.O.  Box 
27352,  St.  Louis,  MO  63141;  1-800-325-3982;  314 
878-2280. 

Texas:  Emergency  department  locum  tenens  and 

weekend  coverage  available  in  various  locations. 
Competitive  hourly  rate  includes  malpractice  in- 
surance. Contact:  Emergency  Consultants,  Inc.,  2240 
South  Airport  Road,  Room  29,  Traverse  City, 
Michigan  49684. 

Texas:  Full-time  ED  positions  available  in  North 
Texas  area.  Small  group,  flexible  scheduling.  ACLS 
and  US  education  required.  Send  CV  to  Ms.  Neu, 
Numed  Systems,  P.O.  Box  2122,  Denton,  Texas 
76202. 

Emergency  medicine  and/or  family  practice  physi- 
cians needed  for  family  practice  and  acute  care 
facility  located  In  attractive,  progressive  city  with 
numerous  cultural,  educational  and  recreational  op- 
portunities. Salary  $60,000  plus  benefits,  percentage 
of  profit  and  insurance.  Contact:  Midland  Minor 
Emergency  Center,  2310  West  Ohio,  Midland,  Texas 
79701;  telephone  915  686-9708. 


Family/General  Practice 

Wanted;  General  Praclitioner/Industrial  Medicine. 

Position  available  with  12-doctor  mult  specialty 
group.  All  benefits  paid  by  the  group,  afternoon 
off,  rotating  call  schedule.  Send  curriculum  yitae  to 
Charles  E.  Allbritton,  Administrator,  Suite  240, 
7777  Forest  Lane,  Dallas,  Texas  75230;  phone  214 
661-7700. 

Wanted;  Family/general  practitioner  to  locate  in 
northeast  Texas  area.  Croup  setting.  Contact  Paul  R. 
Bennett,  300  West  Upshur,  Cladewater,  Texas 
75647;  phone  214  845-2281. 

Family  physician  wanted  to  associate  with  family 
physician  in  clinic  in  beautiful,  small  town  in  the 
scenic  Hill  Country  north  of  San  Antonio.  Primarily 
ambulatory/emergency  care  with  hospital  25  miles 
away.  No  OB.  Partnership  possible.  Reply  to 
Ad-570,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 

Southeast  Texas — Take  over  existing  ACC  practice  at 
no  cost  to  you.  Opportunity  to  earn  over  $100,000 
the  first  year.  Must  have  excellent  rapport  with 
patients  and  ability  to  get  along  with  staff.  Require 
American  trained  and  board  certified/FP.  Call  or 
write  Robert  Morris,  2497  Liberty,  Beaumont,  Texas 
77702;  409  838-2636. 

Family  Practice — Enjoy  freedom,  excellent  income, 
paid  malpractice,  travel,  and  housing,  join  the  PRN 
staff  as  an  independent  contractor  providing  tempo- 
rary practice  coverage  for  our  colleagues.  Assign- 
ments from  one  week  to  several  months.  Contact 
PRN  (Physician's  Relief  Network),  1000  North  Wal- 
nut, Suite  A,  New  Braunfels,  Texas  78130;  512 

629-5858. 

Physicians  and  hospital  in  rural  community  near 
Austin  seek  board  certified  family  physician.  Coyer- 
age  available  from  board  certified  FP.  Competitive 
incentive  package  including  income  guarantee  avail- 
able for  suitable  candidate.  For  information  without 
cost  or  obligation  contact:  Physician  Resource  Net- 
work, P.O.  Box  37102,  Fort  Worth,  Texas  76117; 
817  595-1128. 


A variety  of  associate  and  solo  private  practice 

opportunities  available  in  Texas  for  board  certified 
family  physicians.  For  information  without  cost  or 
obligation  contact:  Physician  Resource  Network, 
P.O.  Box  37102,  Fort  Worth,  Texas  76117;  817 
595-1128. 

Wanted:  General  practitioner/industrial  medicine. 

Position  ayailable  with  eight  doctor  multispecialty 
group.  Houston  metropolitan  area.  Salary  first  year 
leading  to  percentage  and  then  partnership.  Please 
proyide  curriculum  vitae  with  initial  inquiry.  Please 
reply  to  Ad-618,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

Immediate  opportunity  available  for  family  practice 
physician,  board  eligible/board  certified  to  join 
five-physician  multispecialty  group.  Excellent  patient 
population,  well  equipped  clinic  with  first  year 
salary  guaranteed.  Excellent  fringe  benefits.  Affil- 
iated with  60-bed  community  hospital,  teaching 
opportunities  available.  Conveniently  located  in 
scenic,  recreational  area  with  close  proximity  to 
La  Crosse,  Wisconsin.  Piease  send  curriculum 
vitae  to  R.  A.  Starr,  MD,  318  West  Decker  St., 
Viroqua,  Wisconsin  54665;  telephone  608  637-3175 
or  608  637-3177. 

Reagan  Hospital  District,  Big  Lake,  Texas  is  looking 
for  a physician  interested  in  solo  family  practice 
that  promises  lucrative  future.  Located  in  Permian 
Basin,  Reagan  Hospital  District  is  prepared  to  offer 
$125,000  gross  annual  guarantee  with  new  clinic 
opening  late  1986.  Reagan  Hospital  District  owns- 
operates  a 27-bed  acute  care  hospital  and  48-bed 
long  term  care  facility  in  community  of  3,500. 
Contact  Ron  Calloway,  Administrator,  Reagan  Me- 
morial Hospital,  805  North  Main,  Big  Lake,  Texas 
76932;  915  884-2561. 

Texas,  San  Antonio — Immediate  opening  for  full 
time  board  certified/eligible  FP/EM  in  established 
(physician-owned)  three  clinic  ACC.  Competitive 
benefits  package.  Call  or  send  resume  to  Dr.  B. 
Swift,  777  NE  Loop  410,  San  Antonio,  Texas  78209; 
512  820-0377. 

Wanted;  Full-time  Family  Practitioner — Central 
Texas  town  between  Dallas,  Fort  Worth  and  Waco, 
near  beautiful  Lake  Whitney.  Clinic  next  door  to 
the  hospital.  Salary  negotiable,  partnership  oppor- 
tunity. Contact  Morris  R.  Hill,  MD  or  James  G. 
Barton,  MD.  P.O.  Box  548,  Whitney,  Texas  76692- 
0548;  817  694-2221. 

If  you  are  wanting  to  relocate,  yet  your  busy 
schedule  keeps  you  from  looking,  let  us  assist  you 
nowl  We  are  a professional  search  corporation 
working  for  professionals.  Please  contact  ESCA, 
Medical,  235  NBC  Plaza,  2700  NE  Loop  410,  San 
Antonio,  Texas  78217;  512  654-8848,  Confidentiality 
guaranteed. 


Internal  Medicine 


General  internist  wanted  to  join  busy  North  Dallas- 
Richardson  practice.  Associate  retiring.  Excellent  op- 
portunity for  a well  qualified  internist  with  a desire 
for  long  term  commitment.  If  you  would  like  to 
become  a respected  member  of  this  community, 
send  your  CV  to  George  M.  Markus,  MD,  2175 
Promenade  Center,  Richardson,  Texas  75080;  tele- 
phone 214  235-2304. 


Obstetrics/Gynecology 

Available — Position  in  Sunbelt  university  com- 
munity, 100,000-f,  40-man  multispecialty  clinic 
seeks  board  certified  aboard  eligible  university  or 
military  trained  OBC.  Please  reply  to  Ad-621, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


Orthopedic  Surgery 

Wanted:  Orthopedic  Surgeon.  Position  available 
with  12-doctor  multispecialty  group  located  in  the 
Medical  City  Dallas  complex  in  North  Dallas.  All 
benefits  paid  for  by  the  group,  afternoon  off,  rotat- 
ing call  schedule.  Send  curriculum  vitae  to  Charles 
E.  Allbritton,  Administrator,  7777  Forest  Lane,  Suite 
240,  Dallas,  Texas  75230;  telephone  214  661-7700. 

Solo  orthopedist  in  rapidly  growing  suburban 
Dallas/Fort  Worth  area  seeking  a board  certified  or 
board  eligible  orthopedic  surgeon.  General  ortho- 
pecfics  is  practiced  with  an  emphasis  on  sports 
medicine,  as  the  population  is  extremely  young. 
Please  send  curriculum  vitae  to  James  V.  Bonnet, 
MD,  1600  West  College  Street,  Suite  240,  Grape- 
vine, Texas  76051. 
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Pediatrics 

Pediatrician  Wanted — )CAH  accredited  hospital  in 
the  northeast  Texas  area.  Contact  Paul  R.  Bennett, 
300  West  Upshur  Avenue,  Cladewater,  Texas  75647; 
phone  214  845-2281. 

Opportunity  near  Fort  Worth  for  BE/BC  pedia- 
trician to  work  with  young,  board  certified  OBC 
establishing  new  services  for  rapidly  increasing 
service  area.  Competitive  incentive  package  includ- 
ing income  guarantee.  Compatible  associate  to  be 
recruited  as  first  pediatrician  desires.  For  informa- 
tion without  cost  or  obligation  contact:  Physician 
Resource  Network,  P.O.  Box  37102,  Fort  Worth, 
Texas  76117;  817  595-1128. 


Other  Opportunities 

Immediate  Opening:  Excellent  opportunity  for  a 
specialist  in  FP,  OBC,  IM,  general  surgery  or  in- 
dustrial medicine  to  join  well  established  and 
rapidly  expanding  family  practice  group  in  San 
Antonio.  Our  facility  is  fully  equipped  as  a total 
health  care  center  with  laboratory,  x-ray,  stress 
testing,  holter  monitoring,  and  pulmonary  function 
testing  already  established.  Plans  are  underway  to 
move  to  larger  facility  and  offer  increased  seryices. 
We  offer  competitive  guaranteed  salary,  corporate 
benefits  with  paid  professional  liability,  administra- 
tiye  and  support  staff,  affiliation  with  large  com- 
munity hospitals,  and  call  sharing  opportunities. 
Requires  well-rounded  abilities  in  both  an  out- 
patient and  hospital  practice.  Board  certificat  on 
or  eligibility  required.  Dedicaton  to  high  quality, 
excellent  patient  empathy  and  communicative  skills 
mandatory.  Leadership  skills  and  entrepreneural 
interest  in  practice  desirable.  Tremendous  growth 
potential.  Immediate  opening  due  to  building  ex- 
pansion and  broadening  patient  base.  Send  CV, 
references  to  William  Conzaba,  MD,  PA,  The 
Doctor's  Office,  2101  Lockhill-Selma,  Suite  208, 
San  Antonio,  Texas  78213. 

Physicians  Wanted — Progressive  hospital  in  East 
Texas.  Contact  Paul  Bennett,  Administrator,  Clade- 
water Municipal  Hospital,  300  West  Upshur,  Clade- 
water, Texas  75647;  telephone  214  845-2281. 

Are  you  looking  for  a paved  highway  toward 
financial  success — where  you  will  receiye  referrals 
from  other  doctors  because  they  are  too  busy  or 
retiring — where  there  is  no  animosity  towards  new 
physicians?  Immediate  openings  for  family  physi- 
cians, OBC,  internists,  pedis,  orthopods,  and 
surgeons  in  smaller  tovyns  in  Texas.  Contact  Texas 
Doctors  Croup,  702  Colorado,  Suite  102,  Austin, 
Texas  78701;  512  476-7129.  Toll  free  in  Texas 
1-800-331-8472. 

MDs  full-time  or  part-time  in  beautiful  East  Texas 
Piney  Woods  for  new  ambulatory  care  center. 
Excellent  salary.  Please  contact  Barbara  at  409  637- 

1800  or  send  CV  to  Lufkin  Immediate  Care  Center, 
P.O.  Box  2325,  Lufkin,  Texas  75901. 

Good  Move.  We  are  now  placing  permanent  and 

part-time  physicians  for  minor  emergency  clinics  in 
excellent  locations  all  oyer  Texas.  Please  send  your 
complete  resume  or  CV  to  Cood  Move,  P.O.  Box 
4062,  Bryan,  Texas  77802.  All  replies  will  remain 
confidential. 

HCA  owns  or  manages  55  hospitals  in  Texas.  Op- 
portunities for  all  non-hospital  based  specialties  in 
both  metropolitan  and  rural  areas.  Send  curriculum 
yitae  to:  Dan  Olphie,  HCA,  P.O.  Box  1575,  Nash- 
yille,  Tennessee  37202  or  call  1-800-251-1537. 

The  Medical  and  Surgical  Clinic  of  Sherman,  Texas 

is  currently  expanding  its  multispecialty  group  to 
include  specialists  in  pediatrics,  ophthalmology  and 
otolaryngology.  Interested  parties  please  contact 
Ron  Marshall,  Administrator,  214  893-5138  (collect). 

Internist,  OBC,  Orthopedist — BE/BC  to  join  a small 
medical  staff  in  a 50-bed  rural  hospital  in  the 
beautiful  Davis  Mountains.  High  elevation,  cool 
climate,  friendly  people,  and  superb  hunting. 
Present  specialists  include  one  internist,  one  gen- 
eral surgeon,  two  radiologists.  Excellent  opportunity 
to  establish  a busy  practice  in  a pleasant  setting. 
Additional  opportunities  for  ophthalmologist  and 
second  general  surgeon.  Potential  for  deyelopment 
of  a regional  multispecialty  clinic.  Send  CV  to 
Stephen  Daugherty,  MD  or  Ricardo  Alyillar,  MD, 
Brewster  Memorial  Hospital,  Alpine,  Texas  79830. 

Positions  Available — Seeking  BC/BE,  OBC,  general 
internist,  HEM/ON,  PS,  general  surgery  , endocri- 
nologist to  join  an  established  multispecialty  (non- 
prepaid)  clinic  in  South  Central  Texas.  Contact 
Leroy  W.  Kitch,  Administrator,  Skinner  Clinic,  124 
Dallas  Street,  San  Antonio,  Texas  78205. 

San  Antonio:  Family  practice/emergency  med'eine. 

Immediate  opening  in  minor  emergency  center 
operating  14  hours  per  day.  Salary  and  fringes 
negotiable.  Contact  Robert  W.  Kottman,  MD,  8210 
Pat  Booker  Road,  San  Antonio,  Texas  78233;  512 
653-8989. 

Urologist  wanted — BE/BC  to  join  solo  urolog'st  in 
DEW  area.  Experience  in  penile  implants  helpful. 
Fully  equipped  office  near  hospitals.  Three  cysto 
rooms  and  x-ray.  Excellent  opportunity.  Early  full 
partnership.  Send  CV  to  Ad-613,  TEXAS  MEDICINE, 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


Physicians — Have  you  contacted  the  Texas  Medical 
Association  Placement  Service?  We  have  informa- 
tion for  many  specialties  on  practice  opportunities 
throughout  the  state.  Send  inquiries  to  Physicians 
Placement  Service,  Texas  Medical  Association,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701.  Call  512 
477-6704,  ext.  263.  No  charge  to  TMA  members! 

Expanding  Texas  Multispecialty  Group — Dallas/Fort 
Worth  area,  requires  BE/BC  physicians  in  urology, 
general  surgery,  OBC,  and  orthopedic  surgery. 
Competitiye  salary.  Extensive  benefits.  Direct  in- 
quiry and  CV  to:  Medical  Director,  Permanente 
Medical  Association  of  Texas,  12720  Hillcrest,  #600, 
Dallas,  Texas  75230. 

Arizona  based  physician  recruitment  firm  has  op- 
portunities coast  to  coast.  "Professionals  working 
with  professionals."  Over  14  years  experience.  Call 
602  795-7474;  or  send  CV  to:  Mitchell  & Associ- 
ates, Inc.,  2761  N.  Country  Club  Road,  Suite  202, 
Tucson,  Arizona  85716. 

Anesthesiologist  needed  to  join  20  physician  multi- 
specialty group.  Will  be  in  charge  of  clinic's  soon 
to  open  Same-Day-Surgery-Center.  Strong  consid- 
eration giyen  to  semi-retired  physician.  Excellent 
benefits  with  paid  relocation  expenses.  Send  CV  to 
Tammy  Stripling,  Malone  and  Hogan  Clinic,  1501 
W.  11th  Place,  Big  Spring,  Texas  79720. 

Dermatologist  needed  to  join  20  physician  multi- 
specialty group.  High  first  year  guarantee  and  no 
first  year  expenses.  Excellent  benefits  with  paid 
relocation  expenses.  Send  CV  to  Tammy  Stripling, 
Malone  and  Hogan  Clinic,  1501  W.  11th  Place,  Big 
Spring,  Texas  79720. 


Dallas/Fort  Worth 
GP/FP/IM— Physicians  for  clinics 
serving  area  industry,  providing 
treatment  for  injuries,  physicals, 
return  to  work  evaluations  and  re- 
lated services.  Monday  through 
Friday  hours  only,  and  no  eve- 
nings, weekends,  call,  or  hospital 
responsibilities.  Salary  is 
$72,500  plus  productivity  plan, 
malpractice,  and  extensive  bene- 
fits. Five  weeks  vacation  and  CME. 
Send  CV  to  Ad-622,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


Phelbologist  needed  to  work  for  another  physician 
in  Dallas  to  perform  non-surgical  treatment  for 
yaricose  veins,  (clerotherapy).  Must  have  Texas  li- 
cense and  two  years  experience  in  treating  such 
patients.  Salary  $65,000  per  year.  Please  send 
curriculum  yitae  and  references  to  8226  Douglas 
Ayenue,  Suite  609,  Dallas,  Texas  75225. 

Physicians — Best  opportunities  in  Texas  and  Sun- 
belt. We  represent  clients  with  immediate  needs  for 
all  types  of  doctors.  Let  one  of  our  medical  search 
recruiters  find  the  best  position  for  you!  CVs  and 
preferences  to:  Marilyn  Lisse,  Elaine  Best  & Associ- 
ates, 2901  Wilcrest,  Suite  213,  Houston,  Texas 
77042. 

Ambulatory  Care  Center  seeks  a physician  who  is 
board  certified  or  board  eligible  in  family  practice, 
internal  medicine  or  orthopedic  surgery,  for  ex- 
panding center  in  El  Paso,  Texas  with  significant 
industrial  medicine  component.  Reply  to  Dr.  Ross, 
7105  N.  Mesa,  Suite  P,  El  Paso,  Texas  79932. 

Board  certified,  board  eligible  psychiatrist  to  join 
psychiatrist  and  four  clinical  psychologists  in  ex- 
panding general  psychiatric  practice.  Includes  adult 
and  adolescent  treatment  and  drug  and  alcohol 
abuse  in  North  Dallas  area.  Focus  on  inpatient 
care — 15  to  20  hours  per  week  and  can  deyelop 
own  outpatient.  Salary,  furnished  office  and  secre- 
tarial support.  Opportunity  for  partnership.  July  and 
August  1986  time  frame.  Contact  and  send  yitae  to 
Southwest  Psychiatric  Assocates,  7475  Skiliman, 
Suite  103B,  Dallas.  Texas  75231  or  call  214  340- 
1601  or  817  469-6489. 

Director  of  Neurodiagnostic  Lab  and  Physician 
Therapy  Department — Superyise  physical  therapists 
and  clinical  researchers  to  obtain  patient  data  for 
neurodiagnosis  eyaluat-on;  collect  yisual  and  audi- 
tory response  data;  apply  and  conduct  behavioral 
testing,  acupuncture,  biofcedback,  and  thermogram. 
Must  have  knowledge  and  experience  in  perform- 
ing research  through  thermogram,  electroencephalo- 
gram, b'ofeedback,  acupunctures,  2-Decho  8 
Carotid  Doppler,  Cat  San,  and  psychological  testing. 
40  hours  per  week,  $36,000  per  year.  Requirements: 
PA  (Physician's  Assistant)  degree  in  the  medical 
field  of  studv  and  one  year  of  training  in  research; 
four  years  of  experience  in  the  job  offered  or  four 
years  as  a med  cal  researcher  in  neurology.  Apply 
at  the  Texas  Employment  Commission,  Houston, 


Texas,  or  send  resume  to  the  Texas  Employment 
Commission,  TEC  Building,  Austin,  Texas  78778, 
)0  #4642413.  Ad  paid  by  an  equal  employment  jl 
opportunity  employer. 


OPPORTUNITIES  SOUGHT 


We  have  physicians  who  are  looking  to  join  solo, 
partnerships,  or  multispecialty  groups  in  the  Texas , 
area.  For  more  information  call  Medical  Advisory 
Croup,  Inc.,  214  758-9939. 

Family  Physician  Coverage  Service — Two  days  to 
two  weeks.  Licensed  MD  with  14  years  experience 
in  family  practice.  Urban  or  rural.  English  and 
Spanish.  Texas,  UTMB  graduate,  Calyeston.  Always : 
in  good  medical  standing.  No  malpractice  eyer. 
Written  or  phone  references,  recommendations. 
512  473-6996,  leave  message. 

General  surgeon  wanting  to  relocate.  Texas  license,  l 
ABS.  Willing  to  do  some  general  practice.  Will 
consider  HMO,  free-standing  clinic,  or  suitable  ER. 
Available  immediately.  Please  reply  to  Ad-611, 
TEXAS  MEDICINE,  18()1  North  Lamar  Blyd.,  Austin, 
Texas  78701. 

We  have  listings  of  physicians  desiring  to  relocate 
in  Texas.  Nearly  all  specialties  are  represented. 
There  is  no  charge  to  TMA  members  for  this 
seryice.  Contact:  Physicians  Placement  Seryice,  Tex- 
as Medical  Association,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701.  512  477-6704,  ext.  263. 

Radiologist — Board  certified  diagnostic  radiologist 

and  nuclear  medicine.  University  trained,  American 
graduate.  Well  versed  all  imaging  modalities,  in- 
cluding MRI  and  mammography.  Some  specials. 
Hospital  or  out-patient  facility  considered.  Available 
immediately.  All  Texas  locations.  Please  reply  to 
Ad-615,  TEXAS  MEDICINE,  1801  North  Lamar  Blyd., 
Austin,  Texas  78701. 

Aggressive,  board  certified  radiologist,  48,  seeking 
opportunity  in  Dallas-Fort  Worth  Metroplex.  Willing 
to  work  hard  where  there  is  a need  for  a radiolo- 
gist. Call  1-800-331-8472  or  write  P.O.  Box  177, 
Austin,  Texas  78767. 

Board  certified  plastic  surgeon,  34,  interested  in 
relocating  from  Snowbelt  to  Sunbelt  where  there 
is  a need  for  a plastic  surgeon.  Call  1-800-331-8472 
or  write  P.O.  Box  177,  Austin,  Texas  78767. 


FOR  SALE  OR  LEASE 


Medical  Equipment 

50%  off  previously  owned  medical  laboratory, 

office,  x-ray,  ultra-sound  equipment  in  excellent 
condition.  We  buy,  sell,  broker  and  repair.  Ap- 
praisals by  Certified  Surgical  Consultants,  Medical 
Equipment  Resale,  Inc.,  24026  Haggerty  Road, 
Farmington,  Michigan  48018;  313  569-4407  anytime. 

Laboratory  equipment  for  sale:  Gem  Star,  Coulter 
Counter  and  Potassium  anaiyzer,  all  one  year  old, 
under  seryice  contract.  Rarely  used.  Original  total 
cost  $26,000.  Any  reasonable  offer  considered. 
Please  reply  to  Ad-620,  TEXAS  MEDICINE,  1801 
North  Lamar  Blyd.,  Austin,  Texas  78701. 

For  Sale — ADR  Ultrasound  4000  S/L.  Telephone 
512  477-3322. 


Office  Space/ Property 

San  Antonio — General  internist  desires  to  sublease 
ready-to-go  office  space  with  fiye  exam  rooms. 
Rapidly  growing  North  Central  location.  Ideal  for 
allergist,  dermatologist,  or  other  primary  care 
physician.  For  information  call  512  377-3224. 

For  Sale — Hillside  Country  Home.  Trees  and  fields, 
150  miles  north  of  Dallas.  3 bedroom,  garage 
apartment.  Sw.  PI.  barn/tool  house.  I’A  bath. 
Phone  405  298-2314,  405  298-3365  or  reply  to 
Ad-612,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 

Austin:  For  lease,  1300  sq.  ft.  duplex  near  Seton. 

Ideal  for  solo.  Waiting,  two  offices,  lab,  nurse's 
station  and  four  exam  rooms.  Ben  H.  White,  MD 
or  Karen  Haslund,  MD,  512  454-8691. 

For  Sale — Well  established  GP  clinic.  Town  of 
27,000.  Established  31  years.  Excellent  practice  op- 
portunity for  GP  or  any  specialty.  Low  oyerhead, 
3200  sq.  ft.  and  a parking  lot.  Hospital  is  7 miles. 
Doctor  died  May  3.  Write  Frances  Barbee,  213  W. 
Ayenue  D,  Copperas  Cove,  Texas  76522. 

Need  general  practitioner  willing  to  set  up  practice 

in  resort  area  of  Canyon  Lake,  Texas.  Traffic  flow 
of  750,000.  Designated  by  AMA  as  area  in  need 
of  physician.  Haye  office  space  ayailable  in  new 
professional  building  in  April  1987.  An  established 
pharmacy  will  move  in  by  physician.  For  more 
information  call  512  935-4341. 


Texas  Medicine 


|)  Dallas:  For  Sale — Medical  office  condominium  in 
Woodhill  Medical  Park,  directly  across  street  from 
Presbyterian  Hospital.  792  square  feet — two  large 
medical  offices,  wailing  room,  receptionist/file 
room,  private  bathroom.  Reserved  parking  in  under- 
) ground  garage.  On-premises  private  health  club. 
I For  information  contact  Sydney  Boyce,  214  788- 
I 5976. 


I Practices 

Texas,  Austin — Established  general  and  occupational 
practice  for  sale.  Cross  over  $180K,  growth  poten- 
tial. Laboratory,  x-rays,  seven  examining  rooms,  50 
cars  parking,  superb  for  conversion  to  free-standing. 
For  information  contact  P.O,  Box  161461,  Austin, 
Texas  78716. 

OBG  practice  for  sale,  expanding  Dallas  suburb, 
one  mile  from  hospital.  Well  equipped  office. 
Cross  $270K.  Excellent  schools  and  shopping. 
Owner  retiring.  Coverage.  Please  reply  to  Ad-616, 
TEXA5  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

For  Sale — Established  internal  medical  practice. 

Owner  wishes  to  retire.  Contact  Alex  M.  Rosen- 
blum,  MD,  715  IHill  Country  Drive,  Kerrville,  Texas 
78028;  512  896-2977. 

Cl  Practice  For  Sale — Doctor  relocating.  Available 
immediately.  1985  procedures:  ERCP-80,  ECD-504, 
Colonoscopy-334.  For  practice  resume,  location, 
etc.,  please  write  to  P.O.  Box  741,  Flatonia,  Texas 
78941. 

Very  good  family  practice  for  sale.  Northwest  San 
Antonio,  Texas.  Near  medical  center/schools.  In- 
formation call  512  349-1405. 


Classified  Ad  Rates  & Data:  Classified  ad- 
vertising sells  for  $30  (US  currency)  per 
issue  for  50  words  or  less,  payable  in 
advance.  Ad  numbers  can  be  substituted 
for  formal  addresses  upon  request  at  no 
extra  cost.  Name  and  address  of  ad  num- 
ber listings  cannot  be  given  out  unless 
specific  permission  to  do  so  has  been 
given.  The  advertising  office  will  not  con- 
tact ad  number  holders  except  by  mail. 
Federal  laws  prohibit  references  to  race, 
color,  religion,  sex,  national  origin,  or  age 
unless  bona  fide  occupational  qualifica- 
tions. Copy  deadline  is  the  5th  of  the 
month  preceding  publication.  Send  copy 
to  Advertising  Manager,  TEXAS  MEDICINE, 
1801  North  Eamar  Blvd.,  Austin,  Texas 
78701. 


BUSINESS  AND  FINANCIAL 
SERVICES 


Physician's  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt, 
courteous  service.  Competitive  fixed  rate,  with  no 
points,  fees  or  charges  of  any  kind.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free 
1-800-241-6905.  Serving  MDs  for  over  ten  years. 

Office  Systems  Management — A business  designed 
to  streamline  and  organize  every  aspect  of  the 
medical  office  from  employee  management  to  col- 
lections. Consultations  in  your  office.  Call  for  in- 
formation. Michele  Purgason,  817  468-3088. 

Appraisals  of  Professional  Practices — Specializing  in 
valuations  for  partnership  buy-ins,  litigation,  divorce 
settlements,  financial  statements,  or  practice  sales. 
Experienced,  qualified  appraisals  for  the  health  care 
industry.  Contact  Dan  Lewis  at  LHP  Services  Inc. 
for  additional  information.  214  437-1180  or  write 
777  S.  Central  Expressway,  Suite  1-V,  Richardson, 
Texas  75080. 


MISCELLANEOUS 


Abortion  Alternatives!  Licensed  maternity  service 
offers  residential  and  non-res. dential  program  witFi 
counseling  and  medical  plan  for  the  expectant 
mother  who  is  planning  adoption  for  her  baby. 
Costs  adjusted  to  ability  to  pay.  MARYWOOD,  510 
West  26th  Street.  Austin,  Texas  78705;  phone  512 
472-9251.  (Formerly  Home  of  the  Holy  Infancy) 

Doctor,  you  can't  beat  the  quality  or  the  pr  cel 
Holter  Monitor  Scanning  Service.  Physician  owned, 
trained  ,and  supervised.  Now  using  UP  Service  for 
faster  turnaround  time.  No  contracts  to  sign.  We 
can  arrange  for  lease/purchase  of  Holter  equip- 
ment. New  Holter  recorders  $1295.  Includes  test 
cable.  Limited  time:  2 year  warranty.  Now  is  the 
time  to  buy.  DCG  Interpretation  Holter  Scanning 
Services,  313  879-8860. 

Practice  Wanted — Wanted  to  buy  general  practice 
or  general  practice  with  general  surgery.  Prefer 
small  or  medium  size  community.  Licensed  in  Tex- 
as. Could  take  over  the  practice  immediately. 
Please  reply  to  Ad-610,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


Leave 
your  mark 

on  life. 


You  don’t  have  to  move 
mountains  to  make  a differ- 
ence on  this  earth. 

By  leaving  even  the  small- 
est legacy  to  the  American 
Cancer  Society  in  your  will, 
you  can  leave  a loving  and 
lasting  impression  on  life. 

And  giving  life  is  the 
greatest 

wayofleav-  AMERKAN 
ing  your  ^CANCER 
mark  on  it.  ? SOQETY® 


For  more  information,  call  your 
local  ACS  Unit  or  write  to  the 
American  Cancer  Society, 

4 West  3.Sth  Street,  New  York,  NY  lOOOl. 
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Director 

Family  Practice 
Residency  Program 

The  Family  Practice  Residency  Program  at 
Memorial  Medical  Center  in  Corpus  Christi,  Texas,  is 
seeking  a Program  Director. 

The  individual  to  be  considered  for  the  Program 
Director  position  must  be  board  certified  by  the 
American  Board  of  Family  Practice  and  preferably 
residency-trained  with  three  to  five  years  experience 
in  practice. 

Applicants  should  have  been  associated  with  a 
family  practice  residency  program,  preferably  serving 
as  assistant  or  associate  director.  Also,  the  successful 
candidate  will  be  required  to  apply  for  active  medical 
staff  admitting  and  clinical  privileges;  and  must  be 
licensed,  or  obtain  a license,  to  practice  medicine  in 
the  state  of  Texas. 

The  curriculum  vitae  from  interested  applicants 
should  be  forwarded  to: 

WILLIAM  A.  BURGIN,  MD 

Chairman,  Search  Committee 

Medical  Staff  Office 

Memorial  Medical  Center 

P.O.  Box  5280 

Corpus  Christi,  Texas  78405 


MEMORIAL  MEDICAL  CENTER 

Memorial  Medical  Center  is  an  equal  employment  oppor* 
tunity,  affirmative  action  employer. 


TSIGUNS 


We  are  announcing  opportunities  for 
you  to  serve  your  country  as  an  Air  Force 
Reserve  physician/officer.  You  can  make 
new  professional  associations,  obtain 
CME  credit  and  help  support  the  Air 
Force  mission.  For  those  who  qualify 
retirement  credit  can  be  obtained  as 
well  as  low  cost  life  insurance.  One 
t weekend  a month  plus  two  weeks  a 
' year  or  less  can  bring  you  pride  and 
satisfaction  in  serving  your 
'^5^,  country. 


Call:  (512)  479-3245  or  (512)  385-1816  (Collect) 
Or  Fill  Out  Coupon  and  Mall  Today! 

To:  Haalth  Profaaalona  RacruHing 

HQ  10  AF/RSH 

Bargatrom  AFB,  TX  70743-6002 

Namp 

Artrtrpss 

Clfv  ^r:trp 

7in 

Phonp 

Medical  Soerlairv 

nafp  nf  Rlrth 

aiR  FORCE  RESERVE 


10>601>1174 


A GREAT  \AAY  TO  SERVE 
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Publication  of  an  advertisement  in  TEXAS  MEDICINE  is  not  to  be 
considered  an  endorsement  or  approval  by  the  Texas  Medical 
Association  of  the  product  or  service  involved. 


Texas  Medicine 


To 

dull  the 
point 
of 

moderate 
to 

moderately 
severe 
pain... 


hydrocodone  bitartrate  5 mg  (Warning:  May  be  habit  forming.) 
with  acetaminophen  500  mg 


Brief  Summary 

INDICATIONS  AND  USA6E;  Rx  ttie  relief  of  moderofe  to  moderotely  severe  poin 
CONTRAINDICATIONS:  Hypersensitivilv  to  ocetomlnophen  or  hydrocodone 

WARNINGS 

Dnm  Alxise  ond  Dependence:  VICODIN  Is  subject  to  the  Federol  Controlled  Substonces  Act  (Schedule  III) 
Psychic  dependence,  physicol  dependence  and  tolerance  moy  develop  upon  repeated  administration  ot  narcot- 
ics, ther^ore,  VICODIN  should  be  prescnbed  and  administered  with  the  some  coution  oppropnote  to  the  use  of 
other  oral-norcotic-containing  medications 

Respimtoty  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone  may  produce  dose-related  respira- 
tory depression  by  acting  directly  on  brain  stem  respiratory  centers  Hydrocodone  also  offects  centers  that  control 
respiraiory  rhythm,  and  may  produce  irregular  and  pehodic  breathing 

Heed  Injury  and  Increased  Intracranial  hresure:  The  respiratory  depressant  effects  ot  narcotics  and  their  cd- 
pocily  to  elevate  cerebrospinol  fluid  pressure  may  be  markedly  exaggerated  in  the  presence  ot  head  injury,  other 
intracranial  lesions  or  o preexisting  increase  In  intracranial  pressure  Furthermore,  norcotics  produce  adverse 
reactions  which  may  otecure  the  clinical  course  of  patients  with  head  injuries 

Acute  Abdominal  Conditions:  The  administration  ot  narcotics  may  obscure  the  diognosis  or  clinical  course  ot 
patients  with  acute  abdominal  conditions 

PRECAUTIONS 

Special  Risk  Patients:  VKXXtlN  should  be  used  with  caution  in  elderly  or  debilitoted  patients  and  those  with 
severe  impoirment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  diseose,  prostatic  hypertrophy  or 
urethral  stricture 

Intormation  For  Patients:  VKXIOIN,  like  oil  narcotics,  may  impoit  the  menial  and/or  physical  abilities  required  for 
the  performance  of  potentiolly  hazardous  tasks  such  os  driving  o car  or  operating  mochmery,  patients  should  be 
cautioned  accordingly 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex,  caution  should  be  exercised  when  VICODIN  is  used 
postoperotively  and  in  patients  with  pulmonary  disease 

Drag  Interactions:  The  CNS-depressont  effects  ot  VKXTDIN  may  be  additive  with  that  ot  other  CNS  depressants 
When  combined  therapy  is  contemplated,  the  dose  of  one  or  both  agents  should  be  reduced  The  use  of  MAO 
inhibitofs  Of  tricyclic  antidepressants  with  hydrocodone  preparations  may  increose  the  effect  ot  either  Ihe  antide- 
pressant or  hydrocodone.  The  concurrent  use  of  anticholinergics  with  hydrocodone  may  produce  paralytic  ileus 
Usoge  In  Pragnuncy:  Pregnancy  Category  C.  Hydrocodone  has  been  shown  to  be  teratogenic  in  hamsters  when 
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given  in  doses  700  times  the  humon  dose  There  ore  no  adequate  and  well-controlled  studies  in  pregnant 
women.  VICODIN  should  be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus 

Nonteratogenic  Etlects:  Bobies  bom  to  mothers  who  hove  been  taking  opioids  regularly  prior  to  delivery  will  be 
physically  dependent  The  intensity  ot  the  syndrome  does  not  olwoys  correlate  with  Ihe  duration  ot  maternal 
opioid  use  or  dose 

Labor  and  Delivery:  Administration  of  VI(X)DIN  to  the  mother  shortly  before  delivery  may  result  in  some  degree  of 
respiratory  depression  in  the  newborn,  especially  if  higher  doses  ore  used 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk,  therefore,  o decision  should  be 
mode  whether  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the  importance  ot  the  drug  to 
Ihe  mother 

Pediotric  Use:  Safely  ond  effectiveness  In  children  hove  not  been  established 

ADVERSE  REACTIONS 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethorgy  impoirment  of  mental  and  physical 
performance,  onxiely,  fear,  dysphoria,  dizziness,  psychic  dependence,  mood  changes 
Gastrointestinol  System:  Nausea  and  vomiting  may  occur;  they  ore  more  frequent  in  ambulatory  than  in  recum- 
bent patients  Prolonged  administration  of  VICODIN  may  produce  constipation 
Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinory  retention  hove  been  reported 
Respiratory  Depression:  (See  WARNINGS ) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  odjusted  occording  to  the  severity  ot  the  pain  ond  the 
response  ot  the  patient  However,  tolerance  to  hydrocodone  con  develop  with  continued  use,  and  the  incidence  of  ■ 
untoward  effects  is  dose  related 

The  usuol  dose  Is  one  tablet  every  six  hours  os  needed  lor  pom  (It  necessary,  this  dose  may  be  repeated  at  tour- 
hour  intervols.)  In  coses  of  more  severe  pain,  two  tablets  every  six  hours  (up  to  eight  tablets  in  24  hours)  may  be 
required  Revised,  April  1982 


KNOLL  PHARMACEUTICAL  COMPANY 


knoll  30  NORTH  JEFFERSON  ROAD,  WHIPPANY,  NEW  JERSEY  07981 


February,  1985 


MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name 

(Please  Print) 

Address 

City 

State 

( 

Zip 

) 

Specialty  Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 


2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


Upjohn 


fc!l986  The  Upjohn  Company 


A Century 
of  Caring 

1886-1986 


J-6138  January  1986 
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Vi  fr'. 


Motrin  dOO  mg 

ibuprofen 


AMERICAN 

MEDICAL 

INTERNATIONALS 

PHYSICIAN 

PLACEMENT 

SERVICE 


w/^merican  .^TVfedical  /nternational  has  in- 
stituted a corporate  service  to  assist  Physi- 
cians interested  in  servicing  AMI  hospitals 
in  fee-for-service  private,  solo,  group,  or 
other  multi-specialty  practices.  Current  op- 
portunities are  available  for  physicians  who 
are  Board  Certified  or  Eligible.  There  is  no 
charge  to  physicians  for  this  service. 

Specific  areas  of  interest  are: 


Family  Practice 

Neurology 

Ophthalmology 

Orthopedics 

Gastroenterology 

ENT 


VAS  Surgery 
Neurosurgery 
Orthopedic  Surgery 
Occupational  Medicine 
Cardiology 
Rheumatology 


• Oncology  • OB/GYN 

• General  Surgery  • Internal  Medicine 

Physicians  interested  in  pursuing  these  oppor- 
tunities should  contact  this  service  by  calling 
or  submitting  a curriculum  vitae  to: 


Norman  Penick 
Vice  President 
Human  Resources 
AMI 

9465  Wilshire  Blvd.,  Ste.  915 
Beverly  Hills,  CA  90212 
Call  Collect:  (213)  858-6927 
Call  Toll  Free:  (800)  533-7013 
(800)  325-4881 


SUNDAY 

MONDAY 

1 UC  SOAY 

o^ 

ft  SOAY 

1 

f HliRSOAt 

= ' A 1 

(vC  L’ 

SAT  IJPDAY 

4 

S 

10 

11 

12 

1 

15 

16 

17 

18 

For  your  information:  This  is  your  calendar  of  work- 
shops and  seminars  sponsored  by  the  Texas  Medical 
Association  for  the  remainder  of  1986. 

Keep  this  in  a convenient  place  for  easy  refer- 
ence. Tack  it  to  your  bulletin  board!  Please  feel  free 
to  contact  us  when  you  have  questions.  TMA  Depart- 
ment of  Medical  Staff  and  Practice  Management, 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701, 
512/477-6704,  ext.  262. 

All  workshop  registration  information  will  be 
mailed  approximately  six  weeks  prior  to  the 
scheduled  time  for  each  series. 

Improving  Third-Party  Reimbursement  for  You 
and  Your  Patients  is  a half-day  workshop  designed 
to  help  physicians  and  their  staffs  establish  in-office 
systems  to  obtain  appropriate  third-party  reimburse- 
ment (especially  Medicare/Medicaid).  Faculty  for  this 
series  is  Harold  Whittington  & Associates,  Dallas. 
Registration  fee:  TMA  member,  $70;  non-member, 
$95. 

Introduction  to  Insurance  Claims  Preparation  and 
Coding  is  a half-day  workshop  that  focuses  on  the 
“how-to’s”  of  insurance  claims  preparation  and  coding 
with  special  emphasis  on  medical,  surgical,  and  diag- 
nostic coding.  Faculty  for  the  workshop  is  Harold 
Whittington  & Associates,  Dallas.  Registration  fee: 
TMA  member,  $70;  non-member,  $95. 

Practice  Management  Series  includes  workshops 
designed  for  the  physician  who  has  been  in  practice  a 
few  years  and  the  entire  medical  office  staff.  The 
workshops  address  topics  such  as  collections,  patient 
flow,  personnel,  and  computers.  Faculty  for  this  series 
is  Conomikes  Associates,  Inc.,  Marina  del  Rey,  Cali- 
fornia. Registration  fee:  TMA  member,  $70;  non- 
member, $95  (half-day  workshops);  TMA  member, 
$110;  non-member,  $145  (full-day  workshop). 


Glossary  for  Practice  Management  Series: 

collections  Better  Collections,  Billing  and 

Insurance  Methods  (half-day) 
patient  flow  Reception  and  Patient  Flow 
Techniques  (half-day) 

personnel  mgmt.  Personnel  Management  Techniques 
(half-day) 

computers  Use  of  Computers  in  Medical 

Practice  (full-day) 

Personal  Income  and  Estate  Tax  Planning  is  a two- 
day  seminar  for  physicians  and  spouses  to  help  them 
understand  the  fundamentals  of  tax  planning  and  why 
prudent  planning  and  management  are  so  important. 
Faculty  for  this  series  is  Mr.  Robert  Jorrie,  San  An- 
tonio, a practicing  tax  attorney,  consultant,  and  tax 
planner.  Registration  fee:  TMA  member,  $200;  non- 
member, $250.  (No  additional  cost  for  spouse  if  physi- 
cian attends.) 

Gearing  Up  for  Retirement  is  a one-and-one-half 
day  seminar  designed  to  assist  physicians  and  their 
spouses  in  planning  for  a successful  retirement.  Fac- 
ulty for  this  series  includes  speakers  from  the  Ameri- 
can Medical  Association,  legal  consultants,  and 
financial  experts.  Registration  fee:  TMA  member, 
$196;  non-member,  $234.  (No  additional  cost  for 
spouse  if  physician  attends.) 

Increasing  Your  Net  Worth  Through  Financial, 
Pension,  and  Investment  Planning  is  a one-day 
seminar  designed  to  acquaint  physicians  with  tech- 
niques available  under  current  law  to  establish  the 
most  effective  business  structure  for  their  medical 
practice  to  minimize  federal  income  tax  liability,  in- 
crease net  worth,  and  create  additional  funds  for 
practice  development  and  growth.  This  seminar  is 
conducted  by  Glazer,  Suellentrop,  and  Associates, 
Inc.,  Dallas.  Registration  fee:  TMA  member,  $160; 
non-member,  $200.  (No  additional  cost  for  spouse  if 
physician  attends.) 


Other  Workshops  and  Seminars  are  being  devel- 
oped for  offering  by  TMA  later  this  year.  Each  work- 
shop or  seminar  will  be  preceded  by  a special 
brochure  announcing  the  program  and  schedule  of 
offerings. 
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1986  Calendar 

of  workshops  sponsored  by  the 
Texas  Medical  Association 


1986  Workshop  schedule  by  series 

Workshop  Series 

Improving  Third-Party  Reimbursement  for  You  and  Your  Patients 

(Harold  Whittington  & Associates) 


Introduction  to  Insurance  Claims  Preparation  and 
Coding  (Harold  Whittington  & Associates) 


Practice  Management  Series 

(Conomikes  Associates,  Inc.) 
collections,  patient  flow,  personnel  mgmt. 
collections,  patient  flow,  computers 
collections,  patient  flow,  personnel  mgmt. 
collections,  patient  flow,  personnel  mgmt. 
collections,  patient  flow,  personnel  mgmt. 

Personal  Income  and  Estate  Tax  Planning 

(Robert  Jorrie) 

Gearing  Up  for  Retirement 

(AMA,  Legal  and  Financial  Consultants) 

Increasing  Your  Net  Worth 

(Glazer,  Suellentrop,  and  Associates,  Inc.) 
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Date 


City 


July  1 
July  2 
July  3 
July  15 
July  16 
July  17 
July  29 
July  30 
July  31 
September 
September 
September 
September 
September 
September 


3 (pm) 

Lubbock 

4 (pm) 

Dallas 

23  (pm) 

El  Paso 

25  (pm) 

San  Antonio 

26  (pm) 

Houston 

30  (pm) 

Midland 

Amarillo 

Wichita  Falls 

Tyler 

Austin 

Waco 

Abilene 

Beaumont 

Corpus  Christ! 

McAllen 

3 (am) 

Lubbock 

4 (am) 

Dallas 

23  (am) 

El  Paso 

25  (am) 

San  Antonio 

26  (am) 

Houston 

30  (am) 

Midland 

■3 

Houston 

8 

San  Antonio 

■10 

Austin 

-15 

Odessa 

-17 

Dallas 

8-9 

Houston 

-26 

Dallas 

6 

El  Paso 
(tentative) 

27 

Dallas 

Texas  Medicine 


A report  to  the  American 
people  on  the  pit^^ress  of  the 

Statue  of  Liberty- 
Ellis  Island  restoration. 


Photographs  courtesy  of  Peter  B.  Kaplan.  O 1986 


As  the  scaffolding  around  the  Statue  comes  down, 
it’s  going  up  just  a half  a mile  away  on  Ellis  Island.  Here  the 
work  is  just  beginning  for  the  second  half  of  this  great 
project  that  began  nearly  three  years  ago. 

We  can  be  proud  of  what  we  have  accomplished. 

The  Torch  of  Liberty  has  been  completely  rebuilt  by 
French  and  American  workers  starting  from  scratch.  It’s 
an  exact  duplicate  of  the  torch  that  was  installed  in  1886. 


A monumental  achievement 


In  addition,  we’ve  strengthened  every  part  of  the 
Statue.  We’ve  removed  the  rust,  replaced  1,800  corroded 
iron  armatures  with  stainless  steel,  and  repaired  or 
replaced  the  rivets  that  bind  the  skin  to  the  framework. 

A new  spiral  stairway  leads  up  to  the  crown,  as  well 
as  a new  emergency  elevator.  And  you’ll  be  able  to  visit  an 
expanded  American  Museum  of  Immigration  where  the 
name  of  every  contributor  is  listed  in  a permanent  registry. 

July  4,  1986,  the  day  of  the  Centennial  Celebration, 
will  climax  a monumental  achievement  of  volunteerism  at 
work.  The  restoration  of  the  Statue  is  on  time.  And  paid 
for.  And  so  is  the  upcoming  celebration.  The  Lady  will  be 
ready  for  the  great  unveiling.  And  with  your  continued 
support  we  will  be  able  to  turn  our  full  efforts  to  finishing 
the  job  on  Ellis  Island. 

The  Statue  of  Liberty  was  the  symbol  of  freedom. 

But  Ellis  Island  was  the  reality. 


Although  the  years  have  been  hard  on  the  Lady  with 
the  Torch,  they’ve  been  much  harder  on  Ellis  Island.  The 
Great  Hall,  where  almost  half  of  all  Americans  can 
trace  their  ancestry  is  in  ruins.  It’s  here  in  the 
Great  Hall  the  restoration  work  is  beginning. 


• 0 11(2  9. 


STATUE  OF  LIBERTY— ELLIS  ISLAND  CENTENNIAL  CAMPAIGN 
MAGAZINE  AD  NO.  SOL-2069-86— 7"  x 10"  (110  Screen) 

Volunteer  Agency;  Kenyon  & Eckhardt,  Inc.  Volunteer  Coordinator:  Sharon 

ALSO  AVAILABLE  IN  4/C 


A staircase,  similar  to  the  one  the  immigrants 
climbed,  will  be  built  and  the  Great  Hall,  where  formal 
medical  and  legal  inspections  were  held,  will  be  restored. 

On  the  second  and  third  floors,  a library  and  museum 
will  contain  memorabilia  the  immigrants  brought  from  their 
homeland.  An  oral  history  room  will  permit  visitors  to  hear 
their  actual  voices  as  they  relate  their  experiences. 

And  we’ll  provide  facilities  enabling  the  aged  and 
handicapped  to  visit  throughout  the  building. 

Liberty  will  be  reborn. 

Ellis  Island  will  be  restored. 

The  progress  of  the  restoration  is  an  affirmation  of 
the  American  people’s  belief  that  these  symbols  stand  for 
America’s  future,  not  just  its  past.  It’s  a tribute  to  the 
generosity  of  everyone  from  school  children  to  giant 
corporations  who  reached  into  their  pockets  to  get  this 
work  off  to  such  a good  start. 

When  the  work  is  done,  Ellis  Island  will  be  a living 
monument  to  the  courage  of  our  forefathers  who  came 
here  and  helped  build  a country.  It  must  not  die. 

That’s  why  I’m  asking  you  to  join  me  in  this  great 
campaign.  We  need  your  support  and  your  contributions  to 
continue.  Together  we  will  Keep  the  Dream  Alive"' 


Lee  A,  lacocca,  Chairman 


Statue  of  Liberty-Ellis  Island  Foundation,  Inc. 

Send  your  tax-deductible  contribution  to:  The  Statue  of  Liberty- 
Ellis  Island  Foundation,  Inc.,  P.O.  Box  1986,  New  York,  N.Y.  10018, 


E.  Baum,  Chemical  Bank 
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Continuing  Education  directory 


COURSES 


AUGUST 

Anesthesiology 

Aug  23-24,  1986 

3RD  ANNLIAL  PAIN  SYMPOSIUM.  Texas  Tech  University  Health  Sci- 
ences Center,  Lubbock,  Tex.  Fee  TBA.  Category  1 , AMA  Physician’s 
Recognition  Award;  hours  TTJA.  Contact  Vicki  Hollander,  Office  of 
Continuing  Medical  F.ducation,  TTLJHSC,  Lubbock,  TX  79430 
(806)743-2929 

Family  Medicine 

Aug  2-3,  1986 

3RD  ANNUAL  RESEARCH  CONFERENCE.  The  University  of  Texas 
Health  Science  Center,  Houston.  Fee  S60.  Credit  TBA.  Contact  Ira  Sam, 
6431  Fannin  St,  MSB  G.004,  Houston,  TX  77030  (713)792-5346 

Health  Services 

Aug  10-12,  1986 

HEALTH  PROMOTION  FOR  PERSONS  WITH  DISABILITIES.  Marriott’s 
Hotel  Galvez,  Galveston,  Tex.  Fee  S175.  Category  1,  AMA  Physician’s 
Recognition  Award;  9 hours.  Contact  Deana  Bates,  School  of  Allied 
Health  Sciences,  The  University  of  Texas  Medical  Branch,  Galveston, 
TX  77550  (409)761  3038 

Radiology 

Aug  3-6,  1986 

PEDIATRIC  IMAGING;  STATE  OF  THE  ART.  The  Broadmoor,  Colorado 
Springs,  Colo.  Fee  S350  physicians,  S200  fellows  and  residents.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  12  hours.  Contact  Lynne 
Tiras  or  Lila  Lerner,  Office  of  Continuing  Education,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)799-4941 

Aug  25-29,  1986 

BASIC  RADIOLOGICAL  HEALTH.  The  University  of  Texas  Health  Sci- 
ence Center,  San  Antonio,  Tex.  Fee  8500.  Category  1,  AMA  Physician’s 
Recognition  Award;  40  hours.  Contact  UTHSC,  Office  of  Continuing 
Education,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980 
(512)691-6295 

108  SEPTEMBER 


Anesthesiology 
Sept  19-21,  1986 

BAYLOR  ANESTHESIA  REVIEW:  1986-11.  Marriott  Hotel-Medical  Cen 
ter,  Houston.  Fee  TTiA.  Oedit  TBA.  (;ontact  Carol  Soroka  or  Lynne 
Tiras,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)799-6020 

Cardiovascular  Disease 

Sept  21-23,  1986 

16TH  ANNUAL  SYMPOSIUM  OF  THE  TEXAS  HEART  INSTITUTE/ 
INTERNATIONAL  S’VMPOSIUM  ON  INTERVENTIONAL  CARDIOLOGY. 
Westin  Galleria,  Houston.  Fee  8375  physicians,  8225  if  presenting  an 


abstract,  8200  house  staff  with  certifying  letter.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  2 1 hours.  Contact  Debby  Butler,  Texas  Heart 
Institute,  3-276,  PO  Box  20269,  Houston,  TX  77225  (713)791-2157 

Obstetrics  and  Gynecology 

Sept  19-20,  1986 

8TH  ANNUAL  SEMINAR  IN  OBSTETRICS  AND  GYNECOLOGY.  Texas 
Tech  University  Health  Sciences  Center,  Lubbock,  Tex.  Fee  TBA.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  hours  TBA.  Contact  Vicki 
Hollander,  Office  of  Continuing  Medical  Education,  TTUHSC,  Lubbock, 
TX  79430  (806)743-2929 

Oncology 

Sept  16-19,  1986 

CARCINOGENESIS:  CRITICAL  MOLECULAR  DETERMINANTS.  Stouffer 
Greenway  Plaza  Hotel,  Houston.  Fee  8150  before  Aug  15,  8175  after 
Aug  15.  Category  1,  AMA  Physician’s  Recognition  Award;  16.5  hours. 
Contact  Shirley  Roy,  Conference  Services,  M.  D,  Anderson  Hospital 
and  Tumor  Institute,  Box  131,  6723  Bertner  Ave,  Houston,  TX  77030 
(713)792-2222 

Ophthalmology 

Sept  11-13,  1986 

WELSH  CATARACT  CONGRESS.  Westin  Hotel-Galleria  Tower,  Houston. 
Fee  TBA.  Credit  TBA.  Contact  Lila  Lemer  or  Lynne  Tiras,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  77030  (713)799-6020 

Plastic  Surgery 

Sept  2-5,  1986 

ADVANCED  COURSE  ON  PLASTIC  SURGERY  OF  THE  BREAST.  El- 
dorado Hotel,  Santa  Fe,  NM.  Fee  8525  members,  American  Society  for 
Aesthetic  Plastic  Surgery,  8400  residents.  Category  1 , AMA  Physician’s 
Recognition  Award;  1 7 hours.  Contact  Plastic  Surgery  Educational 
Foundation,  Suite  1900,  233  N Michigan  Ave,  Chicago,  IL  60601 
(312)856-1818 

Psychiatry 

Sept  27,  1986 

COGNITIVE  THERAPY  OF  DEPRESSION  AND  ANXIETY.  The  Univer- 
sity of  Texas  Health  Science  Center,  San  Antonio,  Tex.  Fee  TBA.  Credit 
TBA.  Contact  UTHSC,  Office  of  Continuing  Medical  Education,  7703 
Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (512)691-6295 

Radiology 

Sept  22-26,  1986 

POSTGRADUATE  WORKSHOP  IN  MAGNETIC  RESONANCE  IMAGING 
AND  SPECTROSCOPY.  Baylor  Biomedical  NMR  Center,  Houston.  Fee 
8800  physicians,  8400  residents.  Category  1 , AMA  Physician’s  Recog- 
nition Award;  32  hours.  Contact  Vicki  Forgac,  Office  of  Continuing 
Education- 184A,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Hous- 
ton, TX  77030  (713)799-6020 

Surgery 

Sept  6-7,  1986 

1986  REGIONAL  REVIEW  COURSE  IN  HAND  SURGERY.  St  Luke’s  Epis- 
copal Hospital  Auditorium,  Houston.  Fee  8200  physicians,  8100 


Texas  Medicine 


I 


residents,  fellows,  and  allied  health  professionals.  Category  I,  AMA 
Fhysieian’s  Reeognition  Award;  12  hours.  Contact  American  .Society  for 
Surgery  of  the  Hand,  502S  S Parker  Rd,  Suite  hS,  Aurora,  CO  80014 
(303)7SS-4S88 

Urology 

Sept  12  13,  1986 

MALE  EREXn  iLE  DYSFUNCn'lON.  Sheraton  Harbor  Island  East,  San 
Diego.  Fee  S32S.  Category  1,  AMA  Physician's  Recognition  Award;  17 
hours.  Contact  Alice  Henderson,  PO  Box  2S147,  Houston,  I’X  77265 
(713)791-1470 

Sept  26-28,  1986 

URETEROSCOPY.  Houston.  Fee  $325.  Credit  lUA;  16  hours.  Contact 
Monica  Smith,  PO  Box  25147,  Houston,  TX  77265  (713)791-1-170 

Sept  30-Oct  4,  1986 

SOUTH  CENTRAL  SEC;T10N/ AMERICAN  UROLOCilCAL  ASSOCIATION. 
San  Antonio,  Tex.  Fee  TBA.  Credit  FBA.  Contact  Lois  Voeller,  PO  Box 
521150,  Tulsa,  OK  74 1 52- 1 1 50  ( 9 1 8 )749- 1 902 


OCTOBER 
General  Medicine 

Oct  23-24,  1986 

DIAGNOSIS,  TREATMENT  AND  PREVENTION  OF  PESTICIDE  RE- 
LATED ILLNESSES  AMONG  FARM  WORKERS.  Hilton  Palacio  Del  Rio, 
San  Antonio,  Tex.  No  fee.  Category  1 , AMA  Physician’s  Recognition 
Award;  9 hours.  Contact  Frances  Bernhards,  Ketchum  Publications, 
1625  Eye  St,  NW,  Washington,  DC  20006  ( 202  )785-l471 

Obstetrics  and  Gynecology 

Oct  21-25,  1986 

CONTEMPORARY  ISSUES  AND  PRACTICES  IN  OB/GYN.  Location  TBA. 
Fee  TBA.  Credit  IH.A.  Contact  June  Bovill,  Division  of  Continuing  Edu- 
cation, The  University  of  Texas  Southwestern  Medical  School,  5323 
Harry  Hines  Blvd,  Dallas,  FX  75235  (214)688-2166 

Oncology 

Oct  3-4,  1986 

HODGES  CANCER  CENTER  REGIONAL  ONCOLOGY  SYMPOSIUM 
Methodist  Hospital,  Lubbock,  Tex.  Fee  TBA.  Category  1 , AMA  Physi- 
cian’s Recognition  Award;  hours  TBA.  Contact  Vicki  Hollander,  Office 
of  Continuing  Medical  Education,  Texas  Tech  University  Health  Sci- 
ences Center,  Lubbock,  TX  79430  (806)743-2929 

Orthopedic  Surgery 

1 Oct  16-18,  1986 

ORTHOTICS  AND  PROSTHETICS  Melrose  Hotel,  Dallas.  Fee  $175. 
Credit  TBA.  Contact  Ann  Carlton,  RPT,  The  Llniversity  of  Texas  Health 
Science  Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-3525 

. Otorhinolaryngology 

Oct  10,  1986 

VISITING  PROFESSOR  IN  OTORHINOLAR'mGOLOGY.  Location  TBA 
Fee  TBA.  Credit  TBA.  Contact  Division  of  Continuing  Education,  The 
University  of  Texas  Southwestern  Medical  School,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235  (214X’88  2166 

Pediatrics 

I Oct  31 -Nov  1,  1986 

! lO  ni  ANNUAL  PEDIATRICS  POSTGRADUATE  CONFERENCE.  Holiday 
I Inn  Civic  Center,  Lubbock,  Tex.  Fee  TBA.  Category  1 , AMA  Physician’s 
Recognition  Award;  1 1 hours.  Contact  Vicki  Hollander,  Office  of  Con- 
tinuing Medical  Education,  Texas  Tech  University  Health  Sciences  Cen- 
ter, Lubbock,  TX  79430  (806)743-2929 


Psychiatry 
Oct  3-4,  1986 

tX)N(;ERN  FOR  DYlNti.  Texas  Tech  University  Health  Sciences  Center, 
LublxK'k,  Tex.  Fee  TBA.  Category  I,  AMA  Physician’s  Recognition 
Award;  hours  TBA.  (amtact  Vicki  Hollander.  Office  of  (Xtntinuing  Medi- 
cal Education,  TTUH.SC,  Lubbock,  TX  79430  (806)743-2929 


Radiology 
Oct  9-11,  1986 

DIACiNOSTIC  RADlOLOCiY.  la  Mansion  Del  Rio  Hotel,  San  Antonio, 
Tex.  Fee  TBA.  Credit  TBA,  (xmtact  The  University  of  Texas  Health 
Science  Center,  Office  of  Continuing  Medical  Education,  7703  Floyd 
Curl  Dr,  San  Antonio,  FX  78284-7980  (512)691-6295 

Oct  20  24,  1986 

POSTGRADUATE  WORKSHOP  IN  MAGNETIC  RESONANCE  IMAGING 
AND  SPECTROSCOPY,  Baylor  Biomedical  NMR  Center,  Hou.ston.  Fee 
8800  physicians,  $400  residents.  Category  1 , AMA  Physician’s  Recog- 
nition Award;  32  hours.  Contact  Vicki  Forgac,  Office  of  Continuing 
Education- 184a,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Hous- 
ton, TX  770.30  (713)799-6020 

Oct  22-25,  1986 

INTERNATIONAL  SYMPOSIUM  AND  COURSE  ON  DIAGNOSIS  OF 
BREAST  DISEASE.  Four  Seasons  Hotel,  Houston.  Fee  $350.  Category  1, 
AMA  Physician’s  Recognition  Award;  22  hours.  Contact  Alice  Reardon, 
Office  of  Continuing  Education,  The  University  of  Texas  Health  Science 
Center,  6431  Fannin  St,  MSB  G.004,  Houston,  TX  77030  (71 3)792-5346 

Oct  24-26,  1986 

DIAGNOSTIC  RADIOLOGY  UPDATE.  Location  TBA.  Fee  TBA.  Credit 
TBA.  Contact  Dolly  Christensen,  Department  of  Radiology,  The  Univer- 
sity of  Texas  Southwestern  Medical  School,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  (214)688  2502 


NOVEMBER 

Anesthesiology 

Nov  7-8,  1986 

BAY-CAP  XL  Houston.  Contact  Lynne  Tiras  or  Vicki  Forgac,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 

Gastroenterology 

Nov  11-15,  1986 

CURRENT  APPROACHES  FOR  THE  DIAGNOSIS  AND  TREATMENT  OF 
GASTROINTESTINAL  CANCER.  Houston.  Contact  Shirley  Roy,  Confer- 
ence Services,  HMB  131,  M.  D.  Anderson  Hospital  and  Tumor  Institute, 
6723  Bertner  Ave,  Houston,  TX  77030  (713)792-2222 

General  Medicine 

Nov  2-6,  1986 

PREVENTfVE  MEDICINE.  Houston.  Contact  Carol  Soroka  or  Lila 
Lerner,  Office  of  Continuing  Education,  Baylor  College  of  Medicine, 
One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Internal  Medicine 

Nov  13-14,  1986 

FINE  NEEDLE  ASPIRATION  OF  KIDNEY  WORKSHOP.  Location  TBA. 
Contact  Department  of  Continuing  Education,  The  University  of  Texas 
Health  Science  Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2166 

Nov  21-22,  1986 

UPDATE  IN  SEXUALLY  TRANSMITTED  DISEASES.  Location  TBA.  Con- 
tact Continuing  Education,  Department  of  Internal  Medicine,  The  Uni- 
versity of  Texas  Southwestern  Medical  School,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  (214)688-2166 
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Pediatrics 

Nov  14-15,  1986 

PEDIATRICS  FOR  THE  PRACTITIONER:  20TH  ANNUAL  KENNETH  C. 
HALTALIN  PEDIATRICS  SEMINAR.  Location  TBA.  Contact  June  Bovill, 
Continuing  Education,  The  University  of  Texas  Southwestern  Medical 
School,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)688-2166 

Radiology 

Nov  5,  1986 

6TH  SEMI-ANNUAL  FUNDAMENTALS  OF  MRl.  San  Antonio,  Tex.  Con- 
tact The  University  of  Texas  Health  Science  Center,  Office  of  Con- 
tinuing Medical  Education,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284-7980  (512)691-6295 

Surgery 

Nov  14-15,  1986 

GENERAL  SURGERY  UPDATE,  1986.  Houston.  Contact  Lila  Lerner, 
Office  of  Continuing  Education,  Baylor  College  of  Medicine,  One  Bay- 
lor Plaza,  Houston,  TX  77030  (713)799-6020 


DECEMBER 

Computer  Applications 

Dec  1-2,  1986 

COMPUTER  APPLICATIONS:  AN  INTRODUCTORY  WORKSHOP.  Hous- 
ton. Contact  Robin  Murray,  American  College  of  Obstetricians  and 
Gynecologists,  600  Maryland  Ave  SW,  Washington,  DC  20024-2588 
(202)638-5577 

Family  Medicine 

Dec  5-6,  1986 

PRIMARY  CARE  RESEARCH  METHODOLOGIES  AND  STATISTICS 
CONFERENCE.  San  Antonio,  Tex.  Contact  The  University  of  Texas 
Health  Science  Center,  Office  of  Continuing  Medical  Education,  7703 
Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (512)691-6295 

Neurology 

Dec  6-7,  1986 

NEUROPSYCHIATRIC  ASPECTS  OF  DEPRESSION.  San  Antonio,  Tex. 
Contact  The  University  of  Texas  Health  Science  Center,  Office  of  Con- 
tinuing Medical  Education,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284-7980  (512)691-6295 

Pathology 

Dec  13,  1986 

43RD  ANNUAL  SAN  ANTONIO  PATHOLOGY  SEMINAR.  San  Antonio, 
Tex.  Contact  The  University  of  Texas  Health  Science  Center,  Office  of 
Continuing  Medical  Education,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284-7980  (512)691-6295 

Radiology 

Dec  8-12,  1986 

1 in  POSTGRADUATE  WORKSHOP  IN  MAGNETIC  RESONANCE  IMAGING 
J-  AND  SPECTROSCOPY.  Houston.  Contact  Vicki  Forgac,  Office  of  Con- 

tinning  Education- 184A,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 

Houston,  TX  77030  (713  )799-6020 

Urology 

Dec  12-13,  1986 

INNOVATIVE  APPROACHES  TO  UROLOGIC  PROBLEMS.  Houston. 
Contact  Lila  Lerner  or  Carol  Soroka,  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-4941 


JANUARY 

Obstetrics  and  Gynecology 
Jan  22-24,  1987 

8TH  BIENNIAL  CONFERENCE  ON  DISEASES  OF  THE  VULVA  AND 
VAGINA.  Houston.  Contact  Carol  Soroka  or  Lila  Lerner,  Office  of  Con- 
tinuing Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Hous- 
ton, TX  77030  (713)799-4941 

Radiology 

Jan  26-30,  1987 

ANATOMY  FOR  RADIOTHERAPY  TREATMENT  PLANNING.  San  An- 
tonio, Tex.  Contact  The  University  of  Texas  Health  Science  Center, 
Office  of  Continuing  Medical  Education,  7703  Floyd  Curl  Dr,  San  An- 
tonio, TX  78284-7980  (512)691-6295 

Sports  Medicine 

Jan  29-31,  1987 

14TH  ANNUAL  SPORTS  MEDICINE  SYMPOSIUM.  San  Antonio,  Tex. 
Contact  The  University  of  Texas  Health  Science  Center,  Office  of 
Continuing  Medical  Education,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284-7980  (512)691-6295 

Urology 

Jan  5,  1987 

RADIATION  SAFETY  OFFICER’S  COURSE.  San  Antonio,  Tex.  Contact 
The  University  of  Texas  Health  Science  Center,  Office  of  Continuing 
Medical  Education,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980 
(512)691-6295 


REGULARLY  SCHEDULED  ACTIVITIES 


Monday-Friday 

POSTGRADUATE  WORKSHOP  IN  NEURORADIOLOGY.  (Date  assigned 
by  individual  request. ) Methodist  Hospital,  Houston.  Fee  $450.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  40  hours.  Contact  Vicki 
Forgac,  Office  of  Continuing  Education  184-A,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Monday-Friday 

POSTGRADUATE  WORKCOURSE  IN  DIAGNOSTIC  ULTRASOUND, 

( Date  assigned  by  individual  request. ) Ben  Taub  General  Hospital, 
Houston.  Fee  $600.  Category  1 , AMA  Physician’s  Recognition  Award; 

40  hours.  Contact  Vicki  Forgac,  Office  of  Continuing  Education  184-A, 
Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 

Tuesdays,  1 2 pm 

MEDICAL  AND  SURGICAL  REVIEWS.  Sierra  Medical  Center,  El  Paso, 

Tex.  Category  1,  AMA  Physician’s  Recognition  Award;  1 hour  weekly. 
Contact  M.  Nazemi,  MD,  Sierra  Medical  Center,  1625  Medical  Center 
Dr,  El  Paso,  TX  79902 

Tuesdays  (all  but  last  Tuesday  of  each  month) 

SURGICAL  GRAND  ROUNDS.  Board  Room,  Brackenridge  Hospital,  Aus-  , 
tin,  Tex.  Free.  Category  1,  AMA  Physician’s  Recognition  Award;  1-hour 
session.  Contact  Nancy  Strandhagen,  Surgery  Education,  Central  Texas 
Medical  Foundation,  601  E 15th  St,  Austin,  TX  78701  (512)476-6461 
ext  5172 

Wednesdays,  1 2 pm 

CONTINUOUS  REVIEW  OF  INTERNAL  MEDICINE.  Sid  Richardson  Au- 
ditorium, Scott  and  White  Memorial  Hospital,  Temple,  Tex.  Category  1, 
AMA  Physician’s  Recognition  Award;  1 hour  weekly.  Contact  Lynn  ) 
Calvert,  Office  of  Continuing  Medical  Education,  Scott  and  White  Me-  j 
morial  Hospital,  2401  S 31st,  Temple,  TX  76508  (817)774-2350  I 

Thursdays,  8 am  [ 

INTERNAL  MEDICINE  GRAND  ROUNDS.  Brackenridge  Hospital,  Aus-  j 
tin,  Tex.  Category  1,  AMA  Physician’s  Recognition  Award;  1 hour  t 

weekly.  Contact  Janna  Ashford,  Central  Texas  Medical  Foundation,  | 
1 500  East  Ave,  Austin,  TX  7870 1 (512  )480- 1 869  j 


Texas  Medicine  1 


Thursdays,  12  pm 

UROLOGY  CORE  CTIRRIC^ULUM.  SiH)tt  and  White  Memorial  Hospital, 
Temple,  Tex.  Category  1,  AMA  Physician's  Recognition  Award;  1 hour 
weekly  Contact  Lynn  Calvert,  Office  t)f  Continuing  Medical  Education, 
Scott  and  White  Memorial  Hospital,  2401  S 31st,  Temple,  I'X  "OSOH 
(817)774-2330 

Thursday-Friday 

POSTGRADUATE  WORKSHOP  IN  REAL  TIME  OBSTE  TRICAL  ULTRA 
SONOGRAPHT’.  (Date  a,ssigned  by  individual  request. ) Jefferson  Davis 
Hospital,  Houston.  Fee  *375.  Categor)-  1,  AMA  Physician’s  Recognition 
Award;  16  hours;  16  cognates,  ACOCi.  Contact  Vicki  Forgac,  Office  of 
Continuing  Education  18-t  A,  Baylor  College  of  Medicine,  One  Baylor 
‘ Plaza,  Houston,  TX  77030  (■'13)799-6020 

Fridays,  1 2 pm 

NEUROLOGY  GRAND  ROLINDS.  Sid  Richardson  Auditorium,  Scott  and 
White  Memorial  Hospital,  Temple,  Tex.  Category  1,  AMA  Physician’s 
' Recognition  Award;  1 hour  weekly.  Contact  Lynn  Calvert,  Office  of 
Continuing  Medical  Education,  Scott  and  White  Memorial  Hospital, 
2401  S 31st,  Temple,  TX  76508  (817)774-2350 

j Fridays,  1 2 pm  ( 2nd  and  4th ) 

I TEACHING  CASE  CONFERENCE.  Park  Place  Hospital,  Port  Arthur,  Tex. 
Category  1,  AMA  PhysicRn’s  Recognition  Award;  2 hours  monthly. 
Contact  Phil  Newman,  MD,  Box  1648,  Port  Arthur,  TX  77640 
(409)983-4951 

Date  assigned  by  individual  request 

POSTGRADUATE  WORKSHOP  IN  CLINICAL  NMR.  Biomedical  NMR 
Center,  Baylor  College  of  Medicine,  Houston.  Fee  S 1 ,000;  *500  lecture 
' series  only.  Category  1,  AMA  Physician’s  Recognition  Award;  40  hours. 

I Contact  Vicki  Forgac,  Office  of  Continuing  Education  184-A,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 


TELECONFERENCE  NETWORK  OF  TEXAS 


i Every  other  Thursday,  1 2:30  pm 

CLINICAL  TOPICS  IN  MEDICINE.  The  University  of  Texas  Health  Sci- 
ence Center,  San  Antonio,  Tex,  and  teleconference  network  sites.  Fee 
*35  program,  hospital  subscription  program.  Category  1,  AMA  Physi- 
' cian’s  Recognition  Award.  Contact  Phyllis  Wood,  Acting  Director,  Tele 
conference  Network  of  Texas,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-7291 


PRACTICE  MANAGEMENT  WORKSHOPS 

i 

i The  following  are  practice  management  workshops  and  seminars  spon- 
j sored  by  the  Texas  Medical  Association.  Participants  in  the  workshops 
I|and  seminars  will  receive  Category  1 credit  toward  the  AMA  Physi- 
cian’s Recognition  Award  where  indicated.  For  further  information, 
contact  the  Department  of  Practice  Management,  Texas  Medical  Asso- 
: elation,  1801  N Lamar  Blvd,  Au.stin,  TX  78701  (512)477  6704. 

'.'JULY 

INTRODUCTION  TO  INSURANCE  CLAIMS  PREPARATION  AND  COD 
ING — 4 hours 

July  15,  1986,  Embassy  Suites  North,  Austin 
July  16,  1986,  Hillcrest  Baptist  Medical  Center,  Waco 
July  17,  1986,  Embassy  Suites,  Abilene 
July  29,  1986,  Holiday  Inn  Beaumont  Plaza,  Beaumont 
1 ijuly  30,  1 986,  Corpus  Christ!  Marriott,  Corpus  Christ! 

July  31,  1986,  Embassy  Suites,  McAllen 


SEPTEMBER 

INTRODUCTION  TO  INSURANCE  CLAIMS  PREPARATION  AND 
j CODING — 4 hours 

IMPROVING  THIRD-PARTY  REIMBURSEMENT  FOR  YOU  AND  YOUR 
PA-HENT— 2 hours 

t\  Volume82  July  1986 


•Sept  3,  1986,  Lubbock  Plaza  Hotel,  l.ubboi  k 

Sept  4,  1986,  Sheraton  Park  Central  Hotel  and  Towers,  Dallas 

Sept  23,  1986,  El  Pa.so  Marriott,  El  Paso 

Sept  25,  1986,  Bex;ir  County  Medical  Society  Headquarters,  .San 
Antonio 

.Sept  26,  1986,  Holiday  Inn  Oowne  Plaza,  Houston 
•Sept  30,1986,  Holiday  inn  Country  Villa,  Midland 

inc;reasing  your  net  wor  th  through  financial,  pension, 

AND  INVESTMENT  PIANNING 

.Sept  6,  1986,  I'he  We.stin  Pa.so  del  Norte,  El  Paso 

.Sept  2~’.  1986,  Dallas  Marriott  Park  Central,  Dallas 


CALENDAR  OF  MEETINGS  ■ Denotes  Texas  Meetings 


JULY 

12'TH  US  SEMINAR  ON  THE  EPIDEMIOLOGY  AND  PREVENTION  OF 
THE  CARDIOVASCULAR  DISEASES,  Tahoe  City,  Calif,  July  27-Aug  8, 
1986.  Leonard  Cook,  7320  Greenville  Ave,  Dallas,  TX  75231 
(214)750-5437 

291H  ANNUAL  RUIDOSO  FAMILY  PRACTICE  SEMINAR,  Ruidoso,  NM, 
July  21-24,  1986.  Sue  I.awrie,  Executive  Director,  New  Mexico  Chapter 
of  the  American  Academy  of  Family  Physicians,  Inc,  PO  Box  23070, 
Albuquerque,  NM  87192  (505)298-5.300 

AMERICAN  ASSOCIATION  FOR  CLINICAL  IMMUNOLOGY  AND  AL- 
LERGY INTERIM  MEETING,  Portland,  Ore,  July  10  14,  1986  Howard 
Silber,  Executive  Director,  PO  Box  912-DTS,  Omaha,  NE  68101 
(402)551-0801 

AMERICAN  ASSOCIATION  FOR  RESPIRATORY  THERAPY  INTERIM 
SUMMER  FORUM,  St  Petersburg,  Fla,  July  18-20,  1986.  Sherry  Milligan, 
1720  Regal  Row,  Dallas,  TX  75235  (214)630-3540 

■AMERICAN  CANCER  SOCIETY,  TEXAS  DIVISION,  INC,  Dallas,  July 
16-17,  1986.  Jack  Hardison,  PO  Box  9863,  Austin,  TX  78766 
(512)345-4560 

AMERICAN  COLLEGE  OF  INTERNATIONAL  PHYSICIANS,  INC,  AN- 
NLIAL  MEETING,  Washington,  DC,  July  3-6,  1986.  Antonio  Donesa, 

MD,  3030  Lake  Ave,  Ft  Wayne,  IN  46805  (219)424-7414 

■AMERICAN  HEART  ASSOCIATION,  TEXAS  AFFILIATE  ANNUAL  MEET- 
ING, Houston,  July  12,  1986.  Pat  Larson,  PO  Box  15186,  Austin,  TX 
78761  (512)836-7220 

AMERICAN  MEDICAI.  WOMEN’S  ASSOCIATION,  INC,  INTERIM  MEET- 
ING, Denver,  July  10-13,  1986.  Lea  Scialo,  Meeting  Planner,  465  Grand 
St,  New  York,  NY  10002(212)533-5104 

■JOINT  MEETING  OF  IHE  SOUTHERN  ASSOCIATION  OF 
OTOTECHNOLOGISTS  AND  THE  TEXAS  SOCIETY  OF  CYTOLOGY, 
Dallas,  July  31 -Aug  2,  1986,  Stephanie  Hamilton,  The  University  of 
Texas  School  of  Allied  Health  Sciences,  PO  Box  20708,  Houston,  TX 
77225 

■TEXAS  SOCIETY'  FOR  RESPIRATORY  IHERAPY  ANNUAL  MEETING, 
Dallas,  July  8-13,  1986.  Mike  Marks,  506  W 12th  St,  Austin,  TX  78701 
(512)479-0425 


AUGUST 

■TEXAS  ACADEMY  OF  FAMILY  PHYSK:IANS  INTERIM  SESSION,  San 
Antonio,  Aug  20-24,  1986.  Alice  Swaim,  Director  of  Meeting  Planning, 
TAFP,  3636  Executive  Center  Dr,  Suite  215,  Austin,  TX  78731 
(512)346-2387 

■TEXAS  PERINATAL  ASSOCIATION  ANNUAL  MEETING,  San  Antonio, 
Aug  1-3,  1986.  Dianne  Brown,  TPA,  PO  Box  2446,  Lubbock,  TX 
79408-2446  (806)743-3678 
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■TEXAS  PUBUC  HEALTH  ASSOCIATION  SOUTH  TEXAS  REGIONAL 
MEETING,  McAllen,  Aug  28-29,  1986.  Ray  Reeves  or  Terri  Smith, 

TPHA,  PO  Box  4246,  Austin,  TX  78765  (512)451  1846 

SEPTEMBER 

■3RD  ANNUAL  SOUTH  TEXAS  SCIENTIFIC  MEETING;  COMMON 
PROBLEMS  IN  MEDICAL  PRACTICE  1986,  San  Antonio,  Sept  19  20, 
1986.  The  University  of  Texas  Health  Science  Center,  Office  of  Con- 
tinuing Medical  Education,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  7980  (512)691-6295 

■AMERICAN  ACADEMY  OF  OTOIARYNGIC  ALLERGY,  INC,  ANNUAL 
MEETING,  San  Antonio,  Sept  12-13,  1986.  Sandra  May,  1101  Vermont 
Ave  NW,  Ste  302,  Washington,  DC  20005  ( 202  )682-0456 

■AMERICAN  ACADEMY  OF  OTOLARYNGOLOGY  HEAD  AND  NECK 
SURGERY  ANNUAL  MEETING,  San  Antonio,  Sept  14-18,  1986.  Sharon 
Crowel,  1101  Vermont  Ave,  NW,  Suite  302,  Washington,  DC  20005 
( 202  )289-4607 

AMERICAN  ASSOCIATION  FOR  THE  SURGERY  OF  TRAUMA  ANNUAL 
MEETING,  Honolulu,  Sept  18-20,  1986.  Donald  Gann,  MD,  or  Jane 
Sylvia,  Department  of  Surgery,  Rhode  Island  Hospital,  593  Eddy  St, 
Providence,  RI  02902  (401  )277-5321 

AMERICAN  CANCER  SOCIETY  NATIONAL  CONFERENCE  ON 
GYNECOLOGIC  CANCER  1986,  Atlanta,  Sept  17  19,  1986  Diane  Fink, 
MD,  90  Park  Avenue,  New  York,  NY  10016  ( 2 1 2 >599-8200 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS  52ND  ANNUAL  SCIEN 
TIFIC  ASSEMBLY,  San  Francisco,  Sept  22-26,  1986.  Education  Depart- 
ment, 911  Busse  Highway,  Park  Ridge,  IL  60068  ( 31 2)698-2200 

AMERICAN  COLLEGE  OF  EMERGENCY  PHYSICIANS  SCIENTIFIC  AS 
SEMBLY,  Atlanta,  Sept  15-18,  1986.  Janet  Darling,  PO  Box  619911, 
Dallas,  TX  7526 1-9911  (214  )550-09 1 1 

AMERICAN  COLLEGE  OF  NLICLEAR  PHYSICIANS  INTERIM  MEETING, 
Washington,  DC,  Sept  18-21,  1986.  Barbra  Hicky,  1101  Catnnecticut 
Ave,  NW,  Suite  700,  Washington,  DC  20036  ( 202  )857  1135 

AMERICAN  COLLEGE  OF  RADIOLOGY  ANNUAL  MEETING,  Baltimore, 
Sept  12-18,  1986.  Sheila  Aubin,  ACR,  1891  Preston  White  Dr,  Reston, 
VA  22091  (703)648-8900 

AMERICAN  ELECTROENCEPHALOGRAPH  1C  SOCIETY  ANNUAL 
MEETING,  Seattle,  Sept  15-20,  1986.  Fay  Tyner,  2579  Melinda  Dr,  At- 
lanta, GA  30345  (404)320-1746 

AMERICAN  INSTITUTE  OF  ULTRASOUND  IN  MEDICINE  3 1ST  AN- 
NUAL CONVENTION,  Las  Vegas,  Sept  16-19,  1986  AlUM  Convention 
Department,  4405  East-West  Highway,  Suite  504,  Bethe.sda,  MD  20814 
(301  >656-6117 

AMERICAN  MEDICAL  ASSOCIATION  AUXILIARY,  INC,  LEADERSHIP 
CONELUENCE,  Chicago,  Sept  28-30,  1986.  Hazel  Lewis,  535  N Dear 
bom  St,  Chicago,  IL  60610  (312)645-4470 

AMERICAN  MEDICAL  CARE  AND  REVIEW  ASSOCIATION  ANNUAL 
MEETING,  New  Orleans,  Sept  25-28,  1986.  Jannis  Warren,  5410 
Grosvenor  Ln,  Suite  210,  Bethesda,  MD  20814  (301  >493-9552 

AMERICAN  SOCIETY  OF  CLINIC;AL  PATHOLOGISTS  ANNUAL  MEET 
ING/EXHIBITS,  Orlando,  Fla,  Sept  27-Oct  3,  1986.  Patrick  Raleigh, 

2100  W Harrison  St,  Chicago,  IL  60612  (312)738-1336 

■AMERICAN  UROLOGICAL  ASSOCIATION,  INC,  SOUTH  CENTRAL 
SECTION  ANNUAL  MEETING,  San  Antonio,  Sept  30-Oct  4,  1986.  Lois 
Voeller,  South  Central  Section  AUA,  PO  Box  521 150,  Tulsa,  OK 
74152-1150  (918)749-1902 

■BLACKFORD  MEMORIAL  LECTURES  ANNUAL  MEETING,  Denison, 
Sept  6,  1986.  Rene  Gerard,  MD,  509  S Mirick,  Denison,  TX  75020 
(214)465-2688 

COLLEGE  OF  AMERICAN  PATHOLOGISTS  FALL  MEETING/EXHIBITS, 
Orlando,  Fla,  Sept  27-Oct  3,  1986.  Rita  Kamber,  5202  Old  Orchard  Rd, 
Skokie,  IL  60077  (312)966-5700 


SOCIETY  FOR  CLINICAL  AND  EXPERIMENTAL  HYPNOSIS  37TH  AN- 
NUAL WORKSHOP  AND  SCIENTIFIC  PROGRAM,  Chicago,  Sept  23-28,  ! 
1986.  Marion  Kenn,  SCEH,  129A  Kings  Park  Dr,  Liverpool,  NY  13090 
(315)652-7299 

■TEXAS  ASSEMBLY  ON  ALCOHOL  POLICY,  Austin,  Sept  5-7,  1986. 
Alfred  McAlister,  PhD,  Associate  Director  of  the  Center  for  Health 
Promotion  Research  and  Development,  The  University  of  Texas  Health 
Science  Center,  PO  Box  20186,  Houston,  TX  77225  (713)792  8540; 
or  Alisa  Wilson,  PhD,  Division  of  Clinical  Epidemiology,  The  University 
of  Texas  Health  Science  Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
■'8284  (512)691-6362 

■TEXAS  PEDIATRIC  SOCIE  IT'  ANNUAL  MEETING,  Corpus  Christi, 

Sept  26-28,  1986,  Mary  Greene,  1801  N lamar  Blvd,  Austin,  TX  78701 
(512  >477-6704 

■TEXAS  PUBLIC  HEALTH  ASSOCIATION  EAST  TEXAS  REGIONAL 
MEETING,  Longview,  Sept  18-19,  1986.  Ray  Reeves  or  Terri  Smith,  PO 
Box  4246,  Austin,  TX  78765  (512)451-1846 

■TEXAS  RADIOLOGICAL  SOCIEIY  INTERIM  MEETING,  Houston,  Sept 
6,  1986  Leslie  Lemak,  MD,  PO  Box  27705,  Houston,  TX  77227 
(713)757  1000, ext  1788 

■TEXAS  SOCIETY  OF  ANESTHESIOLOGISTS  ANNUAL  MEETING,  Aus- 
tin, ,Sept  5-7,  1986.  Mary  Jones,  1905  N lamar  Blvd,  #107,  Austin,  TX  ' 
■'8705  : 

■TEXAS  SOCIE'TV'  OF  PEDIATRIC  SURGEONS  ANNUAL  MEETING,  i 
Corpus  Christi,  Sept  26-28,  1986.  Mary  Greene,  1801  N Lamar  Blvd,  1 
Au.stin,  TX  78701  (512)477-6704 


Starlite  Village 
Hospital 

Center  Point,  Texas 

Ph.  634-2212 
634-2213 


A specialized  hospital  dedicated  to  the 

physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  Annabelle  Lindner 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH:  ACCREDITED 


Texas  Medicine 


PHYSICIANS 


Enjoy  the  benefits  of  group  practice  with 
some  of  the  nation’s  top  medic^  professionals, 


in  one  of  Houston’s 
largest  multi-specialty  clinics: 
Kelsey-Seybold  Clinic,  P.A. 


Since  1949,  Kelsey-Seybold  Kelsey-Seybold  Clinic  is 

Clinic  in  the  Texas  Medical  actively  recruiting  primary 

Center  has  provided  quality,  care  physicians:  Family 

personalized  medical  care.  Practice,  OB/GYN  and  Pedi- 

Our  growth  proves  our  sue-  atrics.  If  one  of  these  is  your 

cess:  Today,  we  operate  specialty,  consider  the  oppor- 

clinics  in  9 locations,  and  we  tunities  with  us.  You’ll  prac- 

provide  medical  services  for  tice  medicine  in  unsurpassed 

private  industry  and  three  facilities,  receive  an  excellent 

government  contracts.  At  our  starting  salary,  an  excep- 

Medical  Center  Clinic,  over  tional  benefits  package  and 

80  physicians  practice  more  become  part  of  a rapidly 

than  35  specialties  and  expanding  practice. 


Kelsey-Seybold  Clinic,  P.A.  is  an 
equal  opportunity  employer  m/f/h. 


Robert  A.  Payne, 

Executive  Director 
Kelsey-Seybold  Clinic,  P.A. 
6624  Fannin  Street 
Houston,  Texas  77030 
(713)797-1551 


Find  out.  Send  your  Curriculum 
Vitae  and  cover  letter  to: 


Are  you  one  of  the  special 
physicians  we’re  looking  for? 


subspecialties. 


Kelsey-Seybold  Clinic  PA. 


SCOTT&WHITE 


Texas  A&M  University 
College  of  Medicine 

''vi/  » > \ 


SIXTH  ANNUAL 
INTEIINAL  BIEDICINE 

REVIEW 


for  the  Primary  Care  Physician 

The  Resorts  of  Lakeway 
Austin,  Texas 
August  4-8,  1986 


For  further  information,  contact:  Office  of  Continuing  Medical  Education, 
Scott  and  White,  Temple,  Texas  76508.  Phone:  817/774-2350. 


Timberlawn  Psychiatric  Hospital 


206  Inpatient  Beds 
Day  Hospital 

Outpatient  Psychiatric  Services 
Department  of  Child  and 
Adolescent  Psychiatry 
Family  Assessment  Center 
Child  Residency  Program 


• Psychiatric  Residency  Program 

• Psychiatric  Evaluation 

• Substance  Abuse  Programs 

• Health  Professionals  Program 
PO.  Box  11288  Dallas,  Texas  75223 
214/381-7181 

Established  in  1917 


Providing 
Solutions  Throng 
Understanding 
and  Trust 

At  Spring  Shadows  Glen,  our  staff  of 
distinguished  psychiatrists  lead  a dynamic 
team  of  other  medical  specialists  and  skilled 
mental  health  professionals.  Together  we 
provide  expert  treatment  for  adults  and 
adolescents  to  resolve  complex  problems. 

Our  comprehensive  psychiatric  hospital 
offers  specialized  programs  for  emotional 
and  behavioral  problems,  eating  disorders, 
and  alcohol/drug  abuse.  We  believe  our  com- 
bination of  sensitivity  in  both  staff  and 
facility  creates  a well-balanced  environment 
to  help  patients  return  successfully  to  family, 
work  and  community. 

For  additional  information  about  our 
Medical  Staff  or  the  hospital  call  Spring 
Shadows  Glen  at  ( 713)  462-4000. 

Robert  L.  Stubblefield,  M.I).,  Medical  Director 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 


4105  Live  Oak  Street 


DALIAS,  TEXAS  ■’5204 


Telephone  823-4151 


INTKRNAI,  MF.DKJNF 

Morris  F Magers,  iVFD  , D A H FM 
(;h.inning  VC  oods,  M D 

Richard  C Stone.  M I)  , Gastroenterology  & Fndoseopy 

Fandon  \X  Stewart.  .M  l)  . I)  A B I M 

( loyce  L Stetson.  Jr  . M D . DAB  I M 

David  S Sowell,  111.  .M  I).  D A B I M . Cardiology 

Don  E Cheatiim.  M l)  . D A B I .M  . and  1)  A B Rhu. 

F A.C.P . F C X;  P Rheumatology 
W Mark  Armstrong.  M D . D A RIM 
Sam  W.  Waters.  M 1). 

Steven  P Bowers.  M l)  . D A.B  I M 
Elizabeth  M Polanco.  M I)  . DAB  I M 
Robert  C.  Dinw  iddle,  M.D..  D A B I,M. 

Endocrinology  and  Diabetes 

(icorge  T DeVaney.  M 1)  , Gastroenterology  & Endoscopy 

OBSTETRICS  AND  GYNECOLOGY 

John  B Miller,  III,  M l)  , D A BO  , F A C O G 
Vernie  1)  Bodden,  M D , I)  A BOX. , F A COX.. 

(iraig  W Smith,  Ml) 

PFDIATRICS 

Halcuit  Moore,  M D . D A B P , F A A P 
P E Fuecke,  |r , M l)  , D A B P.  FA  A P 
Peter  C.  Ray,  M l) 

GENERAL  SURGERY 

George  P Fosmire.  M D , D A B S . F A C S. 

( harles  \X  Coleman.  .M  I)  , D A B S 

I'ROLOGY 

Harry  M Spence,  M l)  . 1)  A BTI  , F A C S. 

Vi  illiam  11  Hoffman.  M D , 1)  A B H , FACS. 

Richard  B Dtilany,  M.D,,  1)  A.B  1 1. , F.A.C.S. 


RADIOLOGY 

Joe  B Caldwell,  M l)  , 1)  A B R 
James  B Evans,  M I)  , 1)  A B R 

DERMATOLOGY 

Wilham  N.  New,  M I)  , FA  A D , FA  CP 
Con.stance  Shadwick,  M l)  , D A B I) 

OTOIjVRYNGOI.OGY  and  otologic  SURGERY 
1)  W Shuster,  M I) , I)  A B O 

George  A.  Toledo,  M I)  , Head  and  Neck  Surgery,  Facial 
Plastic  and  Reconstructive  Surgery 

OPHTHALMOLOGY 

lames  M Copps,  .M  I)  , D A B O 
R Roy  W hitaker,  M I)  , 1)  A B O 

DENTISTRY  AND  DENTAL  SURGERY 
W illiam  E Walton,  1)  I)  S 
George  E.  Sanders,  1)  1)  S 

ADMINISTRATION 

Alan  G Kennon,  Administrator 

Mrs.  Connie  S.  McNamire,  R N B.S.N  , Associate  Admin 
istrator  of  Hospital  Operations  and  Personnel 


INACTIVE  STATUS 

Adam  D.  Green,  M.D  , Surgery 
John  B Botirland,  .M  I)  , D A B 0.(i 


I 


EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"® 

ii  . . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ff 

Sleep  Laboratory  Investigator 
Pennsylvania 

ii.  . . onset  of  action  is 
ipid. . . provides  sleep  with 
0 rebound  effect  to  agitate  the 
dtient  the  following  day  A A 

Psychiatrist 

California 

. . appears  to  have 
the  best  safely  record  of  any 
of  the  benzodiazepines  •• 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
i continuing  value  of  Dolmone  (flurozepom  HCI/ 

I Roche).  It  provides  sleep  that  satisfies  patients. . . 
I and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 

DALMANE 

brand  of 

flurazepam  HCI/Roche  (E 

sleep  that  satisfies 

' 15-mg/30-mg 

capsules 


References:  1.  Kales  J,  etal:  Clin  Pharmacol  Ther  ;2  691- 
697  Jul-Aug  1971.  2.  Kales  A,  elal:  Clin  Pharmacol  Ther 
IS  356-363,  Sep  1975  3.  Kales  A,  elal:  Clin  Pharmacol 
Ther  19  576-583,  May  1976  4.  Kales  A,  elal:  Clin  Pharma- 
col rper  32  781-788,  Dec  1982  5.  Frast  JD  Jr,  DeLucchi  MR 
JAmGer/olrSoc  27  541 -546,  Dec  1979  6.  Demenl  WC, 
elal:  BehavMed,  pp  25-31,  Oct  1978  7.  Kales  A, 

Kales  JD;  JClin  Psychopharmacol 3:] A0-]50,  Apr  1983 
8.  Tennant  FS,  el  al:  Sympasium  on  the  Treatment  of  Sleep 
Disorders,  Teleconference,  Oct  16,  1984  9.  Greenblatt  DJ, 
Allen  MD,  Shoder  Rl:  Clin  Pharmacol  Ther  21  355-36], 

Mar  1977 


Drond  of 

flurazepam  FICI/Roche  (jy 


Before  prescribing,  please  consult  complete  product 
informotion,  o summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnol  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep  Objective  sleep  laboratory 
data  have  shown  effectiveness  tor  at  least  28  consecutive 
nights  of  administration.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flurazepam  FICI, 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  ot  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
ot  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation  This  potential  moy  exist  tor  several  days 
following  discontinuation  Caution  against  hazardous  occu- 
pations requiring  complete  mental  alertness  (e  g , operating 
machinery,  driving)  Potential  impoirment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  ot  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  graduol  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  ot  time  Use 
caution  in  administering  to  addiction-prone  individuals  or 
those  who  might  Increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  Is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  confusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  in  those  with  Impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported,  headoche, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweoting,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  of  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  e g , 
excitement,  stimulation  and  hyperactivity 
Dosage:  Individualize  for  maximum  beneficial  effect  Adults 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients 
Elderly  or  debililaled  patients  15  mg  recommended  initially 
until  response  is  determined 

Supplied:  Capsules  containing  1 5 mg  or  30  mg  flurazepam 
HCI. 
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This  month’s  cover  article,  “Medical  control  of 
EMS  in  San  Antonio,"  describes  procedures 
used  by  the  San  Antonio  EMS  to  ensure  that 
emergency  medical  technicians  comply  with 
established  policies  for  providing  quality 


emergency  care  Written  by  Curtis  P Clogston, 
MD,  the  anide  begins  on  page  21.  An  accom- 
panying editorial,  “Medical  control  of  EMS — 
physicians  and  protocols,  ” by  Kenneth  L 
Mattox,  MD,  is  on  page  4. 


COMING  Scheduled  for  the  September  issue  of  Texas  medicine  and  medical  practice,  adult  hyper- 

NEXT  MONTH  Medicine  are  articles  about  physicians  practic-  trophic  pyloric  stenosis,  and  the  culture  and 

ing  in  free-standing  emergency  centers,  folk  sensitivity  testing  of  tumors. 


Editorials  \metters 


Medical  control  of  EMS 

The  evolution  of  emergency  medical  services  in  Texas  con- 
tinues to  be  positive  and  in  the  best  interest  of  patients  requir- 
ing emergency  services.  Through  his  article,  “Medical  control 
of  EMS  in  San  Antonio,”  Curtis  T.  Clogston,  MD,  has  provided 
the  readers  of  Texas  Medicine  one  example  of  these  improve- 
ments. Dr  Clogston’s  article  reports  his  perceptions  of  ad- 
vancements made  in  San  Antonio. 

Both  the  Medical  Practice  Act  and  the  EMS  Act  of  1983  are 
positive  steps  emphasizing  that  the  supervision  of  and  direc- 
tion for  emergency  medical  services  with  regard  to  patient 
care  is  a medical  responsibility. 

Dr  Clogston  has  emphasized  that  trauma  patients  are  trans- 
ported to  the  closest  appropriate  trauma  center.  In  that  poten- 
tially lethal  injuries  are  sometimes  hidden  or  subtle,  with  the 
patient  appearing  to  have  a minor  or  moderate  injury,  the  de- 
livery of  injured  patients  to  a regional  facility  for  specialized 
health  care  should  be  duplicated  throughout  the  state. 

Only  recently  have  controlled  prospective  evaluations  of 
protocols  and  treatment  in  the  pre-hospital  phase  been  re- 
ported. Although  widely  utilized,  there  is  present  concern  over 
the  efficacy  of  anti-shock  garments  and  the  use  of  constricting 
bands  in  snake  bite  victims.  Continuing  quality  assurance 
audits  evaluating  outcome  parameters,  also  under  physician 
direction,  are  profoundly  indicated  in  EMS. 

One  should  underscore  the  implications  of  Dr  Clogston’s 
article  that  local,  regional,  and  statewide  medical  input  is  re- 
quired in  the  continuing  evolution  of  Texas  Emergency  Medi- 
cal Services  Systems.  As  sophisticated  transport  systems  evolve 
(such  as  air  ambulance  networks),  it  is  imperative  that  special- 
ized health  facilities  ( trauma  centers,  burn  centers,  perinatal 
centers,  transplant  centers)  be  established  to  receive  patients 
with  specialized  health  conditions.  Such  specialized  facilities, 
including  rehabilitation  of  the  emergency  patient,  must  be  part 
and  parcel  of  EMS.  By  building  upon  the  firm  foundation,  such 
as  that  reported  to  have  occurred  in  the  San  Antonio  area, 
Texans  can  be  reassured  of  the  continued  positive  evolution  of 
emergency  medical  services  systems  with  physician  input  and 
supervision  being  the  vital  catalysts  and  quality  assurers  of  this 
activity. 

KENNETH  L.  MATTOX,  MD 

Professor  of  Surgery,  Baylor  College  of  Medicine;  Chief  of  Surgery  and  Director  of 
Emergency  Medical  Services,  Ben  Taub  General  Hospital,  Houston,  TX  77030. 


Complications  of  gastro-clip 
gastroplasty  for  morbid  obesity 

A number  of  surgical  procedures  are  used  in  the  management 
of  morbid  obesity  (1,2).  Recently,  one  more  has  been  added  to 
the  list:  gastro-clip  gastroplasty  (3).  In  this  procedure  a poly- 
propylene clamp  is  placed  around  the  stomach  in  such  a way 
that,  when  closed,  it  creates  a stoma.  In  the  past  18  months  we 
have  seen  four  patients  with  complications  directly  related  to 
the  new  clip.  All  of  these  patients  had  their  initial  operations  at 
a different  institution. 

Case  one:  The  patient,  a 58-year-old  woman  who  had  under- 
gone gastro-clip  placement  four  months  earlier,  was  admitted 
to  Irving  Community  Hospital  with  fever  and  pain  in  the  left 
upper  quadrant.  An  upper  gastrointestinal  study  showed  a leak 
from  the  fundus  of  the  stomach  into  a large  cavity  in  the  left 
subphrenic  space.  Surgical  exploration  showed  partial  transec- 
tion of  the  stomach  by  the  clip.  As  a consequence,  the  patient 
had  an  inflammatory  mass  that  involved  the  fundus  of  the 
stomach,  the  tail  of  the  pancreas,  and  the  spleen,  with  a very 
large  abscess  in  the  middle  of  the  inflammatory  mass.  A proxi- 
mal gastrectomy,  splenectomy,  and  distal  pancreatectomy  were 
performed.  The  patient  recovered  after  three  weeks  of 
hospitalization. 

Case  2:  A 37-year-old  woman  had  undergone  gastro-clip 
placement  18  months  before  she  was  admitted  to  Irving  Com- 
munity Hospital  with  a spontaneous  left  tension  pneu- 
mothorax. Two  days  after  insertion  of  a chest  tube,  she 
developed  fever  and  purulent  drainage  from  the  tube.  She  was 
scheduled  for  a thoracotomy  and  decortication.  Once  the 
chest  was  opened,  we  noticed  that  the  gastro-clip  had  perfo- 
rated the  diaphragm  and  eroded  the  lower  lobe  of  the  left 
lung.  This  was  the  reason  for  the  pneumothorax  and  the  em- 
pyema. A laparotomy  was  performed,  and  we  found  that  the 
clip  had  eroded  into  the  stomach  and  into  the  diaphragm  and 
the  lung.  There  was  also  a small  abscess  between  the  stomach 
and  the  spleen.  The  clip  was  removed,  the  stomach  repaired, 
and  the  spleen  removed. 

Case  3:  The  patient,  a 54-year-old  woman,  was  admitted  to 
Irving  Community  Hospital  with  fever,  chills,  and  pain  in  the 
left  upper  quadrant.  She  had  undergone  gastro-clip  placement 
1 2 months  earlier.  A CT  scan  showed  the  presence  of  a very 
large  abscess  cavity  in  the  left  upper  quadrant.  At  the  time  of 
surgery,  we  noticed  that  the  clip  had  eroded  into  the  stomach 
and  into  the  spleen,  as  in  the  previous  cases.  A proximal  gas- 
trectomy and  splenectomy  were  performed.  The  patient 
recovered  after  seven  weeks  in  the  hospital. 

Case  4:  Two  years  after  receiving  a gastro-clip,  a 36-year-old 
woman  was  seen  in  the  office  because  of  severe  cramping  and 
abdominal  pain.  A few  days  after  this  episode,  the  patient  re- 
ported that  she  passed  the  clip  per  rectum. 

Each  of  the  four  patients  reported  here  developed  poten-  \ 
tially  lethal  complications  directly  related  to  the  clip.  In  our  l 
opinion,  the  clip  behaves  like  a seton  that  slowly  erodes  into  : 
the  stomach.  It  is  during  this  process  of  erosion  that  the  leak 
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and  the  abscess  formation  occur.  In  case  number  two,  the 
perforation  of  the  diaphragm  most  likely  resulted  from  direct 
pressure  from  the  clip  against  the  diaphragm  itself.  After  seeing 
the  four  patients,  it  is  our  conclusion  that  the  gastro-clip 
should  not  be  used  because  of  potentially  lethal  complications 
that  can  occur  as  a consequence  of  this  procedure. 

JOSEPH  M.  AGUIRRE,  MD 

5959  Harry  Hines  Blvd,  Suite  826,  DaUas,  TX  75235. 

ROY  M.  REID,  JR,  MD 
2023  West  Park,  Irving,  TX  75061 
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Texas  enacts  hazard 
communication  act 

Legislation  pertaining  to  the  right  of  workers  and  community 
residents  in  Texas  to  know  about  exposure  to  hazardous  sub- 
stances has  now  been  enacted  in  Texas  ( 1 ).  The  Texas  “Haz- 
ard Communication  Act”  may  potentially  serve  as  a valuable 
source  of  data  useful  to  health  professionals  concerned  with 
the  prevention,  diagnosis,  and  treatment  of  acute  and  chronic 
intoxication  problems  possibly  associated  with  exposure  to 
hazardous  substances.  The  law  may  also  have  ramifications 
with  respect  to  professional  liability  arising  from  the  use,  or 
lack  of  use,  of  data  available  under  the  law. 

Exposure  to  potentially  harmful  chemical  and  physical 
agents  is  a large,  and  growing,  public  health  problem  in  the 
United  States.  As  many  as  40  to  50  million  Americans  may  have 
been  exposed  to  one  or  more  of  the  hazardous  chemicals  regu- 
lated by  the  federal  Occupational  Safety  and  Health  Admin- 
istration ( 2 ).  According  to  a draft  report  prepared  for  the 
Environmental  Protection  Agency,  over  the  past  five  years 
nearly  7,000  accidents  involving  toxic  chemicals  have  killed 
139  people  and  injured  1,478.  In  addition,  420  million  pounds 
of  toxic  chemicals  were  released  in  accidents  ( 3 ). 

The  Hazard  Communication  Act,  passed  by  the  69th  Texas 
Legislature,  went  into  effect  Jan  1,  1986.  The  law  provides 
workers  as  well  as  the  public  in  Texas  with  various  mecha- 
nisms for  gaining  access  to  information  concerning  hazardous 
substances.  The  communication  mechanisms  include  the 
preparation  of  “workplace  chemical  lists,”  the  availability  of 
“material  safety  data  sheets,”  and  the  labeling  of  containers  of 
hazardous  chemicals.  Some  major  groups,  such  as  agriculture, 
are  not  included  among  the  employer  workplaces  affected  by 


the  law.  However,  health  services  employers  are  specifically 
listed  as  falling  within  the  scope  of  coverage  of  the  Hazard 
Communication  Act. 

Proposed  rules  implementing  the  Hazard  Communication 
Act  were  published  in  the  Texas  Register  in  December  1985 
(4).  The  proposed  rules  covered  definitions,  implementation 
responsibilities,  labeling,  the  posting  of  workplace  notices,  com- 
pliance deadlines,  and  information  about  a training  booklet. 

Data  concerning  hazardous  substances  may  have  major  ap- 
plications in  clinical  medicine  and  research  (5).  Data  pertain- 
ing to  the  identity  and  toxicity  of  an  offending  agent  would  be 
of  value  to  a health  professional  treating  a case  of  acute  in- 
toxication. Toxicity  data  may  also  be  of  considerable  value  to 
health  professionals  involved  with  the  prevention,  diagnosis, 
and  treatment  of  chronic  diseases.  Patients  possibly  exposed  to 
various  physical  and  chemical  agents  in  their  workplaces  and 
communities  may  seek  professional  advice  and  counseling  con- 
cerning possible  long-term  risks  and  appropriate  preventive 
measures.  Data  available  under  a hazard  communication  law 
may  further  be  of  substantial  value  to  scientists  researching 
possible  health  risks  associated  with  exposure  to  various 
substances. 

There  are  several  ways  for  health  professionals  to  obtain 
information  about  hazardous  substances  under  the  state’s 
hazard  communication  law.  In  situations  where  a treating 
physician  determines  that  a medical  emergency  exists  and  the 
specific  chemical  identity  of  a hazardous  chemical  is  necessary 
for  emergency  treatment,  the  specific  chemical  identity  of  the 
pertinent  chemical  must  be  disclosed  immediately  to  the  treat- 
ing physician  even  though  the  chemical  may  be  a trade  secret 
chemical  (6).  “Trade  secrets”  are  information  that  may  pos- 
sibly confer  a competitive  advantage. 

The  state’s  hazard  communication  law  provides  for  “out- 
reach programs.”  The  commissioner  of  health  shall  publicize 
the  availability  of  information  to  answer  inquiries  from  the 
public  concerning  the  effects  of  hazardous  chemicals.  Thus,  a 
health  professional,  as  a member  of  the  public  in  Texas,  may 
inquire  about  the  effects  of  hazardous  chemicals. 

A third  possible  way  for  health  professionals  to  obtain  infor- 
mation about  possibly  hazardous  exposures  would  involve 
information  passed  along  by  workers  to  their  physicians  and 
other  treating  health  professionals. 

Information  obtainable  under  the  Hazard  Communication 
Act  may  possibly  involve  confidential  data,  thus  potentially 
resulting  in  legal  entanglements.  Professional  liability  issues 
potentially  associated  with  hazard  communication  laws  are  dis- 
cussed in  a recent  New  England  Journal  of  Medicine  article 
( 5 ).  Questions  that  may  arise  include:  What  data,  if  any,  should 
be  omitted  from  a patient’s  chart  in  order  to  minimize  the 
possibility  of  a lawsuit  involving  alleged  improper  disclosure  of 
confidential  data?  Would  failure  to  obtain  data  available  under 
the  hazard  communication  law  represent  possible  grounds  for 
a lawsuit?  If  a health  professional  obtains  access  to  data  raising 
the  possibility  of  a severe  public  health  problem,  will  the 
health  professional  be  able  to  alert  possibly-affected  workers, 
community  residents,  and  public  health  oflScials,  without  fear 
of  liability  for  disclosing  confidential  data? 

The  Medical  Practice  Act  of  Texas  provides  that  physician- 
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patient  communications,  in  general,  are  confidential  and  privi- 
leged and  may  not  be  disclosed  (7).  However,  an  exception  to 
the  privilege  of  confidentiality,  allowing  disclosure  of  confiden- 
tial information  by  a physician  to  medical  or  law  enforcement 
personnel,  exists  if  the  physician  determines  that  there  is  a 
probability  of  imminent  physical  injury  to  the  patient,  to  the 
physician,  or  to  others,  or  if  there  is  a probability  of  immediate 
mental  injury  to  the  patient. 

Hazard  communication  laws  raise  major  issues  affecting  the 
public  health.  In  my  view,  it  is  therefore  important  for  the 
medical  community  to  become  knowledgeable  about  the 
ongoing  developments  in  this  area  and  to  assume  an  active 
role  in  the  continuing  development  of  responsible  hazard 
communication  legislation. 

LEO  UZYCH,  JD,  MPH 

103  Canterbury  Drive,  Wallingford,  PA  19086. 
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Greenville  Medical  Tower 


□ Medical/ Dental  space 
available 

□ Tenant  Owned 

□ Six  story  contemporary  design 

□ All  covered  parking 
(one  space  to  150  sq.ft. 
office  space) 

□ Convenient  location  in 
Presbyterian  Hospital  area 

□ Outpatient  Surgery  Center 
owned  by  practicing 
physicians  in  joint  venture 
with  Surgical  Care  Affiliates 


7150  Greenville  Avenue 
Dallas,  Texas  75231 

For  more  information  on  potential 
occupancy,  please  call 


(214)691-9266. 
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AMA  report  concludes 
physician  surplus  is  real 

In  one  of  the  more  significant  actions  of 
the  1986  Annual  Meeting,  the  American 
Medical  Association’s  House  of  Delegates 
adopted  a report  that  concludes  that 
there  is  a surplus  of  physicians  in  the 
United  States. 

The  delegates  met  June  15-19  in  Chi- 
cago. Other  major  actions  were  the  ap- 
proval of  a national  public  awareness 
campaign  for  the  AMA  and  endorsement 
of  the  association’s  call  for  a tobacco-free 
society  by  the  year  2000.  They  also  gave 
favorable  consideration  to  resolutions 
from  the  Texas  delegation  concerning 
the  recent  slowdown  in  Medicare  pay- 
ments and  guidelines  for  physicians  in 
cases  of  torture  or  inhuman  treatment. 

In  addition  to  its  conclusion  that  there 
is  a surplus  of  physicians,  the  Task  Force 
on  Physician  Manpower  noted  that:  ( 1 ) 
there  is  a surplus  of  physicians  in  some 
specialties  in  most  areas  of  the  United 
States,  (2)  in  most  areas,  there  is  an  im- 
pending surplus  of  physicians  in  most 
specialties,  (3)  the  impending  surplus  is 
likely  to  have  negative  consequences  on 
the  quality  and  cost  of  patient  care,  and 
(4)  market  forces  alone  cannot  assure 
cost  effective  medical  care  and  comprise 
only  one  of  many  factors  affecting  man- 
power policies. 

The  task  force  further  recommended 
that  the  AMA  encourage  the  US  medical 
education  system  to  establish  the  size  of 
total  medical  school  enrollment.  The 
AMA  should  seek  repeal  of  federal  and 
state  legislation  or  regulations  that  man- 
date maintaining  specific  enrollments  in 
medical  schools  in  this  country,  the  re- 
port says.  It  suggests  that  the  AMA  carry 
out  extensive,  ongoing  analyses  of  physi- 
cian manpower  issues. 

The  House  of  Delegates  also  approved 
the  development  of  a national  public 
awareness  campaign  that  will  help  physi- 
cians earn  the  respect  they  desire.  The 
AMA  Board  of  Trustees  will  direct  the 
program.  The  Advisory  Committee  to  the 
AMA  Public  Awareness  Program  also 
recommended  that  the  AMA  initiate 
programs  to  encourage  physicians  to  im- 


prove their  image  through  their  practice 
habits.  Val  F.  Borum,  MD,  Fort  Worth, 
chaired  the  advisory  committee. 

The  association  continues  to  support  a 
tobacco-free  society  by  the  year  2000, 
and  has  prohibited  smoking  at  all  AMA 
meetings.  In  addition  to  efforts  on  the 
legislative  front  to  limit  access  to  the 
products,  the  AMA  supports  strong  edu- 
cational efforts,  from  kindergarten 
through  the  1 2th  grade,  to  help  pre- 
teens,  adolescents,  and  young  adults 
avoid  the  use  of  tobacco  products, 
including  smokeless  tobacco. 

Acting  on  a resolution  submitted  by 
the  Texas  delegation,  the  delegates  ex- 
pressed concern  and  displeasure  to  the 
Health  Care  Financing  Administration 
(HCFA)  about  the  recent  slowdown  in 
payment  of  Medicare  claims.  The  resolu- 
tion noted  that  slow  payment  places  an 
unwarranted  financial  burden  upon  the 
elderly,  physicians,  and  facilities  that 
serve  senior  citizens. 

The  Texas  resolution  was  combined 
with  similar  resolutions  from  the  Califor- 
nia and  New  Jersey  delegations. 

James  Sammons,  MD,  ( center)  joins  Phil  Overton 
( left)  and  Line  Williston  at  the  podium  after  Messrs 
Overton  and  Williston  received  the  AMA's 


Another  Texas  resolution  reiterated 
the  AMA’s  endorsement  of  the  1975 
World  Medical  Association  Declaration  of 
Tokyo.  The  declaration  provides  guide- 
lines for  physicians  in  cases  of  torture  or 
other  cruel,  inhuman,  or  degrading  treat- 
ment or  punishment  in  relation  to  deten- 
tion and  imprisonment.  The  resolution 
also  expressed  sympathy  to  physicians 
who  have  been  subject  to  imprisonment 
or  torture  because  of  their  humnitarian 
efforts  to  improve  the  health  of  their 
patients. 

AMA  awards  citations 

to  Line  Williston,  Phil  Overton 

Texas  Medical  Association’s  Executive  Di- 
rector C.  Lincoln  Williston  and  retired 
General  Counsel  Philip  R.  Overton 
received  Citation  of  a Layman  for  Dis- 
tinguished Service  Awards  during  the 
American  Medical  Association’s  Annual 
Meeting,  June  15-19,  in  Chicago. 

The  citations  recognize  individuals 
who  are  not  physicians  who  have  helped 

Distinguished  Service  Award.  Dr  Sammons  is  the 
AMA's  executive  vice-president 
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achieve  the  ideals  of  medicine  by  coop- 
eration or  aid  in  the  advancement  of 
medical  science,  medical  education,  or 
medical  care. 

Mr  Williston  has  served  as  TMA’s 
executive  director  since  1954.  Mr  Over- 
ton  provided  legal  and  legislative  ex- 
pertise from  1939  until  his  retirement 
in  1976. 

The  citation  notes  that  “the  Texas 
Medical  Association  has  tripled  in  mem- 
bership, access  to  health  care  in  Texas 
has  improved  vastly,  medical  education 
has  prospered,  and  physicians  have  re- 
ceived excellent  representation  in  the 
state  legislature  and  before  governmental 
agencies.” 

Trustees  select  Mulgrew 
as  TMA’s  new  CEO 

Texas  Medical  Association’s  Board  of 
Trustees  has  announced  that  D.  Brent 
Mulgrew,  Columbus,  Ohio,  has  been  se- 
lected as  the  association’s  new  chief 
executive  officer.  He  is  expected  to  join 
the  staff  in  late  September. 

TMA’s  Executive  Director  C.  Lincoln 
Williston  has  announced  that  he  will 

TMA’s  Board  of  Trustees  has  selected  D.  Brent 
Mulgreu’  as  the  association's  new  chief  executive 
officer. 


retire  Dec  31,  1986. 

Mr  Mulgrew,  36,  serves  as  managing 
director  and  counsel  of  the  Ohio  State 
Medical  Association.  He  has  been  associ- 
ated with  OSMA  since  1974,  and  has  had 
responsibilities  for  federal  and  state  legis- 
lation, legal  services  for  physicians,  and 
planning  and  budgeting.  In  addition  to 
his  activities  at  the  state  medical  associa- 
tion, Mr  Mulgrew  is  an  active  member  of 
the  Columbus  Bar  Association,  having 
chaired  committees  on  hospital/medical 
staff  relations,  interprofessional  relations, 
and  doctor-lawyer  relationships.  He  also 
chaired  the  Legal  Counsel  Committee  of 
the  American  Association  of  Medical  So- 
ciety Executives  and  the  American  Medi- 
cal Association  Liaison  Committee  of  the 
Society  of  Medical  Association  Counsel. 
He  also  is  a member  of  the  Ohio  State 
Bar  Association,  American  Bar  Associa- 
tion, and  National  Health  Lawyers  Asso- 
ciation. He  graduated  with  honors  from 
Bethany  College  in  West  Virginia  in  1970 
and  has  a master’s  degree  from  Ohio  Uni- 
versity and  a law  degree  from  Ohio  State 
University. 

Mr  Mulgrew’s  selection  culminated  al- 
most a full  year  of  activity  by  a search 
committee  and  interviews  by  the  Board 
of  Trustees,  following  screening  of  pro- 
spective candidates  by  a national  consult- 
ing firm. 

Wm  Gordon  McGee,  MD,  chairman 
of  the  Board  of  Trustees,  announced 
Mr  Mulgrew’s  selection  to  the  House  of 
Delegates,  committee  chairmen,  and 
county  medical  society  executives.  He 
wrote,  “TMA  officers,  members  of  the 
search  committee,  and  the  trustees  are 
highly  impressed  with  Mr  Mulgrew.  We 
feel  confident  that  he  will  provide  ex- 
cellent executive  leadership  for  our 
association.” 


AMA  elects  Texans 
to  leadership  positions 

Seven  Texans  were  elected  to  leadership 
positions  during  the  American  Medical 
Association’s  Annual  Meeting. 

Albert  F.  Hendler,  MD,  Dallas,  was  elec- 
ted unanimously  as  vice-chairman  of  the 
AMA  Hospital  Medical  Staff  Section’s  Gov- 
erning Council.  The  Board  of  Trustees 
appointed  Merle  W.  Delmer,  MD,  San  An- 
tonio, as  a member  of  the  Council  on 


Legislation.  And,  three  Dallas  physicians 
will  serve  on  the  Governing  Council  of 
the  AMA  Resident  Physician  Section  dur- 
ing 1986-1987.  They  are  Randy  Eckert, 
MD;  Clifford  Moy,  MD;  and  Roderick 
Rohrick,  MD. 

Medical  student  Joseph  A.  Leveque, 

The  University  of  Texas  Medical  School 
at  Houston,  was  elected  chairman  of  the 
AMA  Medical  Student  Section.  Paul  Salva, 
a student  at  Texas  Tech  University  SchooLi 
of  Medicine,  was  appointed  as  the  stu- 
dent member  of  the  Council  on  Scientific  I 
Affairs.  Lance  Myndarce,  a student  at 
Texas  A&M  University  School  of  Medi-  [ 
cine,  will  serve  as  the  student  represen- 
tative on  the  AMA  Council  on  Legislation. 

Mrs  Durham  assumes 
AMAA  presidency 

Pat  (Mrs  Mylie  E. ) Durham,  Jr,  Houston,  i 
was  installed  as  president  of  the  Ameri-  ; 
can  Medical  Association  Auxiliary  during  ' 
the  auxiliary’s  convention  in  Chicago,  i 
June  15-18,  1986.  : 

Mrs  Durham,  the  seventh  Texas 
woman  to  head  the  national  auxiliary, 
previously  served  as  AMAA’s  treasurer 
and  secretary,  and  as  a regional  vice- 
president.  She  also  is  a past  president  of 
the  Texas  Medical  Association  Auxiliary. 

Joining  her  fellow  Texan  in  the  leader- 
ship of  AMAA  is  Anne  (Mrs  WA.)  Pitch- 
ford,  El  Paso,  who  was  elected  as  a 
director  of  AMAA. 


Issues  experts  headline 
fall  conference,  Sept  13 

Experts  on  current  issues  in  medicine 
will  headline  Texas  Medical  Association’s 
1 986  Fall  Conference,  Saturday,  Sept  1 3, 
1986,  at  the  Hyatt  Regency  Austin. 

James  S.  Todd,  MD,  the  American  Medi- 
cal Association’s  deputy  executive  vice 
president,  will  discuss  professional  lia- 
bility and  tort  reform.  Joining  him  on  the 
program  will  be  Richard  F.  Corlin,  MD, 
chairman  of  the  AMA’s  Council  on  Long 
Range  Planning  and  Development  and 
speaker  of  the  House  of  Delegates  of  the 
California  Medical  Association.  Dr  Corlin 
will  update  the  audience  on  changes  in 
the  US  health  care  system  and  discuss  the 
implications  of  those  changes  on  the  atti- 
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tudes  of  physicians  and  the  general  pub- 
lic. AMA  President  John  J.  Coury,  MD, 
also  will  participate  in  the  program.  In 
addition  to  the  AMA  leadership,  the  pro- 
gram will  feature  George  Conomikes, 
president  of  Conomikes  Associates,  Inc, 
who  will  offer  advice  on  practice  man- 
agement and  marketing. 

Breakout  sessions  will  focus  on  legis- 
lative and  political  affairs,  preferred  pro- 
vider organizations  (PPOs),  practice 
management  and  marketing,  and  ethics 
and  bioethics. 

The  Texas  Medical  Liability  Trust  will 
host  a hospitality  hour  at  the  conclusion 
of  Saturday’s  program. 

The  deadline  for  housing  reserva- 
tions is  August  29.  For  further  informa- 
tion on  the  conference,  contact  C.  Lin- 
coln Williston,  Executive  Director,  Texas 
Medical  Association,  1 80 1 N Lamar 
Blvd,  Austin,  TX  78701,  phone 
(512)477-6704. 

Meeting  in  conjunction  with  the  con- 
ference are  TMA’s  Hospital  Medical  Staff 
Section,  resident  and  student  sections, 
and  committees,  councils,  and  boards. 
The  Department  of  Annual  Session  and 
Scientific  Programming  also  has  planned 
continuing  medical  education  courses  on 
basic  life  support,  AIDS,  osteoporosis  and 
postmenopausal  syndromes,  and  primary 
care  for  critical  conditions.  For  informa- 
tion on  fees  and  registration  for  the 
courses,  contact  Mrs  Dale  Willimack,  De- 
partment of  Annual  Session  and  Scientific 
Programming,  Texas  Medical  Association, 
1801  N Lamar  Blvd,  Austin,  TX  78701. 

Delegates  to  consider 
TEXPAC  amendment 

The  agenda  for  the  Nov  21-22,  1986 
meeting  of  Texas  Medical  Association’s 
House  of  Delegates  includes  final  consid- 
eration of  a constitutional  amendment 
authorizing  the  chairman  of  the  Texas 
Medical  Political  Action  Committee 
(TEXPAC)  to  be  seated  as  a delegate. 

The  proposal  amends  the  Constitution, 
Article  V,  House  of  Delegates,  Section  2, 
by  addition  as  follows: 

“Sec  2.  The  membership  of  the  House 
of  Delegates  shall  consist  of  ( 1 ) Dele- 
gates, elected  in  accordance  with  this 
Constitution  and  Bylaws,  and  ex  officio; 
...  (13)  the  Chairman  of  TEXPAC  ....’’ 


The  House  of  Delegates  approved  the 
integration  of  TEXPAC  into  the  associa- 
tion’s organizational  structure  in  Novem- 
ber 1985.  As  part  of  that  process,  the 
delegates  gave  “first  reading”  approval  to 
the  proposed  amendment  in  May  1986. 

TEXPAC  was  formed  in  1 962  to  assist 
physicians  in  organizing  themselves  for 
more  effective  political  action,  provide  fi- 
nancial and  voluntary  support  to  favored 
candidates,  and  inform  the  medical  pro- 
fession of  medical-political  events  that 
impact  the  practice  of  medicine. 

Alzheimer’s  disease  is  topic 
of  TMA  committee  survey 

Texas  Medical  Association’s  Committee 
on  Aging  and  Nursing  Homes  has  sur- 
veyed a sample  of  Texas  physicians  to 
gain  a better  understanding  of  the  num- 
ber of  Texas  residents  who  have  been  di- 
agnosed as  having  Alzheimer’s  disease. 
Under  the  signature  of  1985- 1986 
Chairman  Jack  S.  Weinblatt,  MD,  Temple, 
the  committee  submitted  its  findings  to 
the  Texas  Senate  Health  and  Human  Re- 
sources Committee,  which  is  studying 
the  impact  of  the  disease  on  Texas. 

The  survey  yielded  715  responses,  595 
from  primary  care  physicians  (family  and 
general  practice  and  internal  medicine) 
plus  1 20  from  psychiatrists.  The  commit- 
tee mailed  7,336  surveys. 

The  700-plus  respondents  estimate 
that  they  are  treating  6,909  patients  who 
have  been  diagnosed  as  having  Alzhei- 
mer’s disease.  They  estimate  that  half 
(3,148)  of  the  patients  reside  in  their 
own  homes,  with  the  remainder  in  nurs- 
ing homes  or  community  facilities. 

Senator  Chet  Brooks  (D-Pasadena) 
chairs  the  Committee  on  Health  and 
Human  Resources,  and  Sen  Hector  Uribe 
(D-Brownsville)  is  vice-chairman.  Com- 
mittee members  are  Senators  Gonzalo 
Barrientos  (D- Austin),  Chet  Edwards 
(D-Duncanville),  Hugh  Parmer  (D-Fort 
Worth),  John  Sharp  (D-Victoria),  Carlos 
Truan  (D-Corpus  Christ! ),  Craig  Washing- 
ton (D-Houston),  and  John  Whitmire 
(D-Houston). 

The  Senate  committee  has  completed 
its  hearings  on  Alzheimer’s  disease  and  is 
expected  to  issue  a final  report  in  Sep- 
tember 1986. 


HEALTH  UNE 


TDH  issues  TB  guidelines 
for  nursing  homes 

The  Tuberculosis  Advisory  Committee 
of  the  Texas  Department  of  Health  has 
approved  guidelines  for  prevention  of 
tuberculosis  transmission  in  nursing 
homes. 

W.G.  Johanson,Jr,  MD,  Galveston,  who 
represents  Texas  Medical  Association  on 
the  committee,  reports  that,  “(Tuber- 
culosis prevention)  is  an  important  area 
since  a number  of  outbreaks  of  tuber- 
culosis have  occurred  among  nursing 
home  populations.” 

The  guidelines  suggest  tuberculosis 
screening  for  new  employees  and  resi- 
dents of  the  homes,  as  well  as  current 
residents.  They  advise  against  annual  or 
more  frequent  tuberculosis  screening  of 
residents  and  employees,  unless  a spe- 
cific situation  indicates  an  increased  risk 
of  transmission.  Suspected  or  diagnosed 
cases  of  tuberculosis  and  tuberculin  con- 
verters should  be  reported  to  the  local 
health  authority  (local  health  department 
or  Texas  Department  of  Health  regional 
offices).  The  guidelines  also  list  pre- 
cautions to  prevent  transmission  of 
tuberculosis. 

For  a copy  of  the  guidelines,  contact 
John  Bybee,  Division  Director,  Tuber- 
culosis Control,  Texas  Department  of 
Health,  1 100  W 49th  St,  Austin,  TX 
78751. 


Nalmefene  removed  from 
Schedule  II  list  of  drugs 

The  Federal  Drug  Enforcement  Admin- 
istration has  published  a final  order  in  the 
Federal  Register  removing  nalmefene 
from  Schedule  11  of  the  Federal  Con- 
trolled Substances  Act.  According  to 
Texas  Commissioner  of  Health  Robert 
Bernstein,  the  order  followed  a finding 
that  nalmefene  does  not  have  sufficient 
potential  for  abuse  or  abuse  liability 
to  justify  its  continued  control  in  any 
schedule. 

Chemically,  nalmefene  is  17-(cyclo- 
propylmethyl)-4,5-epoxy-6-methylene- 
morphinan-3,l4-diol.  Although  not 
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specifically  listed  as  such  in  the  sched- 
ules of  the  Texas  Controlled  Substances 
Act,  nalmefene  has  been  a Schedule  11 
narcotic  by  virtue  of  its  derivation  from 
the  Schedule  11  opioid  thebaine. 

Commissioner  of  Health  Bernstein 
ordered  nalmefene  removed  from  Sched- 
ule 11  in  accordance  with  the  Federal 
Drug  Enforcement  Administration  order. 

NIH  issues  report 
on  smokeless  tobacco  use 

The  National  Institutes  of  Health  (NIH) 
has  issued  a consensus  development 
statement  on  the  health  implications  of 
smokeless  tobacco  use.  During  a consen- 
sus development  conference  at  the  NIH, 
scientific  evidence  was  presented  to  a 
panel  of  experts  representing  epidemiol- 
ogy, cancer,  dentistry,  psychology,  pedi- 
atrics, psychopharmacology,  education, 
and  the  public.  The  panel’s  report  con- 
tains recommendations  and  conclusions 
concerning  smokeless  tobacco  use. 

Among  the  questions  addressed  in  the 
report  are;  What  are  the  current  trends 
in  the  use  of  smokeless  tobacco  in  the 
United  States?  Does  the  use  of  smokeless 
tobacco  increase  the  risk  of  oral,  or 
other,  cancers?  Does  the  use  of  smokeless 
tobacco  increase  the  risk  of  periodontal 
disease  or  other  oral  and  health  prob- 
lems? What  are  the  behavioral  conse- 
quences of  smokeless  tobacco  use?  What 
issues  regarding  the  health  consequences 
of  smokeless  tobacco  use  require  further 
research? 

Free,  single  copies  of  this  consensus 
statement  are  available  from  Michael  J. 
Bernstein,  Office  of  Medical  Applications 
of  Research,  National  Institutes  of  Health, 
Building  1,  Room  216,  Bethesda,  MD 
20892. 


Pathologists  adopt  policy 
on  fibrocystic  disease 

The  College  of  American  Pathologists’ 
(CAP)  board  of  governors  issued  a state- 
ment that  women  who  develop  fibro- 
cystic disease  of  the  breast  are  not 
necessarily  more  likely  to  develop  breast 
cancer  in  the  future.  This  consensus 
statement  was  approved  in  November 
1985  and  adopted  as  policy  by  the  CAP. 


In  an  effort  to  educate  the  public 
about  fibrocystic  disease,  the  college  is 
providing  brochures  that  answer  the  fol- 
lowing questions:  Just  what  is  fibrocystic 
disease?  How  common  is  this  condition? 
Is  fibrocystic  disease  of  the  breast  pre- 
cancerous?  How  do  1 know  what  is 
harmless  and  what  could  threaten  my 
life?  If  I have  breast  lumps,  how  will  1 
know  if  they  should  be  examined  further 
through  a surgical  biopsy? 

Copies  of  the  brochure  are  available 
for  physician  offices.  To  obtain  copies, 
write  to  William  L.  Kuehn,  PhD,  Director 
of  Public  Services,  College  of  American 
Pathologists,  PO  Box  566,  Skokie,  IL 
60076. 


AHA  offers  brochure 
on  chelation  therapy 

Chelation  therapy  is  the  subject  of  a bro- 
chure developed  by  the  American  Heart 
Association  (AHA),  Texas  Affiliate.  The 
brochure,  “Questions  and  Answers  About 
Chelation  Therapy,”  defines  chelation 
therapy,  the  reported  benefits,  and  the 
risks  involved  in  the  treatment,  and  offers 
information  about  the  lack  of  scientific 
evidence  for  its  merit  and  statements 
from  other  medical  authorities  on  the 
subject. 

The  brochures  are  available  at  no 
charge  for  physicians.  To  order  a free 
supply  of  “Questions  and  Answers  about 
Chelation  Therapy,”  write  to  Martha 
Farnham  at  the  American  Heart  Associa- 
tion, PO  Box  15186,  Austin,  TX  78761. 


TDH  compiles  directory 
of  AIDS  programs,  services 

The  Public  Health  Promotion  Division  of 
the  Texas  Department  of  Health  ( TDH ) is 
compiling  information  for  a statewide 
AIDS  resource  directory,  which  will  iden- 
tify AIDS  programs,  services,  and  infor- 
mation available  to  the  public.  It  is 
intended  to  encourage  cooperation  and 
strengthen  AIDS  services  in  Texas  by  en- 
abling programs  to  share  information 
and  ideas. 

The  directory  will  highlight  program 
information  including:  contact  person, 
hours  of  operation,  services  provided, 
fees,  and  available  educational  materials. 


To  receive  a copy  or  obtain  more  in- 
formation, contact  Carly  Christian  or  Ron 
Todd  in  the  Public  Health  Promotion  Di- 
vision, Texas  Department  of  Health,  1 100 
W 49th  St,  Austin,  TX  78756;  phone 
(512)458-7405. 


SOCIOECONOMICS 


Trustees  offer  advice 
on  preferred  provider  plans 

Following  the  adoption  of  rules  for  pre- 
ferred provider  plans,  Texas  Medical  As- 
sociation’s Board  of  Trustees  advises 
physicians  to  preserve  their  individual 
rights  to  determine  their  own  fees  when 
negotiating  contracts  with  third  parties. 

The  trustees’  official  statement  reads: 
“In  negotiating  contracts  with  private  in- 
surers under  the  preferred  provider  plan 
rules  of  the  State  Board  of  Insurance, 
physicians  should  be  certain  that  they 
understand  the  terms  of  the  contract,  in- 
cluding the  fees  and  charges  to  be  paid. 
Some  ‘preferred  provider’  contracts  pro- 
vide that  the  reimbursement  for  services 
rendered  will  be  determined  solely  by 
the  third  party  payor.  Physicians  are 
advised  to  carefully  evaluate  contracts 
offered  so  as  not  to  delegate  unknow- 
ingly the  determination  of  fee  discounts 
to  third  party  payors.” 

The  State  Board  of  Insurance  adopted 
the  rules  June  4,  1986.  Among  their 
significant  provisions  are; 

1 . Terms  and  conditions  of  contracts 
must  be  reasonable — participation 
cannot  be  unreasonably  withheld. 

2.  When  seeking  to  contract  with  an 
insurer’s  preferred  provider  plan,  physi- 
cians must  have  access  to  due  process. 
The  review  mechanism  must  involve  an 
advisory  role  by  a physician  panel  of  not 
fewer  than  three  physicians  selected  by 
the  insurer  from  a list  of  those  physicians 
contracting  with  the  insurer.  Physicians 
contracting  with  the  insurer  in  the  appli- 
cable service  area  will  provide  the  list. 

3.  Complaint  resolution  shall  provide 
for  reasonable  due  process  with  an  ad- 
visory role  by  a physician  panel  ( selected 
per  number  2). 

4.  Quality  assessment  must  be  per- 
formed by  a physician  panel  ( selected 
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per  number  2). 

5.  Utilization  review  must  be  con- 
firmed by  a physician  or  physicians  se- 
lected by  the  insurer  from  among  a list  of 
physicians  contracting  with  the  insurer 
(selected  per  number  2). 

6.  Terms  and  conditions  of  the  con- 
tract based  on  quality  must  be  consistent 
with  established  standards  of  care. 

7.  Insureds  have  the  right  to  treat- 
ment and  diagnostic  technique  as  pre- 
scribed by  their  physicians. 

8.  No  “hold-harmless”  clauses  are 
allowed  in  favor  of  the  insurer. 

9.  Services  received  under  emer- 
gency conditions  or  services  received 
from  nonpreferred  providers  must  be  re- 
imbursed at  the  preferred  provider  rate 
where  such  services  are  not  reasonably 
available  to  the  insured. 

10.  The  basic  level  of  coverage,  ex- 
cluding a reasonable  difference  in  de- 
ductibles, may  not  be  more  than  30% 
less  than  the  higher  level  of  coverage. 

11.  Exclusive  preferred  provider 
contracts  are  prohibited. 

12.  The  insurer  may  not  require  physi- 
cians to  pay  for  hospital,  laboratory,  x-ray, 
or  other  like  charges  that  are  determined 
by  the  insurer  to  be  “unnecessary.” 

1 3.  Insurers  may  not  require  the  prac- 
titioner to  bear  the  expenses  of  referral 
to  specialty  care  in  or  out  of  the  pre- 
ferred provider  panel. 

1 4.  Insurers  may  not  contract  with 
hospitals  that  condition  staff  membership 
or  privileges  on  practitioners’  preferred 
provider  status. 

15.  Notice  to  all  practitioners  in  the 
geographic  area  of  their  opportunity  to 
participate  must  be  made  in  writing  or 
by  publication. 

16.  No  payment  may  be  made  to  re- 
ward practitioners  for  not  referring  pa- 
tients to  a specialist  or  for  not  treating  a 
particular  condition. 

17.  Payment  for  services  to  preferred 
and  nonpreferred  providers  must  be 
prompt  and  efficient. 

18.  There  can  be  no  insurer  require- 
ment that  the  insured  patient  be  referred 
by  a practitioner  in  another  class  or  by  a 
subspecialty  within  the  same  class. 

19.  The  insurer  must  make  an  effort  to 
have  a mix  of  institutional  providers, 
which  includes  profit,  nonprofit,  and  tax- 
supported  institutional  providers. 

20.  Physicians  have  standing  to  com- 


plain to  the  State  Board  of  Insurance 
against  insurers  for  practices  not  meeting 
regulatory  requirements  (unfair  claims 
practices). 


COBRA  mandates  assignment 
for  physician-operated  labs 

Beginning  Jan  1,  1987,  physicians  who 
operate  laboratories  and  test  their  own 
Medicare  patients  must  accept  assign- 
ment for  these  clinical  laboratory  ser- 
vices. The  mandate  comes  from  Section 
9303  of  the  Consolidated  Omnibus 
Budget  Reconciliation  Act  of  1985  (PL 
99-272). 

The  act,  more  widely  known  by  its 
acronym  COBRA,  also  requires  that, 
effective  July  1,  1986,  physicians’  Medi- 
care laboratory  charges  may  not  exceed 
115%  of  the  national  fee  schedule 
charge.  Physicians  who  charge  more  than 
the  maximum  must  lower  their  charges 
to  be  in  compliance.  But,  physicians 
whose  laboratory  charges  are  less  than 
the  maximum  may  not  increase  charges 
to  reach  that  level. 


TRC  discontinues  surgery 
for  nonseverely  handicapped 

Due  to  insufficient  funds,  the  Texas 
Rehabilitation  Commission  (TRC)  no 
longer  can  provide  surgery  and/or  hospi- 
talization services  to  eligible  clients  with 
nonsevere  disabilities.  In  compliance 
with  the  federal  Rehabilitation  Act  of 
1973,  TRC  will  give  preference  to  those 
patients  “with  the  most  severe  handi- 
caps” and  to  public  safety  officers  whose 
disabilities  were  “sustained  in  the  line 
of  duty.” 

Commissioner  Vernon  M.  Arrell  ob- 
served, “1  realize  that  this  policy  change 
may  not  be  popular  with  some  physicians 
who  have  relied  on  TRC  to  sponsor  sur- 
gery and/or  hospitalization  needed  by 
some  of  their  nonseverely  disabled  pa- 
tients. However,  we  will  continue  to 
work  closely  with  the  physicians  in  the 
state  to  provide  vocational  rehabilitation 
services  to  their  eligible  patients,  except 
those  in  TRC’s  lowest  priority  group.” 

The  federal  rules  and  regulations  im- 
plementing Title  1 and  Part  A of  Title  Vll 
of  the  Rehabilitation  Act  of  1973  as 


amended  define  a severely  handicapped 
individual  as  one 

“(i)Who  has  a severe  physical  or  men- 
tal disability  which  seriously  limits  one 
or  more  functional  capacities  (mobility, 
communication,  self-care,  self-direction, 
work  tolerance,  or  work  skills)  in  terms 
of  employability;  and  (ii)  Whose  voca- 
tional rehabilitation  can  be  expected  to 
require  multiple  vocational  rehabilitation 
services  over  an  extended  period  of  time; 
and  (iii)  Who  has  one  or  more  physical 
or  mental  disabilities  resulting  from  am- 
putation, arthritis,  blindness,  cancer,  cer- 
ebral palsy,  cystic  fibrosis,  deafness,  heart 
disease,  hemiplegia,  hemophilia,  respira- 
tory or  pulmonary  dysfunction,  mental 
retardation,  mental  illness,  multiple  scle- 
rosis, muscular  dystrophy,  musculo- 
skeletal disorders,  neurological  disorders 
(including  stroke  and  epilepsy),  para- 
plegia, quadriplegia,  and  other  spinal 
cord  conditions,  sickle  cell  anemia,  spe- 
cific learning  disability,  and  end-stage 
renal  disease,  or  another  disability  or 
combination  of  disabilities  determined 
on  the  basis  of  an  evaluation  of  rehabilita- 
tion potential  to  cause  comparable  sub- 
stantial functional  limitation.” 

A nonseverely  handicapped  individual 
would  be  one  whose  physical  or  mental 
disability  does  not  meet  these  criteria. 

TNA  says  BSN 

should  be  required  by  1995 

The  Texas  Nurses  Association  has  pro- 
posed that  by  1995  the  minimum  educa- 
tional preparation  of  registered  nurses 
in  Texas  should  be  upgraded  to  a bac- 
calaureate degree  in  nursing  (BSN). 

TNA  spokesman  J.  L.  Brown  said  that 
the  association  is  forming  a committee 
to  plan  the  proposal’s  implementation, 
which  eventually  will  include  its  presen- 
tation to  the  Texas  Legislature. 

“Our  endorsement  for  upgrading  the 
educational  requirement  of  registered 
nurses  culminates  a 20-year  process  of 
debate  and  study  nationally,  as  well  as  in 
Texas,”  TNA  president  Anna  Pearl  Rains, 
MS,  RN,  Galveston,  said. 

Registered  nurses  in  Texas  currently 
are  prepared  by  one  of  three  different 
educational  programs:  a two-year  associ- 
ate degree  (junior  college)  program;  a 
three-year  diploma  (hospital)  program; 
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In  ten  years  your  malpractice 
carrier  may  be  just  a memory 

Unless  it’s  Medical  Protective. 


As  you  consider  professional  liability  insurance, 
consider  this.  The  coverages  stated  in  the  policy  are 
basically  a promise  — a promise  to  be  here  when 
needed  regardless  of  legal  climate  or  economic 
conditions.  A company’s  ability  to  keep  this  promise 
is  critical  because  your  financial  security  may 
depend  on  it.  Unfortunately,  too  many  firms  are  now 
finding  the  task  impossible. 

Analyze  your  liability  insurance  options  carefully 
just  as  you  would  any  important  investment.  Go 
beyond  the  agent  and  the  policy  to  the  company  that 


stands  behind  both.  How  long  has  it  been  in  opera- 
tion? Has  it  weathered  some  of  the  tough  times?  Will 
it  be  there  for  you  when  you  need  help? 

The  Medical  Protective  Company  pioneered  profes- 
sional liability  coverage  before  the  turn  of  the 
century  and  has  served  doctors  exclusively  ever 
since.  Over  500,000  of  them.  Through  good  times 
and  bad.  We’ll  be  here  when  you  need  us. 

Contact  The  Medical  Protective  Company  through 
one  of  our  general  agents.  History  shows  we  keep 
our  promises. 
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Dallas  TX  75214-3947,  (214)  821-4640  Houston,  TX  77024,  (713)  682-8024 


Michael  Rollans 
Thomas  A.  Weisman 
512  GPM  Life  Building 
San  Antonio,  TX  78216,  (512)  344-5901 
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or  a four-year  baccalaureate  program  in 
nursing. 

“RNs  have  asked  themselves  how  the 
profession  can  best  respond  to  modern 
health  care  challenges.  Our  answer,”  Ms 
Rains  said,  “is  to  begin  by  unifying  and 
strengthening  the  educational  prepara- 
tion of  practitioners  who  will  provide  the 
nursing  services  needed  by  Texas  con- 
sumers now  and  into  the  next  century.” 

Under  the  TNA  proposal,  the  profes- 
sional registered  nurse  would  be  a bac- 
calaureate graduate.  Associate  degree 
nursing  programs  would  prepare  an  “as- 
sociate nurse”  to  practice  technical  nurs- 
ing. A grandfather  clause  in  the  proposal 
would  guarantee  already  licensed  RNs 
the  right  to  keep  their  standing  as  profes- 
sional nurses. 

The  Texas  Nurses  Association  is  a state- 
wide professional  organization  for  regis- 
tered nurses  in  Texas  with  headquarters 
in  Austin  and  37  chapter  districts  across 
the  state. 


Correction 

The  June  issue  of  Texas  Medicine,  page 
1 3,  included  the  news  story  “AGP  op- 
poses public  funding  of  FMGs’  post- 
graduate training,”  which  contained  a 
statistical  error.  The  last  paragraph  of  the 


story  states,  “The  Texas  State  Board  of 
Medical  Examiners  reports  that  of  the 
27,924  licensed  physicians  with  Texas 
mailing  addresses,  4,799,  or  6% , are 
graduates  of  foreign  medical  schools.” 
The  correct  percentage  is  1 7% . 


CAPITAL  COMMENTS 


TMA  council  investigates 
medical  examiners  system 

Joseph  M.  Abell,  MD,  Austin,  has  in- 
formed a legislative  subcommittee  that 
Texas  Medical  Association  is  investigating 
the  feasibility  of  a statewide  and/or  re- 
gional medical  examiners  system.  Dr 
Abell,  a member  and  former  chairman  of 
TMA’s  Council  on  Scientific  Affairs,  ap- 
peared before  the  Subcommittee  on 
Justices  of  the  Peace  of  the  House  Com- 
mittee on  Criminal  Jurisprudence  May 
19,  1986,  in  Austin. 

“Risks  are  inherent  in  a system  that 
permits  those  who  are  not  trained  to  in- 
vestigate suspicious  and  violent  deaths,” 
Dr  Abell  told  the  subcommittee.  He 
pointed  out  four  such  risks:  ( 1 ) homi- 
cides may  go  undetected  when  deaths 


are  ruled  accidental  or  from  natural 
causes,  ( 2 ) accidental  deaths  may 
mistakenly  be  ruled  natural,  (3)  life- 
threatening  occupational  and  environ- 
mental hazards  may  be  missed,  and  (4) 
underreporting  of  child  abuse,  elder 
abuse,  and  suicides  may  occur. 

“We  cannot  expect  laymen,  who  do 
not  have  the  training,  to  detect  fatal 
infectious  diseases,  poisonings,  and 
environmental  hazards,”  he  added. 

TMA’s  Council  on  Scientific  Affairs  un- 
dertook its  study  at  the  request  of  the 
Runnels  County  Medical  Society.  Dr  Abell 
told  the  subcommittee,  “The  Runnels 
County  request  was  borne  out  of  a con- 
cern that  the  causes  of  an  undetermined 
number  of  deaths  are  possibly  being 
recorded  incorrectly  due  to  a lack  of 
autopsies,  inadequately  developed  inves- 
tigations, and/or  no  investigation  by 
trained  specialists.  In  addition,  there  is  a 
growing  concern  that  an  opportunity  for 
learning  is  being  lost.” 

There  are  1 1 Texas  counties  with  a 
medical  examiner  system.  The  remaining 
243  counties  are  served  by  940  JPs.  In 
order  to  become  a JP,  a candidate  must 
be  at  least  1 8 years  of  age,  a resident  of 
Texas  for  1 2 months,  and  of  the  precinct 
for  six  months. 


Medicaid  should  have 
new  administrator,  TMA  says 

Texas  Medical  Association  has  suggested 
that  the  Texas  Department  of  Human  Ser- 
vices should  be  replaced  as  administrator 
of  the  Texas  Medicaid  program.  The 
programs  should  be  under  the  direction 
of  either  a new  agency  or  the  Texas 
Department  of  Health,  according  to 
TMA’s  statement  to  the  Sunset  Advisory 
Commission. 

The  commission  is  reviewing  TDHS 
and  will  advise  the  1 987  legislature  as  to 
whether  the  department  should  be  con- 
tinued for  another  ten  years  or  dropped 
from  the  state’s  budget. 

TMA’s  policy  statement  adds  that  if  a 
new  agency  or  TDH  are  not  acceptable 
administrators  for  Medicaid,  the  Board  of 
Human  Services  should  be  expanded  to 
five  or  seven  members,  with  the  require- 
ment that  at  least  one  of  those  members 
be  a doctor  of  medicine.  It  further  ad- 
vises that  TDHS  medical  and  health  ser- 


Representative  Tom  Waldrop  (D  Corsicana),  member  of  TMA's  Council  on  Scientific  Affairs, 

chairman  of  the  House  Subcommittee  on  fustices  of  discuss  the  medical  examiner  system  in  Texas, 
the  Peace,  and  Joseph  M.  Abell,  MD,  Austin,  a 
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PHYSICIAN, 
INFORM  THYSELF 


Discover  the  opportunities  that  have  made 
ambulatory  care  the  fastest  growing  segment  of 
medical  practice  in  the  80’s. 

Now,  you  can  explore  the  complete  range  of 
outpatient  services  that  comprise  this  health  care 
delivery  phenomenon.  Because  ambulatory  care  is 
no  longer  limited  to  providing  emergency  services. 
Today’s  centers  are  expanding  in  both  size  and 
scope.  They’re  treating  more  patients  in  more 
types  of  facilities  than  ever  imagined  when  the  first 
center  opened  just  a few  years  ago. 

Learn  how  enthusiastic  acceptance  of  the 
ambulatory  care  concept  has  resulted  in  an  annual 
growth  rate  of  more  than  50%  and  why  patient 
visits  have  increased  from  twenty-five  million  to 
forty-four  million  between  1 984  and  1 985. 

Join  hundreds  of  your  colleagues  from  all  across 
the  country  as  they  gather  for  the  second  annual 
conference  and  exposition  on  ambulatory  care. 


You’ll  meet  physician-owners,  investors, 
administrators  and  on-site  staff  professionals  from 
every  type  of  ambulatory  care  facility  ...  primary 
care,  urgent  care,  surgicenters,  birthing  centers, 
mobile  units,  occupational/industrial  centers  and 
many  others.  You’ll  learn  from  experts  and  leading 
practitioners  at  a conference  program  that  is 
increasingly  recognized  as  the  national  forum  on 
ambulatory  care. 

So,  whether  you’re  already  part  of  the  excitement 
and  the  success  ...  or  you’re  exploring  the 
possibilities  ...  and  opportunities  for  the  first  time, 
MEDICENTER  86  is  the  definitive  informational 
resource  on  how  to  develop,  manage  and  expand 
a modern  ambulatory  care  facility. 

For  more  information  on  MEDICENTER  86 
including  a detailed  conference  program  brochure 
just  return  the  coupon  below. 
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MEDICENTER  86 

The  Second  Annual  Conference  and  Exposition 
infomart  • Dallas,  Texas  • October  7 - 9,  1 986 

□ Yes,  I'm  interested  in  attending  MEDICENTER  86,  the  national  forum  for 
ambulatory  care.  Please  send  me  complete  registration  information 
including  a conference  program  brochure. 

□ My  company  is  interested  in  exhibiting,  please  send  me  complete 
details. 

Name  

Title - 

Facility/Hospital/Company 

Address — 

City - - - State Zip 

Telephone;  Area Number  

Mail  to:  Expocon  Management  Associates,  Inc. 

3695  Post  Road,  Southport,  CT  06490  (203)  259-5734 
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vices  be  transferred  to  the  Office  of  the 
Deputy  Commissioner  for  Health  Care 
Services. 

TMA  commented  that  TDHS  does  not 
take  full  advantage  of  the  expertise  avail- 
able from  the  Medical  Care  Advisory 
Committee  (MCAC).  The  committee  was 
established  to  advise  the  department  in 
developing  and  maintaining  the  medical 
assistance  program  and  providing  high 
quality,  comprehensive  medical  and 
health  care  services  to  needy  persons  in 
the  state.  Five  physicians  represent  TMA 
on  the  MCAC.  “Many  of  these  physicians 
fear  that  the  MCAC  is  viewed  by  the 
TDHS  staff  as  a forum  for  ‘rubber  stamp- 
ing’ issues  already  developed  and  final- 
ized,” according  to  the  statement. 

Responding  to  other  concerns  of  the 
sunset  commission,  TMA’s  policy  notes 
that  as  professional  liability  problems  in- 
tensify, physicians  may  be  less  willing  to 
provide  indigent  care  and  participate  in 
the  Medicaid  program.  Physicians  who 
volunteer  their  time  to  provide  indigents 
free  or  low  cost  services  need  liability 
protection,  the  policy  says. 

The  policy  says  that  the  state  does  not 
need  the  authority  to  impose  civil  mone- 
tary penalties  on  providers  in  order  to 
have  an  effective  Medicaid  fraud  and 
abuse  prevention  program.  “The  current 
system  for  detection  and  resolution  of 
fraud  and  abuse  in  the  program  is  ade- 
quate,” according  to  the  statement. 

TMA’s  policy  statement  is  based  largely 


on  suggestions  from  the  Council  on  So- 
cioeconomics, whose  members  studied 
TDHS  programs  and  submitted  proposals 
to  the  association’s  executive  board.  The 
board  approved  the  proposals  earlier 
in  1986. 


NEWSMAKERS 


FRED  F.  ClAROCHl,  MD,  Dallas,  has  been 
named  to  receive  the  Health  Care  Profes- 
sional Award  of  the  Texas  Nurses  Associa- 
tion. Dr  Ciarochi,  an  endocrinologist  and 
medical  director  of  Methodist  Medical 
Center’s  Diabetes  Management  Center, 
was  honored  for  his  involvement  in  the 
field  of  endocrinology,  his  ongoing  efforts 
to  improve  the  quality  of  care,  and  his 
colleague-like  relationship  with  the 
nursing  staff. 

JACK  ROTH,  MD,  has  been  appointed 
chairman  of  the  department  of  thoracic 
surgery  at  The  University  of  Texas  M.D. 
Anderson  Hospital  and  Tumor  Institute. 
Dr  Roth  leaves  his  position  as  head  of 
thoracic  oncology  at  the  National  Cancer 
Institute  in  Bethesda,  Md,  to  join  the 
M.D.  Anderson  staff. 

STEVEN  IDELL,  MD,  PhD,  Tyler,  is  among 
the  six  finalists  chosen  for  the  Cecile 
Lehman  Mayer  Research  Forum  competi- 


tion of  the  American  College  of  Chest 
Physicians.  The  award  is  given  annually 
to  a young  investigator  (residency  or 
fellowship  status,  or  under  35  years  of 
age)  for  the  most  outstanding  verbal  and 
written  presentation  of  a basic  research 
project.  Dr  Idell  was  chosen  a finalist  for 
his  project,  “Bronchoalveolar  Lavage 
Procoagulant  Activity  in  Human  and  Pri- 
mate Lung  Injury:  Characterization  and 
Relationship  to  Pulmonary  Fibrin 
Deposition.” 

JOHN  P.  MCGOVERN,  MD,  Houston,  was 
awarded  an  honorary  doctorate  by  Troy 
State  University  in  Alabama.  Dr  McGov- 
ern is  founder  of  and  consultant  for  the 
McGovern  Allergy  Clinic  and  a professor 
of  medicine  at  The  University  of  Texas 
Medical  School  at  Houston. 

DONALD  PINKEL,  MD,  Houston,  is  one 
of  three  internationally  respected  cancer 
researchers  named  recipients  of  General 
Motors  1986  Cancer  Research  Founda- 
tion Prizes.  The  winners  were  chosen  by 
fellow  colleagues  for  their  discoveries, 
which  have  significantly  improved  the 
treatment,  prevention,  and  understanding 
of  cancer.  Dr  Pinkel,  winner  of  the 
Charles  F.  Kettering  Prize  for  excellence 
in  the  treatment  of  cancer,  is  director  of 
the  pediatric  leukemia  research  program 
at  M.D.  Anderson  Hospital  and  Tumor  In- 
stitute and  professor  of  pediatrics  at  The 
University  of  Texas  at  Houston. 
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NOTKE:  To  All  Physicians 

|J# 

WWe  are  developing  a 
blood  screening  test  for 

Malignant  Hyperthermia. 

Individuals  who  may  be 
susceptible  to  this  condi- 
tion are  needed  to  complete 
assay  development. 

Please  Contact:  ^ 

Dr.  Dean  S.  Skelley  ^ 

.^^CLAS 

MCLAS  Technologies  Inc. 

18585  Sigma  Road 

San  Antonio,  TX  78258 

512/491-0757  Outside  Texas:  1-800-527-3196 
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with  once^a^night 
h.s,  therapy  for  active 
duodenai  uicers 
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Now,  one  tablet  at  bedtime 

Contivis  noctmu^ 
to  r^eve  and  heal 

duodma!  tdeers 

Heals  active  duodena!  ulcers  after  4 weeks 
In  most patierrts^^ 


ZANTAC  300  mg  h.s.  270/320  84% 

ZANTAC  150 mg b.i.d.  ^ 


In  well-controlled,  double-blind,  multicenter  trials.  ZANTAC  300  mg  h.s.  healed 
active  duodena!  ulcers  in  84%  of  patients  after  4 weeks.  After  8 weeks, 
healing  rates  maybe  higher  with  ZANTAC  150  mg  b.  i.  d.  (92%)  than  with  ZANTAC 
300  mg  h.s.  (87%). 

Relieves  pain  and  other  symptoms  as  effectively 
as  ZANTAC  150  mg bl.dZ 


4 4 


4 4 


4 

4 
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ranitidine  HCI/Glaxo  300 mg  tablets 


4 4 4 
4 4 
4i 
4 


Once-daify  dosing  may  enhance  compliance  in  patients  for 
whom  dosing  convenience  is  important 

Side-effects  profile  comparable  to  ZANTAC  ISO  mgb.i.d^-^ 

Headache— sometimes  severe— has  been  reported.  Rare  effects  on  the  CNS,  cardiovas- 
cular. Gi  hepatic,  and  integumentai  systems  have  been  observed,  as  well  as  rare  cases 
of  hypersensitivity  reactions.  See  ADVERSE  REACTIONS  section  of  Brief  Summary  of 
Product  Information  before  prescribing. 


Glaxo/<^ 

See  next  page  for  references  and 
Brief  Summary  of  Product  Information. 


not  known  exactly  how  much  acid  inhibition 
eded  to  heat  ulcers. 
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IN  ACTIVE  DUODENAL  ULCERS 

Once-a-nigpt  h.s.  therapy 
controls  acid  rain 


ranitidine  HCI/Glaxo  jOOf^raaets 


Now. . . two  effective 
regimens  to  treat  active 
duodenai  uicers 


References:  1.  Data  available  on  request,  Glaxo  Inc.  2.  Ireland  A, 
Colm-Jones  DG.  Gear  R et  ah  Ranitidine  150  mg  twice  daily  vs  300 
mg  nightly  in  treatment  of  duodenal  ulcers.  Lancet  1984;2:274- 
275.  3.  Colin-Jones  DG.  Ireland  A,  Gear  R etah  Reducing  overnight 
secretion  of  acid  to  heal  duodenal  ulcers  Am  J Med  1984,  77 
(suppi  5B):116-122, 


ZANTAC’  150  Tablets 
(ranitidine  hydrochloride) 

ZANTAC’  300  Tablets  BRIEF  SUMMARY  OF 

(ranitidine  hydrochloride)  PRODUCT  INFORMATION 

INDICATIONS  AND  USAGE;  ZANTAC"  is  indicated  in; 

1.  Short-term  treatment  of  active  duodenai  ulcer.  Most  patients 
heal  within  four  weeks.  Studies  available  to  date  have  not  assessed 
the  safety  of  ranitidine  in  uncomplicated  duodenal  ulcer  for  periods 
of  more  than  eight  weeks. 

2.  Maintenance  therapy  tor  duodenal  ulcer  patients  at  reduced  dos- 
age after  healing  of  acute  ulcers.  No  placebo-controlled  com- 
parative studies  have  been  carried  out  tor  periods  of  longer  than  one 
year. 

3.  The  treatment  of  pathological  hypersecretory  conditions  (eg, 
Zollinger-Ellison  syndrome  and  systemic  mastocytosis). 

4.  Short-term  treatment  of  active,  benign  gastric  ulcer.  Most 
patients  heal  within  six  weeks  and  the  usefulness  of  further  treat- 
ment has  not  been  demonstrated.  Studies  available  to  date  have  not 
assessed  the  safety  of  ranitidine  In  uncomplicated,  benign  gastric 
ulcer  for  periods  of  more  than  six  weeks. 

5.  Treatment  of  gastroesophageal  reflux  disease.  Symptomatic 
relief  commonly  occurs  within  one  or  two  weeks  after  starting  ther- 
apy. Therapy  for  longer  than  six  weeks  has  not  been  studied. 

in  active  duodenal  ulcer;  active,  benign  gastric  ulcer;  hyperse- 
cretory states;  and  GERD,  concomitant  antacids  should  be  given  as 
needed  for  relief  of  pain. 

CONTRAINDICATIONS:  ZANTAC'  is  contraindicated  for  patients 
known  to  have  hypersensitivity  to  the  drug. 

PRECAUTIONS:  General:  1.  Symptomatic  response  to  ZANTAC’  ther- 
apy does  not  preclude  the  presence  of  gastric  malignancy. 

2.  Since  ZANTAC  is  excreted  primarily  by  the  kidney,  dosage  should 
be  adjusted  in  patients  with  impaired  renal  function  (see  DOSAGE 
AND  ADMINISTRATION).  Caution  should  be  observed  in  patients  with 
hepatic  dysfunction  since  ZANTAC  is  metabolized  in  the  liver. 
Laboratory  Tests:  False  positive  tests  for  urine  protein  with 
Multistix'  may  occur  during  ZANTAC  therapy,  and  therefore  testing 
with  sultosalicylic  acid  is  recommended. 

Drug  Interactions:  Although  ZANTAC  has  been  reported  to  bind 
weakly  to  cytochrome  P 450  in  vitro,  recommended  doses  of  the 
drug  do  not  inhibit  the  action  of  the  cytochrome  P-450-linked  oxy- 
genase enzymes  in  the  liver.  However,  there  have  been  isolated 
reports  of  drug  interactions  which  suggest  that  ZANTAC  may  affect 
the  bioavailability  of  certain  drugs  by  some  mechanism  as  yet 
unidentified  (eg,  a pH-dependent  effect  on  absorption  or  a change 
in  volume  of  distribution). 

Carcinogenesis,  Mutagenesis.  Impairment  of  Fertility:  There  was  no 
indication  of  tumorigenic  or  carcinogenic  effects  in  lifespan  studies 
in  mice  and  rats  at  doses  up  to  2,000  mg/kg/day. 

Ranitidine  was  not  mutagenic  in  standard  bacterial  tests  (Salmo- 
nella, £ coll)  for  mutagenicity  at  concentrations  up  to  the  maximum 
recommended  for  these  assays. 

In  a dominant  lethal  assay,  a single  oral  dose  of  1,000  mg/kg  to 
male  rats  was  without  effect  on  the  outcome  of  two  matings  per 
week  for  the  next  nine  weeks. 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  B:  Reproduction 
studies  have  been  performed  in  rats  and  rabbits  at  doses  up  to  160 
times  the  human  dose  and  have  revealed  no  evidence  of  impaired 
fertility  or  harm  to  the  fetus  due  to  ZANTAC.  There  are,  however,  no 
adequate  and  well-controlled  studies  in  pregnant  women.  Because 
animal  reproduction  studies  are  not  always  predictive  of  human 
response,  this  drug  should  be  used  during  pregnancy  only  if  clearly 
needed. 

Nursing  Mothers:  ZANTAC  is  secreted  in  human  milk.  Caution 
should  be  exercised  when  ZANTAC  is  administered  to  a nursing 
mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 


Use  in  Elderly  Patients:  Ulcer  healing  rates  in  elderly  patient: 
82  years  of  age)  were  no  different  from  those  in  younger  agej 
The  incidence  rates  for  adverse  events  and  laboratory  abnorr 
were  also  not  different  from  those  seen  in  other  age  groups. 
ADVERSE  REACTIONS:  The  following  have  been  reported  as  ei 
clinical  trials  or  in  the  routine  management  of  patients  treat 
oral  ZANTAC'.  The  relationship  to  ZANTAC  therapy  ha 
unclear  in  many  cases.  Headache,  sometimes  severe,  seen 
related  to  ZANTAC  administration. 

Central  Nervous  System:  Rarely,  malaise,  dizziness,  somm 
insomnia,  and  vertigo.  Rare  cases  of  reversible  mental  con 
agitation,  depression,  and  hallucinations  have  been  reportr 
dominantly  m severely  ill  elderly  patients. 

Cardiovascular:  Rare  reports  of  tachycardia,  bradycardia,  a 
mature  ventricular  beats. 

Gastrointestinal:  Constipation,  diarrhea,  nausea/vomitir 
abdominal  discomforbpain. 

Hepatic:  In  normal  volunteers,  SGRT  values  were  increase 
least  twice  the  pretreatment  levels  in  6 of  12  subjects  re 
100  mg  qid  IV  for  seven  days,  and  in  4 of  24  subjects  re 
50  mg  qid  IV  tor  five  days.  With  oral  administration  there  hai 
occasional  reports  of  reversible  hepatitis,  hepatocellular  or  I 
canalicular  or  mixed,  with  or  without  jaundice. 
Musculoskeletal:  Rare  reports  of  arthralgias. 

Hematologic:  Rare  reports  of  reversible  leukopenia,  grant 
penia,  thrombocytopenia,  and  pancytopenia. 

Endocrine:  Controlled  studies  in  animals  and  man  have  sh 
stimulation  of  any  pituitary  hormone  by  ZANTAC  and  no  ant 
genic  activity,  and  cimetidine-mduced  gynecomastia  anc 
tence  in  hypersecretory  patients  have  resolved  when  ZANl 
been  substituted.  However,  occasional  cases  of  gynecoi 
impotence,  and  loss  of  libido  have  been  reported  in  male  f 
receiving  ZANTAC,  but  the  incidence  did  not  differ  from  ths 
general  population. 

Integumental:  Rash,  including  rare  cases  suggestive  of  m 
thema  multiforme,  and,  rarely,  alopecia. 

Other:  Rare  cases  of  hypersensitivity  reactions  (eg,  broncho 
fever,  rash,  eosinophilia)  and  small  increases  in  serum  crea 
OVERDOSAGE:  There  is  no  experience  to  date  with  delibera 
dosage.  The  usual  measures  to  remove  unabsorbed  materi 
the  gastrointestinal  tract,  clinical  monitoring,  and  support? 
apy  should  be  employed. 

Studies  in  dogs  receiving  doses  of  ZANTAC*  in  ex( 
225  mg/kg/day  have  shown  muscular  tremors,  vomiting,  ar 
respiration.  Single  oral  doses  of  1,000  mg/kg  in  mice  and  ra 
not  lethal.  Intravenous  LDjq  values  m rat  and  mouse  were 
77  mg/kg,  respectively. 

DOSAGE  AND  ADMINISTRATION:  Dosage  Adjustment  for  Patie< 
Impaired  Renal  Function:  On  the  basis  of  experience  with  , 
of  subjects  with  severely  impaired  renal  function  treati 
ZANTAC',  the  recommended  dosage  in  patients  with  a ere 
clearance  less  than  50  ml/min  is  150  mg  every  24  hours. j 
the  patient's  condition  require,  the  frequency  of  dosing 
increased  to  every  12  hours  or  even  further  with  caution,  h 
alysis  reduces  the  level  of  circulating  ranitidine.  Ideally,  the 
schedule  should  be  adjusted  so  that  the  timing  of  a schedul 
coincides  with  the  end  of  hemodialysis. 

HOW  SUPPLIED:  ZANTAC’  150  Tablets  (ranitidine  hydroc 
equivalent  to  150  mg  of  ranitidine)  are  white  tablets  emboss 
“ZANTAC  150"  on  one  side  and  "Glaxo”  on  the  other.  T 
available  in  bottles  of  60  tablets  (NDC  0173-0344-42)  a 
dose  packs  of  100  tablets  (NDC  0173-0344-47). 

ZANTAC’  300  Tablets  (ranitidine  hydrochloride  equivi 
300  mg  of  ranitidine)  are  yellow,  capsule-shaped  tablets  err 
with  "ZANTAC  300"  on  one  side  and  "Glaxo"  on  the  other.  1 
available  in  bottles  of  30  (NDC  0173-0393-40)  and  un 
packs  of  100  tablets  (NDC  0173-0393-47).  j 

Store  between  15  and  30  C (59'  and  86°F)  in  a dry  place.  ProF 
light.  Replace  cap  securely  after  each  opening. 

© Copyright  1983,  Glaxo  Inc.  All  rights  reserved.  Jun 
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CURTIS  P.  CLOGSTON,  MD  Medical  control  of  EMS 

in  San  Antonio 


This  article  describes  procedures  used  by  the  San 
Antonio  EMS  to  ensure  that  emergency  medical 
technicians  (EMTs)  comply  with  established  poli- 
cies for  providing  quality  emergency  care.  San 
Antonio  EMTs  are  guided  by  standard  operating 
brocedures  that  specify  appropriate  actions  that 
should  be  taken  automatically  or  before  the  EMS 
medical  control  physician  is  reached  The  pro- 
cedures function  as  a contract  between  the  physi- 
cian in  charge  and  the  EMTs  who  work  under  his 
\or  her  medical  license.  Nurse-paramedics  periodi- 
\^ally  evaluate  EMT  skills,  investigate  complaints, 
\and  oversee  continuing  education.  These  nurse- 
paramedics  have  been  crucial  in  establishing 
\medical  control  of  the  San  Antonio  program. 

I 

hanges  in  the  Medical  Practice  Act  and  in 
I the  rules  of  the  Texas  Department  of  Health 
pursuant  to  the  EMS  Act  of  1983,  have 
greatly  changed  the  operations  of  EMS  systems 
hroughout  the  state.  As  EMS  physicians  have  been 
i*pven  more  responsibility  and  authority  for  patient 
!;are  in  the  field,  concern  for  maintaining  a consis- 
ent  level  of  care  has  led  to  new  relationships  being 
lefined  between  emergency  medical  technicians 
EMTs)  and  physicians.  Some  of  these  changes  have 
3een  difficult  because  of  the  traditionally  indepen- 
dent behavior  of  fire  fighters  who  provide  emer- 
kjency  medical  services  in  much  of  the  state.  This 
irticle  looks  at  the  San  Antonio  system  and  its  pro- 
ocols  in  an  attempt  to  define  the  medical  director’s 
ole  and  the  mechanisms  to  assure  that  competent 
rare  is  being  rendered  by  EMTs  who  are  beyond  the 

|)hysician’s  direct  observation,  although  under  the 
luthority  of  his  or  her  medical  license. 

San  Antonio  uses,  as  it  has  for  many  years,  a com- 
)ination  of  “online”  medical  direction  and  standard 
)perating  procedures  (SOPs).  Online  medical  direc- 
ion  consists  of  cardiology  fellows  and  trauma  sur- 
;eons  who  are  accessible  by  radio  or  telephone  to 
pve  specific  orders  to  paramedics  who  are  treating 
)atients.  The  SOPs  are  designed  to  provide  guid- 
bice  to  the  EMTs  while  physician  contact  is  being 
established  (often,  because  of  terrain  and  poor  com- 
nunications  equipment,  physician  contact  cannot 
l)e  established  at  all  during  an  emergency ) and  to 
Jefine  situations  requiring  physician  contact  and  the 
iMT’s  responsibilities  in  situations  where  physician 
rontact  is  not  required. 

The  SOPs  constitute  a form  of  contract  between 
ihe  medical  director  and  the  EMTs  who  work  under 
I'lis  license.  The  medical  director  agrees  to  allow  the 
fliMTs  to  work  under  his  license  provided  that  they 
► idhere  to  the  policies  in  the  SOPs.  The  procedures 
1 )egin  with  a statement  taken  from  current  legisla- 
i|ion  outlining  the  medical  director’s  authority.  Spe- 
i :ifically,  the  medical  director  must  satisfy  himself 

l! 
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as  to  the  ability  and  competence  of  the  emergency  Curtis  p.  ciogston,  md, 
medical  technician;  authorize  the  EMT  to  perform  p®  Box  40592,  San 

duties  that  do  not  require  the  exercise  of  indepen-  Antonio,  Tx  78229. 

dent  medical  judgment;  retain  telephonic,  radio,  or 
direct  control  and  supervision  of  the  EMT;  be  re- 
sponsible for  appropriate  maintenance  of  medical 
records,  including  but  not  limited  to  information  on 
transport  forms,  procedures  performed,  and  medica- 
tions administered  by  the  EMT;  and  remove  incom- 
petent technicians  from  service  and  require  further 
training  or  recommend  decertification  to  the  Texas 
Department  of  Health  ( 1 ). 

The  SOPs  then  specify  the  procedures  by  which 
EMTs  are  to  contact  an  EMS  physician.  They  state: 

“Contact . . . shall  be  made  ...  on  all  unresponsive 
medical  patients.  Contact  shall  be  made  on  all  pa- 
tients who  are  administered  drugs  (other  than  IV 
initiation  and  oxygen  therapy  );  patients  with  car- 
diac dysrhythmias;  and  patients  with  heart  or  lung 
problems.”  The  EMTs  are  then  specifically  autho- 
rized to  begin  therapy  and  follow  the  remainder  of 
the  SOPs  while  awaiting  physician  contact.  Further, 
the  SOPs  state,  “In  the  event  contact  cannot  be 
made  . . . the  paramedics  shall  assess  and  treat  the 
patient  according  to  these  standard  operating 
procedures.”  All  communications  failures  must  be 
logged. 

Specific  exceptions  to  these  procedures  are  given 
when  there  is  a physician  on  the  scene  who  is  given 
total  authority  over  the  EMTs.  He  must  first  prop- 
erly identify  himself.  If  the  physician  on  the  scene 
chooses  to  take  responsibility  for  the  patient,  he 
should  “either  accompany  the  patient  to  the  hospi- 
tal or  formally  (physician  to  physician)  turn  over 
care  of  the  patient  to  an  EMS  physician.”  The  physi- 
cian on  the  scene  is  not  required  to  take  authority 
for  the  patient,  however.  Physicians  on  the  tele- 
phone have  no  responsibility  over  the  paramedics 
and  are  directed  to  call  the  EMS  physician  directly; 
this  is  done  for  two  reasons:  first,  the  Texas  State 
Board  of  Medical  Examiners  states  that  only  regis- 
tered EMS  physicians  are  authorized  to  give  patient 
care  orders  without  having  directly  examined  the 
patient,  and  second,  physicians  who  are  not  used  to 
dealing  with  EMS  are  generally  unfamiliar  with  EMT 
capabilities. 

Then  the  SOPs  go  on  to  describe  the  authorized 
treatment,  in  the  absence  of  physician  contact,  for 
specific  illnesses  and  injuries.  There  is  a procedure 
for  chest  pain  (oxygen,  reassurance,  comfortable 
position,  rV,  monitor,  transport);  nitroglycerine  is 
administered  only  with  physician  contact.  The  pro- 
cedures for  cardiac  arrest  and  dysrhythmias  follow 
the  guidelines  for  advanced  cardiac  life  support 
(ACLS)  established  by  the  American  Heart  Associa- 
tion; specific  step-by-step  instructions  are  given. 

Sections  for  general  respiratory  emergencies  and 
pulmonary  edema  are  provided.  Pediatric  cardiac 
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/.  Situations  in  which  EMS  transport  to  a hospital  is  mandatory. 


1.  Shock  trauma. 

2.  Heart  or  lung  problems  associated  with  chest  pain  or  shortness 
of  breath. 

3.  Decreased  state  of  consciousness. 

4.  Seizures  ( except  single  uncomplicated  seizures  in  a known 
epileptic ). 

5.  Patients  with  signs  or  symptoms  of  hypothermia  or 
hyperthermia. 

6.  Overdoses. 

7.  All  possible  sprains,  dislocations,  and  fractures  except  for  fin- 
gers or  toes. 

8.  Severe  headache  (only  if  chief  complaint). 

9.  Acute  abdominal  pain. 

10.  Attempted  suicide. 

1 1 . Chemical  bums  or  penetrating  foreign  bodies  to  the  eyes. 

12.  High  blood  pressure  with  associated  history  or  symptoms. 

1 3.  Any  gastrointestinal  bleeding. 

1 4.  Pregnant  patients  with  vaginal  bleeding,  mptured  membranes, 
or  severe  abdominal  pain. 

1 5.  Pregnant  patients  in  tbe  third  trimester  with  signs  of  toxemia. 

16.  Possible  stroke. 

1 7.  Visual  disturbances,  nausea,  vomiting,  or  diarrhea  in  patients 
taking  heart  medications. 

18.  All  second-  and  third-degree  bums  to  face,  neck,  hands,  peri- 
neum or  feet. 

19.  Electrical  shock  (110  volts  or  greater  or  associated  with 
bums ). 

20.  Pediatric  patients  with  respiratory  distress. 

2 1 . Infonts  under  three  months  of  age  with  temperature  greater 
than  101°  F. 

22.  Children  or  infonts  with  temperature  greater  than  104°  F. 

23.  Children  or  infonts  with  signs  of  dehydration. 

24.  Children  or  infonts  who  are  lethargic,  with  or  without  fever. 

25.  Febrile  convulsions  in  infonts  or  children  within  the  last  24 
hours. 

26.  All  near-drownings. 


and  respiratory  emergencies  are  treated  separately 
and  reflect  the  relative  difficulty  of  performing  skills 
on  younger  patients;  here  the  emphasis  is  in  mini- 
mizing field  care  in  favor  of  rapid  transport  to  an 
appropriate  medical  facility  where  more  experi- 
enced personnel  are  available.  Then  procedures  for 
handling  comas  are  described.  For  example,  man- 
agement of  airway,  breathing,  and  circulation  fol- 
lowed by  50%  dextrose  and/or  naloxone  (Narcan) 
as  indicated  by  history  are  given  in  a coma  of  un- 
known etiology.  A simple  procedure  for  strokes  is 
included  (oxygen  and  cardiac  monitoring  during 
transport),  and  for  hypothermia  and  hyperthermia, 
asthma  (epinephrine  is  authorized  in  adults  if  not 
contraindicated  by  cardiac  history  or  previous  self- 
administration), allergic  reactions  (epinephrine  if 
necessary),  and  seizures.  The  SOPs  recommend  that 
EMTs  avoid  using  unnecessary  fVs  in  hematology 
and  oncology  patients. 

Trauma  emergencies  are  treated  differently.  If  a 
patient  is  seriously  injured,  definitive  field  care  is 
not  possible,  and  the  emphasis  is  to  immediately 
transport  the  patient  to  the  closest  appropriate  fa- 
cility. Because  of  the  close  availability  of  trauma 
centers  in  most  of  the  EMS  service  area,  IVs  are 
deemphasized,  while  airway  maintenance,  spine  im- 
mobilization, and  antishock  trousers  are  used  when 
needed.  Very  few  trauma  patients  fall  into  the  se- 
verely injured  category,  however,  and  most  are 
transported  to  the  hospital  of  their  choice. 

A section  of  the  SOPs  on  spine  immobilization  is 
particularly  thorny  because  of  the  difficulty  in  estab- 
lishing objective  criteria  for  immobilizing  the  spine. 
The  current  procedure  calls  for  spine  immobiliza- 
tion if  the  patient  complains  of  pain  in  the  spinal 
area;  has  received  a penetrating  injury  to  the  neck; 
or  has  experienced  head  trauma  or  an  acceleration- 
deceleration  type  of  injury  associated  with  any  of 
the  following:  altered  state  of  consciousness  and/or 
history  of  loss  of  consciousness,  evidence  of  alcohol 
or  drug  ingestion,  multiple  facial  lacerations  or  max- 
illofacial injuries,  active  hemorrhage  or  hematoma 
formation,  or  any  abnormal  neurological  findings 
such  as  numbness  or  paralysis  of  the  extremities.  ! 
These  criteria  encompass  the  immobilization  of  sev-  I 
eral  thousand  patients  per  year,  the  vast  majority  of  1 
whom  do  not  have  spinal  injuries.  The  search  con- 
tinues for  more  precise  criteria. 

Procedures  for  stable  chest  trauma  (monitoring 
is  important)  and  burns  are  included  with  other 
trauma  procedures.  A separate  procedure  is  estab-  i 
lished  for  fractures,  dislocations,  and  sprains  (check  ' 
neurovascular  status  before  and  after  splinting),  ! 
as  well  as  for  amputated  parts  (bring  the  part,  on 
ice  but  not  frozen)  and  snake  bites  (constricting  i 
bands  above  and  below  bite,  with  a cold  pack  over  i 
the  bite).  I 

A procedure  for  obstetrical  emergencies  provides  ; 
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specific  information  as  to  the  handling  of  prolapsed 
cord  (relative  pressure  on  the  cord  without  pushing 
it  back  into  the  vagina)  and  breech  (transport  while 
maintaining  an  airway  for  the  infant  by  placing  a 
hand  in  the  vagina).  One  minute  Apgar  scores  are 
recorded. 

One  area  which  is  specifically  addressed  is  sus- 
pected abuse  of  a child,  a person  over  65,  or  a 
handicapped  person.  These  are  all  reported  to 
the  Department  of  Human  Resources,  as  required 
by  law. 

A relatively  new  section  of  the  SOPs  concerns 
“mandator}'  transports,”  those  conditions  requiring 
, transport  to  a hospital.  (All  other  cases  may  also  be 
! transported  to  a hospital,  but  at  the  EMT’s  discre- 
I tion. ) Fig  1 lists  instances  in  which  transport  is 
j mandator}'. 

I If  a patient  has  one  of  the  conditions  on  the  man- 
jdatory  transport  list,  refuses  transport,  and  is  under 
! 18,  over  65,  handicapped,  or  mentally  impaired,  the 
Texas  Department  of  Human  Resources  is  notified 
so  that  a caseworker  may  be  dispatched  to  the 
scene. 

The  SOPs  spell  out  the  criteria  to  determine  if 
patients  are  dead  at  the  scene.  This  is  another  diffi- 
cult issue,  since  legally  any  patient  must  be  treated 
« if  he  or  she  does  not  have  any  of  the  following 
Ifindings:  general  body  decomposition;  decapitation; 
(extreme  rigor  mortis;  dependent  lividity;  or  a prop- 
jerly  executed  “living  will”  (recent  legislation  has 
jliberalized  this  stipulation ). 

I Therefore,  a patient  who  has  received  several 
.357  gunshot  wounds  to  the  chest  should  be 
treated,  even  though  this  means  that  evidence  will 
be  destroyed  at  the  scene. 

A separate  section  of  the  SOPs  spells  out  the  need 
for  patient  confidentiality.  EMTs  are  sharply  limited 
as  to  the  information  that  can  be  given  to  police  or 
to  the  news  media. 

Another  section  spells  out  the  criteria  for  select- 
ing the  appropriate  hospital  to  which  the  patient 
limay  or  should  be  taken.  As  mentioned  before,  un- 
[I  stable  patients  always  go  to  the  nearest  appropriate 
ijhospital,  while  stable  patients  may  go  to  the  hospital 
of  their  choice,  provided  that  it  is  equipped  to  take 
care  of  their  problem.  If  a patient  insists  on  going  to 
an  inappropriate  hospital,  he  is  told  that  he  will  not 
|be  taken  there  by  EMS,  The  patient’s  alternative  is  to 
irefuse  transportation  by  EMS,  If  a patient  does  not 
jhave  a choice  of  hospitals,  he  is  considered  an  “un- 
Uassigned”  patient  and  is  taken  to  the  closest  appro- 
Ijpriate  hospital  that  accepts  unassigned  patients. 

! The  issue  of  interhospital  transfers  is  carefully 
Ijspelled  out  as  well.  The  SOPs  state:  “A  request  for 
I'transporting  a critically  ill  patient  will  be  originated 
i by  the  attending  physician.  He  will  call  the  EMS 
dispatch  and  give  the  patient’s  name,  location,  desti- 
nation, name  of  the  accepting  physician,  and  the 


nature  of  the  emergenc7.  Only  unstable  patients 
should  be  transferred  by  EMS,”  Stable  patients 
should  be  transferred  by  private  ambulance  com- 
panies, “The  patient  will  only  be  transported  with  a 
physician  or  registered  nurse  in  attendance  from 
the  requesting  hospital  or  emergency  department  to 
the  second  hospital  or  emergency  department.”  The 
ambulance  is  not  required  to  transport  the  physi- 
cian or  nurse  back  to  the  originating  site.  The  ini- 
tiating hospital  is  responsible  for  the  transport  fee. 
“A  physician  must  promptly  meet  the  paramedics 
and  patient  when  they  arrive  at  the  receiving  hospi- 
tal. Any  movement  of  a patient  within  a hospital 
must  be  accompanied  by  a physician  with  privileges 
at  that  hospital  or  by  a registered  nurse  employed 
by  the  hospital.”  ( Recent  legislation  has  mandated 
additional  controls,  including  the  completion  of  a 
“transfer  form”) 

Other  general  information  sections  are  included 
in  the  SOPs.  A brief  ( two-page ) disaster  protocol  is 
included  in  the  SOPs,  but  it  has  never  been  imple- 
mented. A complaint  procedure  is  included.  (EMTs 
are  not  to  argue  with  the  public  or  medical  person- 
nel, but  are  to  refer  all  complaints  to  the  medical 
director’s  office. ) Another  procedure  spells  out  the 
procedure  for  riders.  Other  than  the  patient  and  his 
immediate  family,  all  riders  must  be  approved  by 
fire  department  administration  and  the  medical  di- 
rector. A section  on  emergency  driving  cautions 
EMTs  against  driving  fast  or  using  lights  and  sirens 
when  not  necessary  ( high  speeds  and  bumps  can 
contribute  to  a patient’s  injuries  and  increase  anxi- 
ety and  myocardial  oxygen  consumption ). 

Another  important  section  spells  out  the  neces- 
sary equipment  to  be  maintained  on  an  ambulance 
and  the  appropriate  procedures  for  maintaining  and 
disinfecting  this  equipment.  EMTs  are  specifically 
told  the  equipment  that  they  need  to  take  to  any 
scene  on  initial  arrival  ( radio,  clipboard,  oxygen  and 
airway  kit,  and  combined  heart  and  trauma  box).  An 
extensive  infection  control  procedure  protects  both 
EMTs  and  the  public  from  infectious  diseases.  Im- 
munizations and  screening  tests  that  the  EMTs  must 
have  in  order  to  work  with  the  public  are  spelled 
out  ( rubella  vaccination  if  titer  negative,  diphtheria/ 
tetanus  immunization,  tuberculosis  skin  test  an- 
nually, and  hepatitis  B prophylaxis).  Procedures  are 
included  for  treating  EMTs  exposed  to  infectious 
diseases  (rifampin,  600  mg  twice  daily  for  two  days, 
for  meningococcus  meningitis;  and  gamma  globulin 
for  hepatitis  A).  Acquired  immune  deficiency  syn- 
drome (AIDS)  is  mentioned  to  encourage  EMTs  to 
avoid  dirty  needles;  with  known  AIDS  patients  the 
use  of  gloves  is  encouraged,  and  if  there  are  air- 
borne or  blood  contaminants,  the  EMT  is  addi- 
tionally told  to  use  a mask  on  himself  or  on  the 
patient.  Cleaning  procedures  in  the  event  of  ex- 
posure to  lice,  scabies,  and  maggots  are  also  spelled 
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out,  although  these  pests  are  not  dangerous. 

A separate  portion  of  the  SOPs  spells  out  specific 
standards  for  performing  skills  and  procedures.  This 
section  has  become  voluminous.  It  has  been  difficult 
to  limit  the  SOPs  because  when  EMTs  are  counseled 
for  failure  to  render  appropriate  care,  they  may  use 
as  their  defense  the  fact  that  the  specific  situation  is 
not  covered  in  the  document.  This  problem  has 
been  addressed  by  including  a statement  to  the 
effect  that,  when  a situation  is  not  covered  by  SOPs, 
the  EMT  is  expected  to  follow  the  accepted  stan- 
dard for  prehospital  care.  This  is  a statement  that 
should  avoid  many  future  problems. 

EMTs  are  also  told  the  information  that  must  be 
contained  in  any  report,  whether  it  is  written,  trans- 
mitted by  radio,  or  delivered  in  person  at  the  hospi- 
tal. Written  reports  (more  than  over  50,000  of  them 
each  year ) are  audited  by  the  office  of  the  medical 
director,  and  any  deficient  reports  are  returned  to 
the  EMTs  via  their  fire  department  officers;  they  are 
often  required  to  write  additional  information  on 
the  forms  and  to  return  them  to  the  medical  direc- 
tor’s office.  If  the  reports  indicate  substandard  care, 
EMTs  may  also  be  counseled  or  disciplined  by  the 
fire  department.  If  the  fire  department  cannot  cor- 
rect substandard  behavior  by  an  EMT,  the  medical 
directors  may  elect  to  deauthorize  the  EMT  and,  in 
some  instances,  to  recommend  to  the  Texas  Depart- 
ment of  Health  that  the  EMT  be  decertified. 

The  chart  audits,  continuing  education,  quarterly 
skills  refreshers,  complaint  investigation,  and  field 
evaluation  ( both  scheduled  and  unscheduled ) are 
performed  by  a team  of  nurse-paramedics  who  are 
faculty  members  of  The  University  of  Texas  Health 
Science  Center.  ( Medical  directors  also  are  faculty 
members  at  the  health  science  center. ) These  indi- 
viduals have  extensive  hospital  emergency  experi- 
ence and  extreme  dedication  and  commitment  to 
prehospital  care.  The  role  of  the  nurse -paramedics 
has  been  crucial  in  establishing  positive  medical 
control.  Much  remains  to  be  accomplished,  of 
course,  but  their  efforts  have  brought  about  signifi- 
cant improvement  in  the  system. 
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Although  medical  schools  have  expanded  dramati- 
cally in  the  past  30  years,  transforming  themselves 
into  academic  medical  centers  heralded  as  state 
and  national  resources,  they  are  now  jeopardized 
by  federal  and  state  cutbacks  in  appropriations  for 
research  and  education,  by  reduced  donations 
from  philanthropic  benefactors,  and  by  other  eco- 
nomic and  social  pressures.  Most  needed  now  is 
greater  public  awareness  of  how  improved  health 
care  results  from  well-supported  medical  research 
in  academic  medical  centers.  Entailed  in  this  effort 
to  raise  public  appreciation  are  explanations 
about  the  positive  contributions  of  academic 
medical  centers  to  economic  growth,  the  leverag- 
ing  effect  by  which  state  appropriations  attract 
outside  research  dollars,  and  the  future  benefits  of 
biomedical  technology.  Advocates  of  academic 
medical  centers  must  become  more  forceful  in  the 
political  arena  work  more  closely  ivith  influential 
lay  readers,  enhance  programs  in  health  sciences 
research,  and  undertake  similar  activities  which 
will  lead  ultimately  to  a healthier  society. 


The  growth  of  the  nation’s  academic  medical 
centers  has  been  dramatic  during  the  past  30 
years.  While  continuing  to  educate  future 
physicians,  thereby  fulfilling  the  traditional  role  of 
medical  schools,  they  have  been  transformed  into 
complex  institutions  where  biomedical  research, 
graduate  education,  patient  care,  and  allied  health 
programs  are  aligned  with  medical  education  (1,2). 
These  centers,  numbering  more  than  100  across 
the  United  States,  are  state  and  national  resources 
where  the  discoveries  of  biomedical  research  are 
brought  to  the  bedside  and  the  care  of  patients  is  a 
model  for  students  and  physicians  alike.  Now,  a host 
of  economic,  legal,  political,  and  social  restraints  are 
threatening  the  stability  of  these  medical  centers. 
Their  future  success,  and  the  continued  improve- 
ment of  medical  care  for  all  citizens,  depend  upon 
greater  public  awareness  of  the  vital  role  they  play 
in  assuring  quality  medical  care  nationally  and  of 
the  problems  they  confront  in  the  face  of  mounting 
pressures  besieging  them.  For  these  centers  to 
thrive  today  and  excel  tomorrow,  in  Texas  and  else- 
where, they  need  wise  leadership,  solid  funding,  and 
public  appreciation  of  the  importance  of  their 
endeavors. 


Development  and  expansion  of  academic 
medical  centers 

In  1963,  the  US  Congress  passed  the  first  Health 
Professions  Educational  Assistance  Act  authorizing 
the  training  of  additional  health  professionals.  At 
that  time,  87  accredited  medical  schools  in  the 
United  States  enrolled  32,001  students  (3).  By 
1968,  reports  from  committees  of  the  Association  of 


American  Medical  Colleges,  the  American  Medical 
Association,  and  other  agencies  recommended  that 
the  United  States  needed  more  and  better  prepared 
physicians  (4,5).  In  Texas,  similar  studies  conducted 
by  the  Coordinating  Board,  Texas  College  and  Uni- 
versity System,  recommended  increased  class  sizes 
in  existing  schools  and  also  the  creation  of  new 
schools  (6).  In  response  to  public  demand  signified 
by  these  reports,  and  with  the  aid  of  increased  fed- 
eral and  state  support,  the  expansion  of  medical 
education  occurred  dramatically.  Baylor  College  of 
Medicine  doubled  the  size  of  its  entering  medical 
school  class  over  a four-year  period  beginning  in 
1971,  one  of  only  four  schools  in  the  nation  to 
double  its  student  body.  Enrollment  was  also  in- 
creased substantially  at  The  University  of  Texas 
medical  schools  in  Dallas,  Galveston,  and  San  An- 
tonio, and  new  schools  were  established  in  College 
Station,  Houston,  and  Lubbock.  By  1985,  there  were 
127  medical  schools  in  the  nation  educating  67,090 
students,  a 1 10%  increase  in  just  22  years  (7). 
(Noteworthy,  however,  is  that  this  remarkable  in- 
crease in  enrollment  has  not  corrected  underrepre- 
sentation of  ethnic  minorities  in  medicine  because 
of  the  continued  lack  of  qualified  minority  appli- 
cants. The  solution  to  this  problem  lies  in  strength- 
ening the  early  educational  background  of  minority 
students  through  such  programs  as  Houston’s  High 
School  for  Health  Professions,  established  ten  years 
ago  by  an  affiliation  between  the  Houston  Indepen- 
dent School  District  and  Baylor  College  of  Medi- 
cine. This  high  school,  with  a predominantly  minor- 
ity enrollment,  encourages  students  to  aspire  for 
and  work  toward  careers  in  medicine. ) 

During  the  1970s,  Baylor  College  of  Medicine, 
like  other  schools  in  Texas,  developed  into  a “health 
science  center”  Programs  in  allied  health  sciences 
and  graduate  education  in  the  biomedical  sciences 
were  expanded;  organized  continuing  medical  edu- 
cation programs  were  begun.  Medical  schools  also 
created  innovative  categorical  centers  such  as  Bay- 
lor’s National  Heart  and  Blood  Vessel  Research  and 
Demonstration  Center  to  integrate  conventional 
medical  education  and  research  with  public  educa- 
tion and  community  demonstration  projects. 

Rapid  enlargement  of  the  scope  of  medical  educa- 
tion during  recent  decades  was  concurrent  with  the 
growth  of  biomedical  research  programs  in  Ameri- 
can medical  schools.  Higher  levels  of  federal  fund- 
ing for  biomedical  research  during  the  1950s  and 
1 960s  led  to  growth  of  medical  school  facilities  and 
the  strengthening  of  faculty  in  basic  and  clinical  re- 
search. Dr  Donald  Fredrickson,  a former  director  of 
the  National  Institutes  of  Health,  recently  noted  in  a 
thoughtful  review  of  the  state  of  biomedical  sci- 
ences in  the  1980s  that,  in  just  a few  decades,  an 
unparalleled  development  has  occurred  in  our  con- 
ceptual and  technological  comprehension  of  human  : 
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L)iology,  an  understanding  of  such  magnitude  that  it 
truly  can  be  termed  a scientific  revolution  (8).  The 
benefits  of  that  effort  are  apparent  in  the  scientific 
basis  of  modem  medical  care  and  the  development 
af  sophisticated  tertiaiy'  care  medical  facilities.  The 
irony  of  this  progress  is  clear;  the  very  biomedical 
discoveries  opening  up  new  opportunities  for  pa- 
tient well-being  at  an  unprecedented  rate  are  being 
made  in  a social  and  economic  setting  that  jeopar- 
dizes the  financial  support  required  by  medical 
schools  and  teaching  hospitals  to  continue  high  lev- 
els of  scientific  productivity  and  patient  care.  Strong 
public  support  of  biomedical  science  during  the 
past  30  years  has  been  instrumental  in  creating  the 
revolutionary  changes  in  medical  care  delivery,  but 
the  scientific  enterprise  that  has  emerged  is  now 
vulnerable  to  severe  reductions  in  public  funding. 

Financial  and  programmatic  implications  for 
medical  schools 

National  priorities  in  the  late  1960s  and  throughout 
the  1970s  shifted  to  an  emphasis  on  the  delivery  of 
medical  care.  With  the  enactment  of  Medicare  and 
Medicaid  legislation,  the  federal  government  began 
to  spend  increasingly  significant  amounts  of  money 
in  direct  payment  for  medical  services.  Financial  in- 
centives were  offered  to  medical  schools  to  develop 
programs  in  family  medicine,  primary  care,  and  am- 
bulatory care  and  to  encourage  physicians  to  prac- 
tice in  underserved  areas.  But  now,  because  of  the 
cost  of  these  services  and  the  substantial  share 
borne  by  the  federal  government,  these  programs 
are  debated  by  congressional  leaders,  business 
executives,  and  the  public.  Incentives  are  being 
withdrawn.  Federal  subsidies  for  medical  programs 
are  being  reduced  even  though  affected  services  are 
still  needed.  In  Texas,  declining  oil  prices  have  re- 


sulted in  the  governor’s  executive  order  to  reduce 
state  spending  by  13%.  These  same  economic  fac- 
tors will  no  doubt  cause  a parallel  decline  in  the 
private  philanthropic  donations  that  support  many 
of  our  programs,  especially  research  programs. 

As  a result  of  shifts  in  public  attitudes  and  federal 
priorities,  the  major  revenue  sources  for  American 
medical  schools  have  changed  remarkably.  Fig  1 
shows  a decreasing  proportion  of  support  from  fed- 
eral grants  and  contracts  in  recent  years,  44.4%  in 
1971  to  24.5%  in  1984  (9).  The  relative  decrease  in 
federal  support  has  not  been  offset  by  correspond- 
ing increases  in  support  from  private  enterprise  and 
philanthropic  grants.  While  some  increases  from 
state  appropriations  and  other  sources  have  oc- 
curred, the  principal  burden  has  fallen  upon  the 
medical  schools  themselves,  most  notably  upon 
the  medical  practice  revenues  of  their  faculties 
(12.2%  in  1971  growing  to  331%  in  1984).  How- 
ever, if  medical  school  faculty  members  are  re- 
quired to  expand  steadily  their  clinical  practices  to 
offset  the  continued  diminution  in  support  from 
other  sources,  the  quality  of  clinical  teaching  and 
research  will  be  lowered  seriously. 

Institutions  like  Baylor,  which  have  built  strong 
programs  in  biomedical  research,  are  experiencing 
a gradual  erosion  of  available  research  support  due 
to  the  demands  for  funding  of  costly  medical  care. 
Paradoxically,  advances  made  in  the  nation’s  great 
medical  centers  are  partly  to  blame.  Basic  research 
discoveries  that  have  accounted  for  new  methods  of 
prevention,  diagnosis,  and  treatment  of  disease 
have,  in  part,  created  stronger  demands  for  medical 
services.  Often,  the  application  of  these  discoveries 
is  expensive,  resulting  in  higher  health  care  costs. 
Indeed,  some  public  officials  now  see  these  aca- 
demic medical  centers  as  a problem  rather  than  a 
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solution  to  the  escalating  costs  of  medical  care 
( 10).  At  the  same  time,  however,  a heavier  burden 
of  providing  medical  care  for  the  indigent  is  being 
placed  on  the  medical  schools  in  Texas.  Baylor 
College  of  Medicine,  for  example,  is  responsible  for 
the  medical  care  of  indigent  patients  of  the  Harris 
County  Hospital  District. 

So,  by  the  early  1980s,  an  era  of  stress  for  aca- 
demic health  institutions  could  be  foreseen  ( 1 1 ).  It 
is  now  evident  that  we  need  to  plan  for  coping  with 
financial  constraints,  and  we  need  to  work  for  the 
development  of  public  policies  to  preserve  those 
health  institutions  that  have  the  capacity  for  signifi- 
cant research  (12).  The  challenge  before  medical 
schools  is  to  foster  excellence  in  medical  education, 
research,  and  service  to  patients  in  an  economic 
setting  that  places  critical  limits  on  institutional 
opportunities  for  growth  and  development. 

The  nation’s  future  health  and  academic 
medical  centers 

The  broad  issues  of  public  policy  and  governmental 
support  described  above  are  relevant  to  the  medical 
schools  in  Texas.  One  of  the  remarkable  features  of 
Baylor’s  maturation,  for  example,  has  been  the  dra- 
matic expansion  of  its  biomedical  research  pro- 
grams ( Fig  2 ).  Over  the  past  decade,  our  faculty 
members  have  benefited  from  increasing  amounts  of 
competitive  funding  from  private  sources  and  fed- 
eral grants  ranking  Baylor  among  the  top  ten  medi- 
cal schools  for  funded  research  in  the  country.  Yet, 
federal  support  for  research  is  in  jeopardy.  The  Na- 
tional Institutes  of  Health  research  budget  was  cut 
in  March  1986  by  8236  million,  reflecting  the  im- 


plementation of  the  Gramm-Rudman-HoUings  provi- 
sions, and  additional  cuts  in  the  next  several  years 
could  be  devastating.  Future  federal  funding  will 
be  indispensable  both  to  sustain  and  to  expand  the 
continued  development  of  our  medical  schools’  re- 
search programs.  To  maintain  a broad  base  of  public 
approval  for  research  funding,  the  public  needs  to 
be  convinced  that  only  through  medical  research 
can  improved  medical  care  be  expected.  Since  aca- 
demic health  centers  are  major  locations  for  health- 
related  research,  these  centers  should  be  portrayed 
as  places  where  new  medical  knowledge  is  gener- 
ated and  as  resources  that  should  be  protected  as 
nationally  valuable.  The  public  also  needs  to  be 
more  generally  aware  of  the  complexities  of  aca- 
demic medical  centers  so  as  to  understand  better 
the  adverse  impact  that  changes  in  medical  practice 
and  regulatory  attitudes  can  have  on  them. 

Academic  health  centers  and  economic 
development  in  Texas 

Academic  medical  centers  also  stimulate  economic 
development  and  the  diversification  necessary  to 
avoid  financial  crises  like  the  current  one  in  Texas. 
Medical  schools  can  assist  in  two  ways:  by  providing 
the  public  with  biomedical  technology  developed 
in  their  research  laboratories  and  by  leveraging 
state  appropriations  for  instructional  programs  to 
attract  federal  research  support  to  Texas. 

Already  at  Baylor,  for  example,  we  have  applied 
research  projects  to  economic  development.  In 
1983,  the  college  formed  BCM  Technologies,  Inc,  as 
its  for-profit  research  and  development  enterprise. 
Projects  are  selected  that  have  potential  for  prac- 
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2.  Medical  research 
expenditures  increased 
annually  at  Baylor 
College  of  Medicine 
from  1971  to  1985. 
Research  funds  from 
both  private  and 
federal  sources 
increased  during  that 
period  with  funds 
from  private  sources 
increasing  at  a greater 
rate  In  1986  and 
subsequent  years, 
hotvever,  funds  are 
likely  to  decline, 
reflecting  present 
economic  conditions 
and  reductions  in 
federal  experuiitures 
for  research. 
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tical  uses,  venture  capital  funds  are  sought  nation- 
ally, and  companies  are  established  to  develop  and 
market  products.  The  first  company  established  in 
1985  under  BCM  Technologies  was  Cardiovascular 
Systems,  Inc.  This  firm  is  marketing  a machine  that 
salvages  blood  during  an  operation,  cleanses  it,  and 
returns  it  to  the  patient,  thus  decreasing  the  need 
for  blood  transfusions.  Profits  derived  through  this 
and  similar  projects  will  be  used  by  Baylor  to  fund 
additional  research.  Such  ventures  are  long-range 
investments;  they  will  not  solve  current  financial 
problems. 

Of  more  immediate  importance  to  the  Texas 
economy  is  the  impressive  size  of  the  state’s  bio- 
medical research  programs,  particularly  those 
funded  by  the  federal  government,  in  our  academic 
medical  centers.  These  centers  have  been  admirably 
successful  in  attracting  federal  funds  to  Texas.  In 
fiscal  year  1984,  8137.8  million  or  nearly  50%  of 
the  federal  funds  for  research  and  development  in 
Texas’  universities  went  to  our  academic  medical 
centers  (Fig  3).  The  secondary  gains  for  the  Texas 
economy  are  substantial,  as  described  below. 

The  importance  of  strong  programs  in  research 
becomes  apparent  when  Texas  institutions  compete 
for  national  research  centers.  Baylor,  along  with  its 
research-oriented  teaching  hospital,  Texas  Chil- 
dren’s Hospital,  has  been  awarded  funding,  under 
intense  competition,  for  a National  Children’s  Nutri- 
tion Research  Center,  the  only  such  center  in  the 
country.  This  855  million  facility,  built  solely  with 
I federal  funds,  is  under  construction  and  will  be 
completed  in  1987  (Fig  4).  The  research  accom- 
plished  in  this  facility  will  create  a healthier  society 
' because  of  a better  understanding  of  the  basic  nu- 
I trients  of  life.  The  economic  impact  for  Texas  is 
significant  in  creating  jobs  in  the  construction  in- 
dustry and,  more  importantly,  for  creating  positions 
' for  more  than  300  scientists  and  supporting  staff  for 
; decades  ahead. 

Another  example  of  the  contribution  of  academic 
' medical  centers  to  the  Texas  economy  is  reflected 


3.  Federat  research  and  development  expenditures  in  health 
I science  centers  irt  Texas' 


Fiscal  Year  1984 

Institution 

$ In  Millions 

Baylor  College  of  Medicine 

* 39.3 

UTHSC-Dallas 

32.9 

UmSC-San  Antonio 

18.6 

UTFISC-Houston 

16.2 

UTHSC-Galveston 

13.1 

University  of  Texas  Cancer  Center 

17.7 

Academic  medical  centers'  total 

1137.8 

All  nonmedical  institutions 

142.7 

Texas  total 

*280.5 

\ Source:  National  Science  Foundation,  1986. 

■ ’Data  unavailable  for  health  science  centers  at  Texas  Tech  Univer- 
sity and  Texas  A&M  University. 


in  the  leveraging  effect  by  which  state  appropria- 
tions for  our  academic  medical  centers  are  used  to 
attract  outside  funding — federal  grants  especially.  In 
fiscal  year  1986,  Baylor  College  of  Medicine  was 
appropriated  827  million  for  its  medical  education 
program  by  the  state  of  Texas.  These  dollars,  com- 
bined with  those  from  private  sources,  provide  a 
leverage  that  extends  far  beyond  their  contribution 
to  excellence  in  education.  State  funds  help  support 
a highly  qualified  faculty  that  in  turn  has  generated 
882  million  in  grant  funds.  Based  on  a triple  multi- 
plier economic  effect,  Baylor  research  programs  of 
882  million  mean  an  actual  contribution  of  more 
than  8246  million  annually  to  the  economy  of 
Texas,  as  shown  in  Fig  5.  Also  important  is  the  fact 
that  approximately  810  million  are  returned  to 
Texas  as  taxes  which  in  turn  offset  part  of  the  costs 
of  the  initial  state  appropriation  to  Baylor. 


Changes  within  medical  schools  and  medical 
practice  environments 

Several  medical  schools  across  the  United  States  are 


encountering  serious  difficulties  in  meeting  their  fi- 
nancial obligations.  As  a result,  some  are  reducing 
the  sizes  of  their  faculties  while  others  are  increas- 
ing tuition  and  fees  to  more  than  820,000  a year. 
These  extreme  measures  may  provide  short-term 
relief,  but  each  has  an  adverse  impact  on  the  charac- 
ter of  an  academic  institution  and  on  the  quality  of 
medical  education.  Development  of  a quality  faculty 
dedicated  to  teaching,  research,  and  service  takes 
years  to  build,  and  reduction  of  faculty  size  would 
cause  serious,  long-range  dimunition  in  the  quality 
of  our  nation’s  schools.  Additionally,  students  who 
face  higher  and  higher  debts  to  pay  after  graduation 


4 The  Natiorutl 
Children 's  Nutrition 
Research  Center  of 
Baylor  College  of 
Medicine  and  the 
Texas  Children's 
Hospital  When 
completed  in  1987, 
this  $55  million 
federally  funded 
facility  will  he 
operated  in  affiliation 
with  the  United  States 
Department  of 
Agriculture 
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5.  Baylor  College  of 
Medicine  leverages  its 
state  support,  resulting 
in  a multiplier  effect 
of  economic  gain  for 
Texas.  The  t27  million 
that  Baylor  received  in 
state  funds  in  fiscal 
year  1986  supported 
highly  qualified 
faculty  who  competed 
successfully 
nationwide  for  S82 
million  in  federal  and 
private  research 
funds — a leverage  of 
three- to  one  In  turn, 
that  S82  million 
generated  at  least  $246 
million  in  economic 
activity,  another  three- 
to  one  gain. 


ironically  may  shun  primary'  care  in  favor  of  better 
paying  but  overcrowded  medical  and  surgical  spe- 
cialties. It  is  imperative  that  physicians  and  medical 
educators  be  more  involved  in  the  political  arena 
and  work  closely  with  legislators  and  influential  lay 
leaders  to  assure  continuing  strong  legislative  sup- 
port for  academic  medical  centers  and  medical  edu- 
cation. At  the  same  time,  it  is  clearly  evident  that 
we  must  be  more  sensitive  to  the  public’s  health 
needs  and  to  upgrading  academic  centers  to  meet 
rising  expectations  for  improved  medical  care.  This 
can  be  achieved  by  enhancing  our  programs  in 
health  services  research  and  by  developing  more 
efficient  coordination  and  access  to  medical 
expertise. 

New  technology  and  knowledge  has  accumulated 
at  an  exponential  rate  in  the  past  30  years,  challeng- 
ing academic  institutions  to  communicate  more 
clearly  what  we  know  and  what  we  are  doing.  In 
order  for  faculties  to  remain  maximally  productive, 
it  is  critical  that  our  capability  for  managing  infor- 
mation be  developed  to  its  greatest  potential.  Rapid 
technologic  change  also  opens  new  realms  of  sci- 
ence that  bring  new  scientific  opportunities  as  well 
as  new  organizational  problems.  For  example,  what 
roles  do  faculty  members  assume  when  their  areas 
of  expertise  are  outdated  and  no  longer  needed? 
Our  academic  institutions  must  develop  the  flexi- 
bility to  adapt  to  changing  needs  and  to  create  an 
environment  in  which  talented  people  can  shift  into 
new  fields  and  thereby  remain  productive  through- 
out their  scientific  careers. 

A variety  of  new  attempts  to  place  academic  and 
professional  matters  under  public  control  are  also 
occurring.  Traditionally,  physicians  have  been  re- 


sponsible for  monitoring  the  actions  of  members  of 
their  profession.  Now,  the  decisions  of  physicians — 
and  research  scientists  as  well — are  commonly  chal- 
lenged by  various  groups.  Congress  and  federal 
agencies  seek  to  control  the  use  of  animals  in  re- 
search, restrict  genetic  experiments,  slow  the  in- 
troduction of  new  drugs,  and  control  the  care  of 
patients  in  neonatal  intensive  care  units.  These 
moves  threaten  to  diminish  the  role  of  the  faculty 
in  academic  medical  centers  and  of  physicians  in 
private  practice.  Indeed,  the  very  sanctity  of  the 
patient -physician  relationship  is  invaded  by  the 
courts  and  public  agencies.  Even  when  the  sound- 
ness of  the  motivation  underlying  these  efforts  can 
be  acknowledged,  the  consequences  for  our  institu- 
tions and  patients  can  be  unfortunate.  Cost  contain- 
ment efforts  may  adversely  affect  the  quality  of 
graduate  medical  education,  particularly  if  resulting 
reimbursement  schemes  for  hospital  care  do  not 
properly  reflect  the  intensity  and  complexity  of  care 
given  to  patients  in  our  teaching  hospitals.  These 
hospitals  are  where  the  highest  standards  of  medical 
practice  are  learned  by  students  and  residents  and 
where  the  scientific  and  technologic  advances  of 
medicine  are  transferred  to  the  care  of  patients. 

Major  structural  changes  in  the  health  care  deliv- 
ery system  are  also  under  way.  Familiar  forms  of 
medical  practice  are  rapidly  diminishing  as  health 
maintenance  organizations,  preferred  provider  orga- 
nizations, large  group  practices,  and  new  organiza- 
tional forms  of  medical  practices  evolve.  Hospitals 
also  are  undergoing  change,  and  in  some  cases, 
management  of  traditional  not-for-profit  teaching 
hospitals  has  been  assumed  by  for-profit  hospital 
corporations.  These  new  forms  of  medical  organiza- 
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tion  reflect  not  only  a concern  with  the  efficiencies 
and  costs  of  how  medicine  is  delivered  but  also  a 
realization  that  competition  for  patients  is  increas- 
ing, partly  because  of  the  rising  number  of  practic- 
, ing  physicians  and  because  of  changes  in  practice 
patterns  of  physicians. 

■ Physician  manpower  and  foreign  medical 
graduates 

While  the  optimal  ratio  of  physicians  to  population 
is  open  to  question,  it  is  generally  believed  that  by 
‘ 1 990  a surplus  of  physicians  will  exist  nationally, 

I particularly  in  certain  specialties  ( 13).  In  Texas,  re- 
cent studies  indicate  the  complexity  of  projecting 
I the  requirements  for  health  manpower  and  accord- 
i ingly  underscore  the  need  for  continued  study  (14). 
. Medical  educators  should  limit  the  sizes  of  entering 
i medical  classes  and  resident  training  programs  to  fit 
long-range  manpower  requirements.  Otherwise,  it  is 
: probable  that  others  will  determine  our  enroll- 
; ments.  Almost  certainly,  the  federal  government 
I will  create  financial  restrictions  to  contain  enroll- 
ments— a move  that  could  have  serious  impact  on 
I academic  health  centers.  Reducing  enrollment  in  US 
medical  schools,  however,  is  not  the  sole  solution  to 
i correcting  the  potential  problem  of  excess  physi- 
ijCians.  The  licensure  of  poorly  and  inadequately 
[trained  graduates  of  foreign  medical  schools  must 
jbe  restricted.  Unless  the  influx  of  foreign  medical 
graduates  is  decreased,  there  may  well  be  an  over- 
abundance of  physicians  in  the  very  near  future. 

Competing  social  pressures  faced  by  academic 
[medical  centers 

iFor  many  of  the  reasons  described  above,  the  en- 
vironment of  medical  schools  in  the  next  decade 
will  be  less  stable  than  previously.  Public  demand 
for  improved  quality  of  health  care  and  federal  and 
state  pressures  for  changes  in  the  mix  and  distri- 
bution of  physicians  are  apt  to  push  medical  schools 

■ in  unpredictable  and  potentially  conflicting  ways. 

Dr  David  Rogers  of  the  Robert  Wood  Johnson  Foun- 
dation has  pointed  out  that,  in  addition  to  the  prob- 

i lems  of  cost  of  and  access  to  medical  care,  our 
I medical  centers  will  be  stressed  severely  by  the 
: concerns  of  unsolved  health  problems  for  the  poor, 

1 elderly,  rural  dwellers,  chronically  ill,  and  handi- 
V capped  (15).  Each  of  these  populations  already  is 
the  focus  of  increasing  public  debate.  At  the  same 
" time,  the  public’s  perception  of  what  modem  medi- 
' cine  can  do  often  stimulates  unrealistic  expecta- 
■!  tions  of  the  amount  or  kind  of  medical  services  that 
I can  be  rendered.  We  must  attempt,  therefore,  to 
t educate  the  public  as  to  what  genuinely  can  be  an- 
1 ticipated  from  our  academic  medical  centers  within 
the  limits  of  financial,  social,  political,  legal,  ethical, 
liand  scientific  restraints.  We  must  also  stress  the 
i importance  of  protecting  the  academic  mission  of 
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these  centers:  to  generate  new  biomedical  knowl- 
edge and  to  educate  health  professionals  for  future 
generations.  Combined,  these  efforts  will  lead  ulti- 
mately to  a healthier  society. 

REFERENCES 

1 . Cooper  JAD:  Undergraduate  medical  education,  in 
Bowers  JZ,  Purcell  EF  (eds):  Advances  in  American  Medi- 
cine: Essays  at  the  Bicentennial.  1:251-312,  New  York, 
Josiah  Macyjr  Foundation,  1976. 

2.  Ebert  RH,  Brown  SS:  Academic  health  centers. 

N Engl  J Med  308(20):  1200- 1208,  1983. 

3.  Crowley  AE,  Etzel  SI,  Petersen  ES:  Undergraduate 
medical  education.  JAMA  252(12). 1525-1532,  1984. 

4.  Coggeshall  LT:  Planning  for  Medical  Progress 
through  Education.  Washington,  DC,  Association  of 
American  Medical  Colleges,  1965. 

5.  American  Medical  Association  and  Association  of 
American  Medical  Colleges,  Joint  Statement  on  Health 
Manpower,  J Med  Educa  43:1009-1010,  1968. 

6.  Coordinating  Board  Policy  Paper  5:  A Proposal  for 
the  Development  of  Medical  Education  in  Texas,  1969- 
1980.  Austin,  Tex,  Coordinating  Board,  Texas  College  and 
University  System,  1968. 

7.  Crowley  AE,  Etzel  SI,  Petersen  ES:  Undergraduate 
medical  education.  JAMA  254:1565—1572,  1985. 

8.  Fredrickson  DS:  Biomedical  research  in  the  1980s. 

N Engl  J Med  304(4):509-517,  1981. 

9.  Jolly  HP,  Taksel  L,  Boemer  RJ,  et  al:  US  medical 
school  finances.  JAMA  252(12):1533-154l,  1984. 

10.  I,ewis  IJ,  Sheps  CG:  The  Sick  Citadel:  The  American 
Academic  Medical  Center  and  the  Public  Interest.  Cam- 
bridge, Mass,  Oelgeschlager,  Gunn  and  Hain,  1983. 

1 1.  Blendon  RJ,  Schramm  CJ,  Moloney  TW,  et  al:  An 
era  of  stress  for  health  institutions.  The  1 980s.  JAMA 
245(18):  1843- 1845,  1981. 

12.  Heyssel  RM:  Constrained  resources  in  medical  edu- 
cation and  research.  Health  Aff  (Millwood).  3(4):  1 10- 
116,  1984. 

1 3-  Summary  Report  of  the  Graduate  Medical  Education 
National  Advisory  Committee  to  the  Secretary,  Department 
of  Health  and  Human  Services,  Public  Health  Service, 
Health  Resources  Administration,  Office  of  Graduate 
Medical  Education.  Washington,  DC,  Sept  1980. 

14.  Physician  Manpower  in  Texas,  1970-2000,  Center 
for  Health  and  Manpower  Policy  Studies,  School  of  Public 
Health,  The  University  of  Texas  Health  Science  Center  at 
Houston,  January  1985. 

1 5.  Rogers  DE:  American  Medicine:  Challenges  for  the 
1980s.  Cambridge,  Mass,  Ballinger  Publishing  Co,  1978. 


Hodges  Cancer  Center 
Regional  Oncology  Symposium 

October  3-4,  1986 


Sponsored  By 

Ne<fhodist  Hospital 

Lubbock,  Texas 


— Keynote  Speaker  — 

Robert  J.  McKenna,  M.D. 

Clinical  Professor  of  Surgery 
University  of  Southern  California  Medical  Center 
President,  Wilshire  Oncology  Group:  Los  Angeles,  California 


Programs 

George  M.  Brewer  Assembly  Room,  Methodist  Hospital 

The  Regionalization  of  Cancer  Care  The  Future  of  Cancer  Treatment 

The  New  Cancer  Patient:  What  Next?  Management  of  the  Cancer  Patient 

Radiation  Therapy,  Vintage  1986  Psycho-social  Issues  Affecting  the  Cancer  Patie; 
Surgical  Trends  in  Oncology  Panel  Discussion:  Cancer  Patients  & Families 


Continuing  Education  Credits  Avaiiable 


32 


For  Further  Information  and  Registration,  Contact: 

Vicki  Hollander 

Texas  Tech  University  Health  Sciences  Center 
Office  of  Continuing  Education 
Lubbock,  TX  (806)  743-2929 

Co-Sponsored  By: 

AMERICAN  CANCER  SOCIETY 
TEXAS  TECH  UNIVERSITY  HEALTH  SCIENCES  CENTER 

Office  of  Continuing  Medical  Education 
Continuing  Nursing  Education  Program 


Texas  Mediciru. 


MARY  BETH  FASANO,  MSPH 
JACK  HAYES,  PHD 
RICKEY  WILSON,  MD 


Traditional  beliefs  and 
use  of  health  care 
services  by  Vietnamese 
and  Laotian  refugees 


We  administered  a questionnaire  to  98  Indochi- 
nese refugee  families  to  evaluate  their  health  be- 
liefs and  their  use  of  American  health  care  services. 
Results  show  a group  of  refugees  who,  within  three 
years  of  residence,  became  well  integrated  into 
American  life  as  measured  by  income,  employ- 
ment, and  English  speaking  ability.  With  respect  to 
health  beliefs  arul  use  of  health  care  services,  how- 
ever, assimilation  was  not  so  evident  Twenty  per- 
cent or  fewer  had  private  physicians,  41%  of  the 
Laotian  refugees  and  69%  of  the  Vietnamese  refu- 
gees continued  to  use  the  emergency  room  as  the 
first  place  for  treatment  of  illness,  and  the  idea  of 
disease  as  punishment  was  accepted  by  53%  to 
89%  of  the  refugees.  Most  refugees  selected  home 
treatment  before  seeking  a physician  and,  when 
doing  so,  used  Western  methods  more  commonly 
than  traditional  modalities. 


In  April  1975,  Saigon  fell  to  the  North  Viet- 
namese and  the  evacuation  of  thousands 
of  Southeast  Asians  began.  Since  then,  more  than 
1500,000  refugees  from  Vietnam,  Laos,  and  Cambodia 
(Kampuchea)  have  fled  their  homelands  and  come 
to  the  United  States  for  resettlement  ( 1 ).  A large 
lumber  of  refugees  have  settled  in  Texas,  particu- 
iarly  along  the  Gulf  Coast  and  in  the  Panhandle.  In 
iact,  Texas  ranks  second  only  to  California  in  spon- 
sorship of  Southeast  Asian  refugees  ( 2 ),  and  the  city 
if  Amarillo  alone  has  resettled  approximately  3,000 
Lao  and  Vietnamese.  These  people  arrive  with  a 
isvide  range  of  parasitic  and  infectious  diseases,  as 
^ell  as  other  medical  problems,  rarely  seen  in  this 
.rountry  (3-8).  They  also  bring  with  them  their 
inique  language,  religion,  culture,  health  beliefs, 

Imd  health  practices  (9—12).  For  these  reasons, 
iJiese  people  often  represent  an  interesting  chal- 
enge  to  local  health  care  providers. 

A variety  of  studies  have  been  conducted  to  as- 
sess both  the  physical  (13)  and  mental  (14-16) 
lealth  status  of  the  refugees,  and  reports  have  been 
published  on  their  assimilation  to  life  in  a new 
:ountry  (17,18).  The  Centers  for  Disease  Control 
19,20)  and  some  state  health  departments  (21 ) 
lave  published  reports  on  recommended  screening, 
mmunization,  and  treatment  procedures  to  assist 
groups  that  will  be  working  with  the  Southeast 
Asian  population.  Aside  from  these  initial  analyses  of 
refugee  health  problems,  however,  little  has  been 
•eported  in  the  area  of  long-term  planning  for  this 
nilturally  distinct  group  of  people.  In  addition,  al- 
'hough  the  literature  contains  reports  of  many  of 
he  traditional  health  practices  used  by  the  South- 
east Asians  (22),  few  authors  have  looked  at  how 
requently  these  practices  are  used  in  comparison 
l:o  more  “Western”  approaches,  and  whether  these 
xaditional  practices  persist  with  increased  time  of 


residence  in  this  country  and  adaptation  to  Ameri- 
can life-styles. 

In  order  to  answer  some  of  these  questions  for 
the  refugees  that  have  settled  in  the  Texas  Pan- 
handle, we  conducted  a study  with  the  following 
objectives:  to  obtain  basic  demographic  and  socio- 
economic data  on  this  group  of  refugees,  to  obtain 
information  on  health  beliefs  and  the  use  of  tradi- 
tional and  Western  treatment  modalities,  and  to 
obtain  information  on  the  refugees’  knowledge  and 
use  of  local  health  care  services. 

Traditional  remedies  looked  at  included  the 
drinking  of  hot  rice  water,  coin-rubbing;  burning, 
heating,  cutting  or  applying  suction  to  the  skin;  ap- 
plication of  Tiger  Balm  (a  mentholated  rub);  use  of 
root  medicines;  and  pasting  medicated  paper  on 
temples  or  forehead.  Coin-rubbing  {Cao-Gio)  (23), 
probably  the  most  widely  publicized  of  these,  is  a 
nontraumatic  home  treatment  for  fever,  headache, 
sore  throat,  backache,  and  other  flu-like  symptoms. 
Mentholated  oils  are  rubbed  on  the  back,  chest,  or 
throat,  and  then  an  object  such  as  a coin  or  spoon  is 
rubbed  with  firm  downward  strokes  on  the  spine 
and  ribs  or  neck  to  produce  linear  ecchymoses.  This 
practice  has  been  misdiagnosed  as  child  abuse  and 
wife  beating  because  of  its  striking  appearance. 

Methods 

Catholic  Family  Service,  Inc,  a branch  of  the  United 
States  Catholic  Conference  (USCC),  has  been  re- 
sponsible for  resettling  approximately  96%  of  all 
the  Indochinese  refugee  families  coming  to  the 
Amarillo  area.  Names  and  addresses  of  refugee  fami- 
lies who  had  registered  with  USCC  were  obtained 
and  served  as  the  basis  of  the  sample  selection.  All 
Laotian  and  Vietnamese  families  who  had  entered 
the  United  States  between  June  1981,  and  June 
1982,  and  settled  in  Amarillo  were  classified  as 
cases  or  “new  arrivals”  and  were  included  in  the 
study.  Each  family  was  then  matched  for  ethnicity 
with  two  control  families  who  had  been  in  the 
United  States  for  at  least  three  years.  These  were 
termed  “long-term  residents.” 

Informed  consent  was  obtained  and  each  family 
was  interviewed  in  the  home  by  a person  fluent  in 
the  appropriate  language.  The  interviews  were  con- 
ducted during  the  summer  of  1982  using  a multiple 
choice  questionnaire  prepared  in  both  languages. 
Questions  pertaining  to  health  beliefs,  treatments 
of  choice  for  childhood  ailments,  utilization  of  vari- 
ous health  services,  household  medications,  and 
pertinent  personal  and  family  information  were 
included. 

Results 

DEMOGRAPHIC  DATA 

Ninety-eight  Indochinese  refugee  families  living  in 
the  Amarillo  area,  including  52  Laotian  and  46  Viet- 
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namese  families,  were  surveyed.  The  mean  age  of 
respondents  was  38  years,  70%  were  male,  and  the 
mean  level  of  education  was  8.5  years.  The  Viet- 
namese, overall,  had  more  education  than  the 
Laotians.  Family  size  was  large  by  United  States  stan- 
dards, with  a mean  of  6.3  persons  in  Vietnamese 
homes  and  6.9  persons  in  Laotian  homes.  Of  the 
pKjpulation  studied,  a mean  of  1 3%  reported  having 
members  of  more  than  one  generation  living  under 
the  same  roof,  with  the  Vietnamese  being  more 
likely  than  the  Laotians  to  have  extended  families. 

Sixty-seven  percent  of  Laotian  families  were 
members  of  the  Buddhist  faith,  contrasted  with  the 
Vietnamese,  where  83%  belonged  to  the  Catholic 
faith.  Eighteen  percent  of  Laotian  case  respondents 
and  53%  of  Vietnamese  case  respondents  indicated 
English  language  abilities,  while  among  controls, 
53%  of  Laotians  and  76%  of  Vietnamese  reported 
English  proficiency.  Increased  length  of  stay  in  the 
United  States  was  found  to  be  statistically  related 
to  employment  status,  income,  and  acquisition  of 
health  insurance  ( Fig  1 ).  Controls  for  each  ethnic 
group  had  lower  unemployment  rates,  higher  an- 
nual income,  and  were  more  likely  to  have  health 
insurance  than  their  matched  case  families.  Medi- 
care/Medicaid services  were  used  to  some  extent 
by  newly  arrived  Laotian  (20%  ) and  Vietnamese 
(61%  ) groups;  however,  only  3%  of  control  families 
from  both  ethnic  groups  indicated  enrollment  in 
either  of  these  programs. 

TRADITIONAL  HEALTH  BEUEFS  AND  PRACTICES 
The  idea  that  disease  is  a punishment  for  a wrong- 
doing, or  caused  by  bad  weather  or  spirits,  was  ac- 
cepted by  71%  of  Laotians  and  55%  of  Vietnamese, 
and  was  found  to  be  correlated  with  being  Bud- 
dhist. Acupuncture  was  a relatively  uncommon 
practice,  with  only  0%  to  3%  of  Laotians  and  1 2% 
to  13%  of  Vietnamese  reporting  its  use.  When  being 
seen  by  a physician,  82%  of  cases  and  83%  of  con- 
trols among  Laotians  expected  that  both  a history 
be  taken  and  a physician  examination  be  done;  how- 
ever, only  33%  of  cases  and  47%  of  controls  among 
Vietnamese  expected  both.  The  remaining  Viet- 
namese indicated  the  belief  that  only  a physical  ex- 
amination was  necessary  to  diagnose  a disorder  and 


that  additional  questions  were  superfluous.  In  deter- 
mining whether  a child  had  a fever,  feeling  of  the 
forehead,  checking  the  pulse,  or  examining  the  face 
were  the  preferred  methods;  thermometers  were 
used  by  only  6%  of  cases  and  1 8%  of  controls 
among  Laotians  and  23%  of  cases  and  50%  of  con- 
trols among  Vietnamese. 

Refugees  were  asked  about  their  use  of  Western 
versus  traditional  home  remedies  for  treating  vari- 
ous ailments  including  fever,  sore  throat,  stom- 
achache, diarrhea,  headache,  burns,  fatigue,  and 
accidental  poisoning.  Western  medicines,  such  as 
Kaopectate,  Peptobismol,  aspirin,  and  throat  loz- 
enges were  selected  over  traditional  practices  in  all 
instances  but  two:  Tiger  Balm  was  selected  by  67% 
of  Vietnamese  respondents  for  treatment  of  child- 
hood stomachache,  and  42%  of  Laotians  reported 
the  use  of  Tiger  Balm  for  treatment  of  childhood 
sore  throat.  Cao-Gio  as  a first  line  of  treatment  was 
rarely  reported  in  the  group  studied.  Laotians  failed 
to  indicate  its  use  for  any  of  the  ailments  listed, 
while  13%  of  the  Vietnamese  indicated  using  it  for 
fever  and  2.2%  for  sore  throat. 

Aspirin  or  acetaminophen,  adhesive  bandages, 
and  cough  medicines  were  the  most  common  over- 
the-counter  medical  supplies  in  refugee  homes. 
Among  traditional  remedies,  root  medicines  were 
more  commonly  found  in  Laotian  households 
(27%  ) than  in  Vietnamese  (7%  ) homes,  and  Tiger 
Balm  was  found  in  80%  of  Laotian  and  54%  of  Viet- 
namese homes.  While  fewer  than  20%  of  case  fami- 
lies in  either  ethnic  group  had  thermometers,  49% 
of  Laotian  controls  and  60%  of  Vietnamese  controls 
reported  having  one  in  the  home. 

UTILIZATION  OF  LOCAL  HEALTH  CARE  SERVICES 
Fig  2 shows  that  confidence  in  American  physicians 
and  their  ability  to  treat  Indochinese  health  prob- 
lems was  reported  by  a majority  of  refugees;  how- 
ever, very  few  families,  regardless  of  time  of  resi- 
dence in  the  United  States,  had  private  physicians. 
Despite  this  fact,  67%  of  cases  and  94%  of  controls 
among  all  refugees  stated  they  had  had  a medical 
checkup  within  the  past  year.  This  was  especially 
true  among  the  Laotian  groups  (Fig  2).  Yearly 
checkups  for  children  were  reported  by  approxi- 


I.  Employment,  income  and  health  insurance  for  Laotian  and  Vietnamese  refugee  families 
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N=17 
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p-Value 
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natcly  50%  of  all  refugee  groups.  Nearly  1 00%  re- 
tried that  their  children  had  received  appropriate 
mmunizations  and  believed  that  these  vaccinations 
vere  beneficial.  More  than  50% , however,  were  un- 
iware  or  unsure  of  where  the  vaccinations  had  been 
idministered  or  where  they  were  available.  In  the 
irea  of  accidental  poisonings,  only  1 5%  of  Laotians 
uid  26%  of  Vietnamese  knew  that  a poison  control 
renter  was  available  for  help.  Educational  informa- 
ion  regarding  poisons  and  accidental  poisonings 
lad  been  received  by  only  37%  of  Laotians  and 
24%  of  Vietnamese. 

The  hospital  emergency  room  was  selected  by 
arge  numbers  of  respondents  as  the  first  place  they 
ivould  take  a family  member  who  was  ill  ( Fig  2 ).  A 
arger  percentage  of  Laotians  than  Vietnamese  indi- 
;ated  they  would  contact  a physician  for  persistent 
childhood  problems  such  as  high  fever,  cough,  diar- 
rhea, sleep  or  appetite  problems,  and  psychosocial 
5robiems.  Only  6%  to  19%  of  Vietnamese  cases  and 
ll3%  to  37%  of  controls  would  seek  medical  care 
outside  the  home  for  the  ailments  listed  above,  as 
compared  to  35%  to  67%  of  l^otian  cases  and  31% 
l;o  86%  of  Laotian  controls.  Persistent  diarrhea  was 
idle  most  likely  cause  for  contacting  a physician  in 
looth  case  groups,  while  persistent  fever  was  the 
Host  likely  cause  for  contacting  a physician  among 
die  controls. 

Discussion 

The  Southeast  Asians  now  represent  a group  of  well 
aver  500,000  who  have  settled  in  the  United  States 
since  1975  (1).  Many  refugee  families  have  settled 
iin  the  Texas  Panhandle  because  of  the  plentiful  job 
opportunities,  and  Laotian  and  Vietnamese  families 
jliving  in  Amarillo,  Tex,  were  studied  to  learn  more 
ibout  their  traditional  health  practices  and  use  of 
'local  medical  services.  Although  our  study  was  lim- 
|ited  in  scope  and  small  in  size,  we  hoped  that  re- 
sults would  provide  local  health  professionals  with 
an  increased  understanding  of  this  group  of  people 
land  ultimately  improve  the  health  care  they  receive. 

The  population  studied  exhibits  many  of  the  char 
acteristics  demonstrated  by  Southeast  Asians  who 
have  settled  elsewhere  in  the  United  States  (18). 

Ihe  Laotians  in  the  study,  in  contrast  to  the  Viet- 
namese, have  larger  families,  have  had  fewer  years 
I of  schooling,  have  less  English  speaking  ability,  and 
tend  to  follow  the  Buddhist  rather  than  Christian 
j faith.  Both  ethnic  groups  demonstrated  a large  de- 
ligree  of  economic  self-suffiiency  within  three  to  five 
[years  of  their  arrival  in  the  United  States,  with  80% 
[employed  and  80%  to  90%  of  controls  having  an- 
nual incomes  of  $10,000  or  more.  Those  results  are 
comparable  to  those  reported  by  Marsh  ( 18  ),  who 
found  that  70%  of  the  Vietnamese  studied  were 
earning  $800  or  more  per  month  following  three 
lyears  of  residency  in  the  United  States.  Finnan  (17) 


sees  the  key  to  the  Vietnamese  successful  occupa- 
tional assimilation  as  being  due  to  their  willingness 
to  identify  with  a particular  occupation,  their  moti- 
vation to  work,  and  their  view  of  assuming  responsi- 
bility both  for  themselves  and  their  family. 

Most  refugee  families  who  have  been  here  for 
three  or  more  years  have  health  insurance  of  some 
type,  and  of  these,  the  majority  are  private  policies. 
Very  few  refugees,  however,  have  a private  physi- 
cian despite  adequate  income  and  health  insurance. 
ITiis  does  not  seem  to  be  due  to  lack  of  confidence 
in  American  physicians,  but  may  relate  to  the  fact 
that  few  had  private  physicians  in  their  home  coun- 
try and,  in  fact,  may  simply  be  unaware  that  private 
care  is  available  to  them.  Grizell  ( 2 ) suggests  that 
while  refugees  from  urban  areas  may  be  familiar 
with  the  Western  medical  system,  those  from  rural 
areas  are  much  less  cognizant  of  this  system  and 
continue  practices  used  in  Southeast  Asia. 

It  has  been  reported  that  Vietnamese  patients  are 
likely  to  consider  the  physical  examination,  or  the 
“laying  on  of  hands,”  the  only  part  of  a medical  visit 
that  is  necessary'  for  diagnosis  and  treatment  (24). 
Our  results  find  this  idea  to  be  true  among  large 
numbers  of  Vietnamese,  and  this  view  did  not 
change  with  increased  length  of  stay  in  the  United 
States.  Ideas  that  disease  is  associated  with  natu- 
ralistic or  metaphysical  phenomena  were  prevalent 
among  Laotians,  especially  Buddhists,  and  were  not 
common  among  Vietnamese  of  Christian  faiths, 
lliese  findings  serve  to  highlight  some  of  the  differ- 
ences between  the  Laotian  and  Vietnamese  groups. 

It  is  important,  therefore,  for  the  health  care  pro- 
vider to  be  aware  not  only  that  the  refugee  patient 
is  likely  to  think  differently  than  the  typical  Ameri- 
can patient,  but  also  that  differences  exist  between 
the  Vietnamese  and  I.aotian  ethnic  groups. 

The  refugees  have  brought  with  them  many  tra- 
ditional remedies  and  health  practices,  which  our 
data  demonstrate  are  still  used,  although  not  as  fre- 
quently as  more  Western  remedies.  In  fact,  aspirin  is 
one  of  the  most  commonly  used  home  treatments. 
Eiger  Balm  was  found  to  be  the  most  widely  used 
traditional  home  treatment  among  both  ethnic 
groups,  and  the  use  of  Cao-Gio,  although  widely 
reported  in  the  literature,  was  not  very  popular 


2 Health  related  information  from  Vietnamese  and  Laotian  refu 
gee  informants 


Laotian 

Vietnamese 

Cases 

Controls 

Cases 

Controls 

N=  17 

N = 35 

N=16 

N = 30 

Confidence  in  American 

59% 

60% 

88% 

73% 

physicians 

Use  of  private  physician 

6% 

20% 

6% 

17% 

Use  of  emergency  room 

41% 

46% 

69% 

50% 

Medical  check-up  in  past 

88% 

94% 

69% 

67% 

year 
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among  the  group  of  refugees  studied. 

Hospital  emergency  rooms  serve  as  the  primary 
care  center  for  many  refugees.  A larger  percentage 
of  Laotians  seem  to  seek  out  medical  care  more 
readily  than  the  Vietnamese,  with  a higher  percent- 
age reporting  a recent  medical  checkup  and  a 
higher  percentage  seeking  physician  care  for  illness 
in  their  children.  The  Vietnamese  in  the  study  tend 
to  fit  a description  consistent  with  Grizzell’s  ( 2 ), 
who  reports  that  the  Indochinese  refugee  tends  to 
diagnose  and  treat  himself  to  a far  greater  degree 
than  the  typical  American  and  will  use  large  quan- 
tities of  aspirin  and  nonprescription  drugs  before 
seeking  treatment  from  a physician. 

Knowledge  regarding  immunizations,  accidental 
poisonings,  and  the  existence  of  poison  control 
centers  was  limited  among  all  refugee  groups.  This 
points  to  a few  areas  where  education  on  the  part 
of  local  health  care  providers  would  be  beneficial. 
Although  refugees  living  in  other  areas  of  Texas 
may  not  demonstrate  the  same  characteristics  as 
those  found  in  Amarillo,  our  study  results  should 
nevertheless  help  to  illustrate  at  least  some  of  the 
possible  patterns  of  health  care  utilization  and  tradi- 
tional health  practices  among  Indochinese  refugees. 
Overall,  the  refugees  from  Southeast  Asia  remain  an 
interesting  group  for  physicians  and  other  health 
care  personnel  to  work  with,  and  they  provide  a 
challenge  in  the  area  of  patient  education. 
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The  split  latissimus 
dorsi  flap  with 
functional  preservation 


The  latissimus  dorsi  musculocutaneous  unit  has 
been  split  in  several  single-stage  reconstructive 
brocedures  with  transposition  of  the  lateral  half 
')  of  the  unit  The  functional  integrity  of  both  por- 
rtions  of  the  latissimus  dorsi  muscle  have  been  pre- 
^ 'served,  minimizing  functional  disability  from  the 
i iprocedure.  Aesthetic  benefits  of  this  approach 
’include  preservation  of  posterior  axillary  line, 

^ maintenance  of  normal  contour  of  the  back,  and 
f avoidance  of  late  atrophic  changes  in  the  trans- 
iposed  flap. 


he  latissimus  dorsi  musculocutaneous 
(LDMC)  transposition  flap  has  been  ex- 
tensively used  for  reconstruction.  In  1912, 
ib’Este  described  Tansini’s  method  of  chest  wall 
:!reconstruction  following  radical  mastectomy  ( 1 ). 
D’Este  was  able  to  provide  immediate  reconstruc- 
I lion  of  the  mastectomy  defect  by  transposing  the 
I lap  anteriorly  based  in  the  axilla.  Hutchins,  in 
;1939,  ref>orted  utilizing  the  LDMC  flap  for  coverage 
I rf  the  chest  wall  to  prevent  lymphedema  after  a 
Tiastectomy  (2). 

I Bostwick,  Vasconez,  Mathes,  Maxwell,  Hoopes, 
md  others  brought  use  of  the  flap  to  prominence 
[i—9).  Because  of  its  ease  of  elevation  and  its  re- 
iability,  the  latissimus  dorsi  musculocutaneous  flap 
las  become  the  flap  of  first  choice  for  reconstruc- 
. ;ion  of  the  breast. 


|\iiatomic  and  functional  considerations  of  the 
l^llatissimus  dorsi  muscle 

^ Fhe  dominant  blood  supply  to  the  latissimus  dorsi  is 
J he  thoracodorsal  artery,  which  enters  the  latissimus 
lorsi  muscle  at  a clearly  defined  neurovascular  hilus 
pn  the  anterior  surface  of  the  muscle  8.7  ± .14  cm 
‘i  mean  ± SD)  distal  to  the  subscapular  origin.  This 
iite  is  between  2. 1 and  2.6  cm  medial  to  the  lateral 
> jx>rder  of  the  muscle  ( 10,1 1 ).  At  this  point,  the  neu- 
(fovascular  pedicle  branches  into  two  distinct 
•bundles  in  86%  to  94%  of  the  cases  (Fig  1 ) (7,8). 
ijrhe  branching  pattern  of  the  thoracodorsal  nerve, 
i rhe  motor  nerve  to  the  latissimus  dorsi,  is  identical 
Ifo  the  artery.  The  site  of  division  of  the  nerve  is 
tjipproximately  2 cm  proximal  to  the  bifurcation  of 
^jJie  artery  (Fig  1 ) (8).  A number  of  significant  ves- 
y>els  enter  the  latissimus  dorsi  through  its  axillary 
ijnsertion  and  at  its  vertebral  origin  from  the  dorsal 
Elpranches  of  the  posterior  intercostal  arteries, 
w We  have  been  able  to  split  the  latissimus  dorsi 
jjtiusculocutaneous  unit  into  two  portions,  transpos- 
ing the  lateral  half  of  the  unit  to  perform  a variety  of 
'■econstructive  procedures.  Preservation  of  func- 
donal  integrity  of  the  remaining  muscle  has  been 

S obtained  in  16  patients.  This  has  permitted  single- 
•tage  reconstructions  with  negligible  functional 
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impairment  of  the  latissimus  dorsi.  Two  cases  are 
presented  for  clarity. 

Case  1 

A 2 1 -year-old  male  laborer  in  good  health  presented 
with  congenital  absence  of  the  inferior  90%  of  the 
right  pectoralis  major  muscle.  The  teres  major  was 
noted  to  be  hypertrophic.  There  was  no  evidence 
of  symbrachydactyly.  Therefore,  the  patient  was 
thought  to  have  a variant  of  Poland’s  syndrome.  The 
patient  had  minimal  functional  deficit  and  presented 
for  correction  of  the  aesthetic  deformity. 

He  underwent  rotation  of  the  lateral  half  of  the 
latissimus  dorsi  muscle  after  identification  and  pre- 
servation of  the  medial  and  lateral  branches  of  the 
neurovascular  pedicle.  Postoperative  function  of  the 
shoulder  was  excellent  in  this  heavy  laborer,  and 
voluntary  motor  functions  of  the  remaining  medial 
fibers  of  the  latissimus  were  preserved  (Fig  2). 
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Case  2 

A 37-year -old  nurse,  three  years  following  right 
modified  radical  mastectomy,  had  a diagnosis  of  car- 
cinoma in  the  opposite  breast  established  by  needle 
biopsy.  The  patient  preoperatively  expressed  the  de- 
sire to  have  both  breasts  reconstructed.  She  under- 


I.  The  neurovascular 
hilus  is  illustrated  The 
location  of  the  hilus 
is  approximately 
9 cm  distal  to  the 
subscapular  artery 
origin 


Latissimus  dorsi 


40 


2.  (Top)  Preoperative 
views  demonstrating 
absence  of  inferior 
portions  of  pectoral  is 
major.  (Bottom) 
Postoperative 
appearance  with 
functional 
preservation  of  the 
transposed  muscle. 


went  left  modified  radical  mastectomy,  bilateral  split 
latissimus  dorsi  musculocutaneous  flap  transposi- 
tion, and  bilateral  mammary  protheses  insertion 
under  the  flaps  as  a single-stage  procedure. 

Postoperatively,  she  demonstrated  excellent  func- 
tional preservation  of  the  latissimus  dorsi  muscle. 
Results  were  not  only  acceptable  in  the  area  of  the 
breast  reconstruction  anteriorly,  but  the  normal 
contour  of  the  back  and  posterior  axillary  fold  was 
preserved  ( Fig  3 )•  The  nurse,  who  must  lift  elderly 
patients,  has  noted  no  decrease  in  strength  of  her 
arms  or  shoulders. 

Discussion 

It  is  no  longer  sufficient  to  simply  elevate  a flap  and 
close  a defect.  Reconstructive  surgeons  have  long 
been  able  to  cover  large  defects;  now  we  should 
focus  on  preservation  of  function  and  aesthetic  re- 
finement. We  have  sought  to  minimize  donor  deficit 
for  reconstruction  of  the  breast.  The  technique  we 
have  described  allows  preservation  of  function  of 
the  shoulder  girdle.  While  this  is  advantageous  in 
all  patients,  it  is  a crucial  consideration  in  some 
patients. 

We  have  found  this  procedure  to  be  particularly 
well  suited  for  physically  active  individuals.  None  of 
our  patients  have  noted  any  functional  deficit  from 
this  muscle-splitting  procedure.  When  the  entire 
muscle  was  employed,  a number  of  patients  com- 
plained of  shoulder  weakness,  although  it  was  not 
disabling.  We  now  employ  this  muscle-splitting 
method  in  all  of  our  latissimus  dorsi  breast 
reconstructions. 

This  method  is  more  time  consuming  than  trans- 
position of  the  entire  muscle.  Dissection  must  be 
meticulous  for  functional  preservation  of  the  re- 
maining muscle  portion  left  in  situ.  An  additional  30 
minutes  of  operative  time  are  usually  required. 

Patient  follow-up  intervals  have  ranged  from  six 
months  to  one  year,  with  an  average  of  nine  months. 
All  patients  except  patient  # 1 required  breast  re- 
construction. We  have  experienced  no  flap  loss 
(partial  or  total),  nor  have  there  been  any  late  com- 
plications. One  patient  formed  a seroma  at  the 
donor  site,  which  was  successfully  treated  with 
aspiration.  We  have  since  employed  closed  suction 
drains  routinely  (until  35  cc  of  drainage  per  day 
are  obtained  ) and  have  experienced  no  further 
difficulty. 

It  is  extremely  difficult,  if  not  impossible,  to  esti- 
mate late  atrophic  changes  upon  transposition  of 
any  musculocutaneous  unit  after  denervation.  To 
minimize  this  problem,  we  mark  2 cm  increments 
on  the  muscle  with  methylene  blue  prior  to  freeing 
the  insertion.  Once  transposed,  the  muscle  is 
stretched  to  the  appropriate  length  using  the  previ- 
ously placed  marks  as  a guide.  Although  we  cannot 
claim  to  eliminate  late  atrophic  changes  by  trans- 
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I position  of  the  muscle  under  appropriate  tension, 

I this  method  provides  a logical  approach  aimed  at 
I minimizing  these  changes.  The  technique  described 
I also  preserves  the  normal  contour  of  the  posterior 
axillary  line.  The  presence  of  an  intact  functional 
muscle  unit  minimizes  contour  irregularities  of 
the  back. 

This  procedure  provides  two  advantages:  mainte- 
nance of  the  transposed  muscle  bulk  while  retaining 
donor  muscle.  We  have  found  this  technique  safe, 
expeditious,  and  applicable  to  a large  number  of 
reconstructive  problems. 
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WV  reviewed  blood  pressure  readings  shown  in  281 
patient  records  randomly  selected  from  more  than 
7,000  active  records.  Concentrating  on  diastolic 
readings  from  90  to  110  mm  Hg  we  found  higher 
readings  in  older  patients,  men,  and  blacks.  More 
than  one  third  of  the  patients  who  had  received 
blood  pressure  readings  on  three  separate  occa- 
sions (n  = 119)  had  lower  readings  on  their  third 
clinic  visit  than  on  their  first  This  supported  our 
clinic  policy  that  the  diagnosis  of  hypertension  is 
not  established  until  elevated  readings  are  ob- 
tained on  three  occasions.  We  do  not  routinely  pre- 
scribe medication  for  patients  with  diastolic 
readings  from  90  to  110  mm  Hg  but  we  do  period- 
ically monitor  their  pressures  for  the  possibility  of 
later  hypertensive  changes. 


The  interpretation  of  an  elevated  blood  pres- 
sure reading  should  be  done  with  care  be- 
cause measurement  errors  or  temporary 
stress-related  blood  pressure  increases  may  occur. 
For  example,  a study  using  patients  whose  blood 
pressure  was  measured  by  a physician  and  by  a staff 
member  showed  that  blood  pressures  were  higher 
when  the  physician  took  the  readings,  suggesting  a 
more  stressful  response  to  the  physician  ( 1 ).  An- 
other group  observing  for  patient  “familiarity”  with 
the  test  found  little  change  in  readings,  suggesting 
that  this  was  not  a factor  in  test  variability  ( 2 ).  Be- 
cause of  these  variations,  most  physicians  repeat  the 
test  on  separate  occasions  to  confirm  persistent  ele- 
vated readings. 

Blood  pressure  readings  associated  with  risk  of 
complications  include  systolic  readings  over  I60 
mm  Hg  and/or  diastolic  over  115  mm  Hg,  while 
readings  below  140  mm  Hg  (systolic)  and  85  mm 
Hg  (diastolic)  seem  to  have  little  risk  (3,4).  How- 
ever, this  has  left  a zone  of  blood  pressure  where 
diagnosis  and  need  for  treatment  are  in  question.  We 
chose  to  study  the  records  of  patients  with  diastolic 
readings  between  90  mm  Hg  and  110  mm  Hg. 

Our  clinic  policy  for  establishing  the  diagnosis  of 
hypertension  is  to  check  for  elevated  pressures  on 
several,  usually  three,  separate  occasions.  The  pol- 
icy is  similar  to  recent  recommendations  (4).  This 
study  further  checked  diastolic  blood  pressure  read- 
ings on  the  first  and  third  visits  to  determine  any 
change  in  level. 

Methods 

A sample  of  281  charts  was  randomly  obtained  from 
the  7,000-plus  active  clinic  records,  and  the  blood 
pressure  readings  were  reviewed.  The  31  patients 
01%)  with  diastolic  readings  over  1 10  mm  Hg  or 
who  were  already  on  therapy  were  excluded.  The 
remaining  250  patients  were  divided  into  three 


groups  based  on  the  diastolic  blood  pressures  as 
follows:  Group  A,  90- 110  mm  Hg;  Group  B,  81- 
89  mm  Hg;  Group  C,  80  mm  Hg  or  less.  Those  with 
readings  on  an  initial  and  third  visit  were  consid- 
ered separately  to  compare  readings. 

Chart  information  analysis  was  performed  with 
SAS  software  on  an  IBM  4341  computer  using  stan- 
dard chi  square  or  ANOVA  tests  for  significance. 

Results 

Based  on  age,  sex,  and  ethnic  background,  the 
sample  was  considered  comparable  to  the  clinic 
population.  The  250  patients  were  divided  into 
three  groups,  with  37  ( 14.8%  ) in  Group  A (90- 
1 10  mm  Hg),  47  (18.8%  ) in  B (89-81  mm  Hg), 
and  the  rest,  or  166  (66.4%  ),  were  in  the  normal 
range  of  Group  C (Fig  1 ).  There  were  119  patients 
of  the  250  who  had  third  visit  results.  The  first  visit 
results,  shown  both  as  numbers  and  as  percentages 
(N  = 250),  were  compared  to  the  third  visits  (N  = 

1 19).  In  Group  A,  the  first  visit  percentage  of  14.8% 
compared  to  the  third  visit  of  2 1 .8%  was  signifi- 
cantly different  from  random  distribution  (p  < .05) 
while  the  differences  within  group  B and  C for  the 
two  visits  were  not  significant  (p  > .05). 

The  mean,  standard  deviation,  and  confidence 
limits  were  obtained  for  each  group  for  the  first  and 
third  visits  (Fig  2).  In  the  overall  analysis,  the  means 
between  the  groups  were  found  to  be  significantly 
different  (p  < .05).  The  difference  was  mainly  be- 
tween groups  A and  C (p  < .02).  Thus,  the  blood 
pressure  readings  between  group  A and  C were 
both  clinically  and  statistically  different  while  B and 
C were  not.  Because  of  this  borderline  relationship, 
further  comparisons  excluded  group  B. 

Comparison  of  groups  A and  C for  sex  distri- 
bution in  Fig  3 showed  more  men  in  group  A and 
more  women  in  group  C (p  < .02).  The  age  distri- 
bution for  groups  A and  C (Fig  4)  showed  an  overall 
increasing  incidence  with  age  in  group  A,  which 
was  significantly  different  for  patients  55  years  of 
age  and  older  (p  < .05).  (The  smaller  number  of 
patients  shown  in  Figs  3 and  4 is  the  result  of  miss- 
ing data. ) 

Blood  pressure  readings  from  first  and  third  visit 
findings  were  also  compared  to  determine  \^ether 
the  third  visit  levels  changed.  Fig  5 shows  that 
62.2%  of  the  systolic  and  63  9%  of  the  diastolic 
readings  were  higher  or  the  same  compared  to  the 
first  visit.  Thus,  more  than  one  third  of  the  patients 
had  lower  levels  on  the  third  visit.  While  age  and 
sex  distribution  was  similar  to  other  groups,  black 
men  tended  to  have  higher  pressures  as  reported 
by  others  (5),  but  the  numbers  involved  were  too 
small  for  further  evaluation. 

Discussion 

Over  the  decades,  various  blood  pressure  levels 
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I.  Summary  of  blood  pressure  groupings  for  first  and  third  blood 
pressure  readings 


Diastolic  Blood  Pressure  Groups 

1st  Visit 

3rd  Visit 

Group  A 110-90  (mtnHg) 

37  14.8% 

26  21.8% 

Group  B 89-81  (mmHg) 

47  18.8% 

17  14.3% 

Group  C 80  or  less  ( mmHg) 

166  66.4% 

76  63  9% 

N = 250 

N = 119 

2.  Summary  of  blood  pressure  findings  in  the  three  study  groups 
( mean,  standard  deviation,  and  confidence  limits’). 


Study  Group  A — Diastolic 

Blood  Pressure 

1 10—90  (mm  Hg) 

1st  Visit 

3rd  Visit 

(N  = 37) 

Confidence 

(N=26) 

Confidence 

Mean 

Limits 

Mean 

Limits 

Systolic  135  ± 14' 

139-130 

133  ± 14' 

139-127 

Diastolic  93  ± 5* 

95-92 

95  ± 6' 

97-92 

Study  Group  B — Diastolic 

Blood  Pressure 

89—81  (mm 

Hg) 

1st  Visit 

3rd  Visit 

(N=47) 

Confidence 

(N=17) 

Confidence 

Mean 

Limits 

Mean 

Limits 

Systolic  127  ± 14' 

131-123 

131  ± 13' 

138-125 

Diastolic  85  ± 3' 

86-84 

86  ± 4' 

93-79 

Study  Group  C — Diastolic 

Blood  Pressure 

80  or  Less  (mm  Hg) 

1st  Visit 

3rd  Visit 

(N=166) 

Confidence 

(N=76) 

Confidence 

Mean 

Limits 

Mean 

Limits 

Systolic  113  ± 15' 

116-111 

113  ± 12' 

116-111 

Diastolic  72  ± 8' 

76-71 

72  ± 8' 

73-70 

'Confidence  limits  = mean  ± standard  deviation  of  mean  X t value 
(95%  ). 

'Standard  deviation. 


3-  Summary  of  groups  A and  C showing  sex  distribution  (n  = 
191). 


Group  A Group  C 

Sex  ( 1 10-90  mm  Hg)  (80  or  less  mm  Hg) 


Male(n  = 75) 

19 

56 

25% 

75% 

Female  (n  = 116) 

14 

102 

12% 

88% 

Total 

33 

158 

4.  Summary  of  age  groups  with  respect  to  diastolic  pressures 

Age  Group  (years)  Blood  Pressure  Group 

Group  A Group  C 

110— 90  (mm  Hg)  80  or  less  (mm  Hg) 

18-24  6 10.7%  50  89.3% 

25-54  21  17.5%  99  82.5% 

55  and  older  6 40.0%  9 60.0% 


5.  Direction  of  change  for  systolic  and  diastolic  blood  pressures 
from  first  to  third  visits 


Systolic  Diastolic 


Elevated 

Same 

Lowered 

Elevated 

Same 

Lowered 

43 

31 

45 

58 

18 

43 

Elevated  Same  = 

74 

62.2% 

Elevated  -1-  Same  = 

76 

63.9% 

have  been  used  to  define  clinical  hypertension,  a 
recent  one  being  140/90  mm  Hg.  Some  propose 
treating  patients  who  have  blood  pressure  in  the 
90— 110  mm  Hg  diastolic  range,  while  others  con- 
sider different  levels  for  treatment  (4-6).  In  this 
study,  1 1 % of  the  patients  sampled  had  diastolic 
readings  over  110  mm  Hg  and/or  were  on  treatment 
and  were  excluded.  The  remaining  patients  had 
initial  visit  readings  in  the  normal  range  (85%  ) 
or  in  the  equivocal  90—  1 10  mm  Hg  diastolic 
range  (15%). 


Our  review  of  patient  records  showed  an  in- 
creased incidence  of  higher  blood  pressure  readings 
with  age,  slightly  more  men  than  women  were  in 
the  high-range  group,  and  there  was  a tendency  for 
blacks  to  fall  in  the  high  range  group.  This  follows 
the  patterns  repforted  by  others  (4-6). 

The  comparison  of  first  and  third  readings 
showed  that  more  than  one  third  had  a decrease  in 
diastolic  and/or  systolic  values;  the  remainder  had 
the  same  or  higher  readings.  Such  a decrease  in 
reading  can  be  related  to  the  regression  of  findings 
toward  the  mean.  It  also  can  support  the  possibility 
that  some  of  these  patients  were  on  the  high  side  of 
the  normal  population.  Hence,  multiple  readings 
reduce  the  chance  of  including  persons  without 
disease  in  the  group  of  those  with  disease.  These 
findings  support  the  policy  to  have  elevated  read- 
ings on  three  separate  occasions  before  accepting 
the  diagnosis  of  hypertension.  Patients  with  erratic 
or  transient  blood  pressure  elevations  should  be 
observed  because  these  changes  may  be  signs  of  a 
labile  cardiovascular  system  and  may  be  a precursor 
of  hypertensive  disease  (4-6). 
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Deaths  from  lung  cancer  are  steadily  decreasing  in 
younger  white  and  black  men  in  Texas.  However, 
there  are  disparate  trends  for  Texas  women.  Age- 
specific  mortality  rates  for  lung  cancer  in  Texas 
women  document  secular  increases  for  both  white 
and  black  women  aged  45  to  54  years  and  even 
steeper  increases  among  women  aged  55  to  64 
years.  Secular  increases  are  also  evident  for  white 
women  over  65  years  of  age,  unlike  their  black 
counterparts,  whose  rates  have  remained  relatively 
constant  over  time.  Mortality  from  lung  cancer 
among  white  women  in  Texas  surpassed  that  of 
breast  cancer  around  1979,  while  the  crossover  oc- 
curred in  black  women  only  in  1982.  These  trends 
are  related  to  differing  sex  and  ethnic  smoking 
patterns.  The  importance  of  directing  smoking 
cessation  efforts,  particularly  to  young  women,  is 
stressed. 


The  incidence  of  lung  cancer  in  women  con- 
tinues to  increase.  The  rate  of  increase  is 
greater  among  women  than  men,  and  lung 
cancer  is  now  the  leading  cause  of  cancer  deaths 
among  women  in  several  states.  Between  1950  and 
1977,  mortality  from  lung  cancer  in  white  women 
increased  263%  compared  with  209%  in  white  men 
( 1 ).  It  has  also  been  demonstrated  that  lung  cancer 
deaths  are  steadily  decreasing  in  younger  white  and 
black  men  in  Texas  (2)  and  elsewhere  (3,4).  The 
purposes  of  this  report  are  to  document  the  chang- 
ing age-specific  trends  in  deaths  due  to  lung  cancer 
in  Texas  women,  both  white  and  black,  and  to 
compare  these  changes  with  the  number  of  deaths 
caused  by  breast  cancer,  until  recently  the  leading 
cause  of  cancer  deaths  in  Texas  women  ( 5 ). 
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Methods  and  results 

Annual  age-  and  ethnic-specific  female  mortality 
rates  for  breast  and  lung  cancer  in  Texas  for  1970 
through  1983  were  calculated.  Numbers  of  deaths 
were  provided  by  the  Texas  Department  of  Health 
annual  statistical  reports,  and  population  estimates 
were  derived  from  census  data  published  by  the  US 
Bureau  of  Vital  Statistics.  Changes  over  time  in  lung 
cancer  deaths  were  evaluated  by  calculating  linear 
regression  values  for  each  age  and  ethnic  group. 

The  slope  of  the  linear  regression  equation  is  the 
rate  of  change  of  death  rates  per  100,000  for  each 
of  the  14  years  from  1970  through  1983.  Secular 
trends  in  mortality  from  lung  cancer  were  com- 
pared with  those  for  breast  cancer  for  each  ethnic 
group. 

For  both  white  and  black  women  aged  45  to  54 
years,  there  was  a consistent  increase  in  lung  cancer 
death  rates  over  time  (slope  = 0.83  for  white 
and  1.08  for  black  women)  (Fig  1 ).  There  was  a 


similar  but  even  steeper  increase  among  both 
white  and  black  women  ages  55  to  64  years  old 
(slope  = 3.86  and  5.36  respectively).  However, 
there  were  marked  differences  in  secular  trends 
between  white  and  black  women  in  the  two  older 
groups.  For  white  women  over  age  65,  mortality 
from  lung  cancer  has  increased  sharply  (6.6  deaths 
per  100,000  women  ages  65  to  74  and  4.5  for  ages 
75  and  over).  In  contrast,  death  rates  for  black 
women  in  both  oldest  age  groups  have  remained 
constant. 

For  comparability,  breast  cancer  death  rates  were 
calculated  for  ages  45  and  older.  These  are  shown 
together  with  lung  cancer  rates  in  Fig  2.  Death  rates 
from  breast  cancer  have  changed  little  over  time 
among  either  ethnic  group,  although  variability  ' 
from  year  to  year  is  seen.  This  is  in  sharp  contrast  to  i 
the  steady  and  progressive  increase  in  lung  cancer 
deaths.  Mortality  from  lung  cancer  among  white 
women  surpassed  that  of  breast  cancer  around  1979, 
while  the  crossover  for  black  women  occurred  in  ; 
1982.  This  pattern  is  similar  to  that  shown  for  white 
women  in  Louisiana  for  I960  through  1981  (6). 

Comments  j 

The  discrepancy  in  lung  cancer  mortality  trends  for  ; 
men  and  women  in  Texas  is  striking.  In  men  there  is  i 
evidence  of  a decline  in  death  rates  for  the  young  j 
which  is  more  pronounced  in  white  than  black 
men.  This  has  been  attributed  to  a decrease  in  the  , 
prevalence  of  cigarette  smoking  among  men  and  the  ' 
reduction  in  the  average  tar  content  of  American 
cigarettes  (3).  Survey  data  from  1965  through  1980 
confirm  the  decline  in  smoking  prevalence  for  men 
under  45  years  old,  unlike  the  pattern  for  women 
which  exhibits  marked  increases  in  prevalence  for 
each  age  grouping  (2). 

There  is  an  inverse  relationship  between  socio- 
economic status  and  smoking  prevalence  (7).  It  is 
likely  that  the  peak  prevalence  of  smoking  for  black 
women  postdated  that  for  white  women.  One  might 
thus  expect  to  detect  increasing  mortality  trends  for 
older  black  women  as  birth  cohorts  with  a lower 
prevalence  of  smoking  are  replaced  by  cohorts  with 
a higher  smoking  prevalence. 

The  death  rates  from  lung  cancer  among  Texas 
women  are  comparable  to  those  of  all  US  women, 
whereas  the  death  rates  from  breast  cancer  are 
lower  in  Texas  women  (Fig  3).  This  is  probably  due, 
at  least  in  part,  to  the  lower  incidence  of  breast 
cancer  in  Hispanic  women  who  comprise  about 
20%  of  the  Texas  female  population  and  are  in- 
cluded with  white  women  in  Fig  3 (8).  By  1983 
several  states  had  reported  that  lung  cancer  deaths 
surpassed  breast  cancer  deaths  in  women  ( 5 ).  In 
Texas  this  crossover  occurred  in  1979  for  white 
women  and  in  1982  for  black  women.  Because  of 
slower  cessation  rates  of  smoking  among  women 
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than  men,  the  lung  cancer  rate  in  women  has  been 
projected  to  continue  to  increase  and  to  exceed  the 
rate  in  men  by  the  year  2000  (9).  These  data 
emphasize  the  urgent  need  for  continuing  efforts 
aimed  against  smoking  and  directed  particularly  to 
young  women.  In  addition  to  smoking  cessation, 
efforts  should  be  made  to  prevent  women  from  ever 
beginning  to  smoke. 
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J.  Female  death  rates'  from  cancers  of  lung  and  breast  in  Texas 
compared  with  United  States 


Year  of  Deaths 

US 

Lung 

Texas 

US 

Breast 

Texas 

1950-1959 

5.1 

5.2 

Whites 

26.3 

19.5 

1960-1969 

7.6 

7.9 

26.4 

20.7 

1970-1979 

15.3 

15.7 

27.0 

22.5 

1950-1959 

4.7 

4.9 

Blacks 

21.3 

18.8 

1960-1969 

7.5 

7.3 

23.2 

21.5 

1970-1979 

13.5 

11.0 

22.5 

19.5 

•Age-adjusted  rates  per  100,000  population. 
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Dr  Ferdinand  von  Herff, 
idealistic  pioneer  and 
distinguished  Texas 
physician 


Dr  Ferdinand  von  Herff  was  a well-trained  physi- 
cian who  in  1847  led  33  German  immigrants  to 
establish  a commune  in  Texas.  The  attempt  to  es- 
tablish the  commune,  called  Bettina  was  spon- 
sored by  Mainzer  Adelsverein,  The  Society  for  the 
Protection  of  German  Immigrants  in  Texas.  Mem- 
bers of  the  commune  did  not  cooperate  among 
themselves,  however,  and  within  a year  the  com- 
munal experiment  had  failed.  Dr  Herff  used  his 
experience  in  Texas  to  lay  plans  for  the  immigra- 
tion of 20,000  underprivileged  Germans,  which  he 
outlined  in  the  document  entitled  “The  Regulated 
Immigration  of  the  German  Proletariat  with  Spe- 
cial Reference  to  Texas.  ’’Although  his  plan  was 
never  implemented.  Dr  Herff  returned  with  his 
wife  to  Texas  in  1849.  From  1850  until  his  death 
in  1912,  he  was  respected  for  his  knowledge  of 
medicine,  his  brilliant  mind,  and  his  gentlemanly 
manners. 


n Feb  19,  1846,  Dr  Anson  Jones,  a physi- 
cian and  the  fourth  and  last  President  of 
the  Republic  of  Texas,  formally  announced 
that  Texas  had  become  part  of  the  United  States  of 
America.  “The  final  act  in  the  great  drama  is  now 
performed,”  he  intoned;  “the  Republic  of  Texas  is 
no  more”  ( 1,  p 267).  Under  the  articles  of  the  an- 
nexation agreement  passed  by  Congress,  Texas  re- 
tained a significant  amount  of  its  undeveloped  land, 
but  the  new  state  was  also  responsible  for  its  out- 
standing debts  (2).  Combined,  these  provisions 
created  a tempting  lure  to  future  immigrants;  vast 
expanses  of  cheap  and  readily  available  state  land. 
The  promising  opportunities  thus  created  soon  fired 
the  imagination  of  an  idealistic  German  physician, 

Dr  Ferdinand  von  Herff  (Fig  1 ).  Herff,  troubled  by 
social  disruptions  in  Germany  and  an  admirer  of 
Texas’  healthy  climate,  devised  a grandiose  plan  to 
help  underprivileged  Germans  by  transplanting 
them  to  Texas  (3).  Though  his  utopian  vision  was 
never  realized.  Dr  Herff  took  his  own  family  to 
Texas  and  eventually  established  himself  as  a promi- 
nent and  respected  member  of  the  Texas  medical 
community  (4). 

Even  before  the  Lone  Star  Republic  merged  into 
the  Union,  Texas  had  attracted  a scattered  collec- 
tion of  German  immigrants.  This  development,  so 
important  to  the  cultural  and  economic  history  of 
Texas,  was  largely  the  fruit  of  a romantic  dream 
pursued  by  a group  of  German  noblemen  who  had 
lost  most  of  their  property.  In  1842,  these  nobles 
formed  The  Societ)'  for  the  Protection  of  German 
Immigrants  in  Texas,  or  the  Mainzer  Adelsverein,  as 
it  became  known  ( 5 ).  The  leaders  of  this  group 
hoped  to  offer  oppressed  German  peasants  an  at- 
tractive alternative  to  the  harsh  and  unsettled  con- 


ditions that  prevailed  in  newly  industrializing 
Germany.  In  1844,  the  Mainzer  Adelsverein  sent 
one  of  its  most  energetic  members.  Prince  Karl 
of  Solms-Braunfels,  to  Texas.  Upon  his  arrival  the 
Prince,  speaking  officially  for  his  organization, 
praised  Texas’  republican  form  of  government  and 
expressed  his  conviction  that  the  new  immigrants 
would  enjoy  their  lives  in  a land  of  unbounded 
personal,  religious,  and  political  liberties. 

In  1842,  a subgroup  of  the  Mainzer  Adelsverein 
organized  in  Germany  under  the  name  of  “Die 
Vierziger,”  or  “The  Forty.”  Mostly  composed  of 
university-educated  professionals.  Die  Vierziger  was 
dedicated  to  the  establishment  of  a communal 
settlement  in  freedom-loving  Texas.  Thirty-three 
young  men  from  the  group  sailed  from  the  conti- 
nent to  Texas  in  1847,  led  by  Dr  Ferdinand  von 
Herff,  member  of  a distinguished  German  family.  At 
the  juncture  of  the  Llano  River  and  Elm  Creek,  they 
founded  their  utopian  colony,  naming  it  “Bettina” 
in  honor  of  Goethe’s  intimate  friend,  Bettina  von 
Arnim  (6,  pp  154-157). 

As  soon  as  the  enthusiastic  settlers  came  face  to 
face  with  stem  reality,  though,  some  of  them  began 
to  entertain  doubts  about  the  advisability  of  their 
communal  experiment.  While  there  was  an  immedi- 
ate, critical  need  for  the  construction  of  shelter  and 
the  beginning  of  agricultural  activities,  the  new 
settlers  were  completely  untrained  for  such  tasks. 
Also,  the  group’s  deliberate  rejection  of  any  system 
of  community  discipline  only  added  to  their  prob- 
lems. As  one  member  recalled,  “Since  everybody 
was  to  work  if  he  pleased  and  when  he  pleased,  the 
result  was  that  less  and  less  work  was  done.”  Within 
a year  Bettina  was  bankrupt.  Dr  Ferdinand  von  Herff 
returned  to  Germany,  but  he  was  already  convinced 
that  Texas  would  be  his  permanent  home.  And  he 
was  so  impressed  by  what  he  had  seen  of  Texas  that 
he  began  to  develop  an  elaborate  colonization 
scheme  that  he  thought  could  succeed  where  Bet- 
tina had  failed. 

His  interest  in  the  project  was  at  first  diverted  by 
other  pressing  matters.  Within  a week  after  return- 
ing to  his  hometown  of  Darmstadt  in  1848,  Herff 
married  his  fiancee,  Mathilde  Klingelhoeffer.  Rather 
than  returning  immediately  to  Texas,  as  he  had  in- 
tended originally,  Herff  entered  the  Hessian  military 
medical  service.  This  service  was  obligatory,  but  it 
also  came  as  a welcome  solution  to  an  ebb  in  the 
Herffs  financial  fortunes.  In  spite  of  these  distrac- 
tions, Herff  apparently  managed  to  find  enough  time 
in  his  first  month  back  in  Germany  to  prepare  a 
manuscript  outlining  his  colonization  plan. 

In  this  detailed  document,  entitled  “The  Regu- 
lated Immigration  of  the  German  Proletariat  with 
Special  Reference  to  Texas,”  Herff  argued  that  the 
vast,  unoccupied  lands  of  Texas  would  provide  an 
ideal  location  to  resettle  underprivileged  Euro- 
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! pcans,  especially  Germans  (Fig  2).  He  appealed  for 
j an  intensive  effort,  to  be  funded  by  German  gov- 
I ernments  and  municipalities,  to  settle  more  than 
' 20,000  impoverished  German  proletarians  there 
I under  the  aegis  of  the  Mainzer  Adelsverein. 

Why  Texas?  While  noting  that  Texas  had  “re- 
- cently  become  rather  unpopular”  in  Germany,  Herflf 
, argued  that  “after  careful  first-hand  inspection  of 
I the  different  land  areas  of  the  United  States,”  he 
j had  chosen  the  Lone  Star  State  as  the  site  of  his  re- 
located plan  for  several  reasons,  especially  the 
“wholesomeness  of  the  climate,”  the  “cheapness  of 
the  land  and  the  basic  necessities  of  life,”  the  “great 
ease  with  which  the  necessities  of  life  are  obtained,” 
and  the  comparatively  slight  amount  of  work  re- 
quired of  the  colonists.  It  all  boiled  down  to  a sa- 
lubrious climate  and  plenty  of  good,  cheap  land. 

“The  purity  of  the  air  and  the  moderate  average 
annual  temperature  put  Texas  in  every  respect 
ahead  of  Wisconsin  and  Iowa,  the  beloved  favorites 
of  the  friends  of  the  North,”  he  wrote.  “If  one  com- 
pares the  pallid  covering,  the  bloated  look,  of  the 
inhabitants  of  Illinois  and  Wisconsin,  who  live  under 
the  influence  of  forest  air,  with  the  robust  red  of  the 
■ Texans,  there  is  no  doubt  which  is  healthiest.”  The 
. mild  temperatures  would  also  release  settlers  from 
the  difficult,  time-consuming  task  of  building  sturdy 
' shelters  against  the  cold,  he  argued,  and  would  en- 
able them  to  produce  crops  more  quickly  and  reli- 
ably. Herff  was  not  the  first  German  to  praise  Texas’ 
climate.  The  basic  facts  had  already  been  docu- 
j mented  in  Ottomar  von  Behr’s  “Good  Advice  for 
immigrants  to  the  United  States  with  Special  Refer- 
I ence  to  Texas,”  published  in  Leipzig  in  1847  (7). 

The  price  of  good  land  available  in  Texas  made 
i the  state  all  the  more  attractive  to  Herff.  In  the  rest 
of  the  Union  only  marginal  land  could  be  bought  for 
! the  federal  price  of  $1.25  per  acre,  according  to 
i Herff.  But  in  Texas,  where  the  state  government 
i owned  the  public  lands,  “it  is  easy  to  buy  whole  ^ Dr  Ferdinand  Ludwig 

tracts  of  ten  leagues  (4,428  acres)  at  twenty-five  to 
50  cents  an  acre  and  indeed  that  in  regions  not  far 
j from  civilization  and  suitable  for  colonization  in 
I every  respect.”  Low  land  prices  would  not  only 
i make  initial  colonization  less  expensive,  but  also 
j held  out  the  attractive  possibility  of  large  profits  in 
1 land  speculation.  As  proof,  Herff  offered  examples 
from  New  Braunfels,  where,  he  said,  land  bought  for 
25  cents  an  acre  was  sold  only  two  years  later  for  as 
I much  as  $1,400  per  half  acre  (3)! 

I The  utopian  plan  never  came  to  fruition.  Though 
! the  Prussian  government  considered  supporting  the 
scheme,  it  adopted  a hands-off  policy  after  Baron 
Alexander  von  Humboldt,  the  renowned  naturalist 
and  traveler,  expressed  his  disapproval.  The  Main- 
zer  Adelsverein,  recommended  by  Herff  to  direct 
the  scheme,  did  become  involved,  but  its  efforts 
were  hampered  by  scandals  and  mishaps.  The  orga- 
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nization  named  Prince  Karl  of  Solms-Braunfels  ( 1 , 
pp  292-293)  as  executive  officer,  and  the  Prince, 
who  was  convinced  that  huge  profits  could  be  made 
in  the  enterprise,  became  embroiled  in  land  swin- 
dles and  squandered  the  society’s  capital  on  foolish 
investments  in  unseen  lands  with  questionable 
titles.  Reaching  a low  point  in  its  finances,  the  so- 
ciety replaced  the  prince  with  Baron  Otfried  Hans 
von  Meusebach  ( 1,  pp  293-294),  a first  cousin  of 
Dr  Herff.  In  one  desperate  attempt  to  rectify  a du- 
bious land  title,  Meusebach  distributed  thousands  of 
dollars  worth  of  gifts  sent  from  Germany  to  the  Co- 
manche Indians  who  lived  on  the  property.  And  the 
Mainzer  Adelsverein  encountered  another  problem; 
several  groups  interested  in  resettlement  in  Texas 
made  it  clear  they  had  no  desire  to  be  “managed 
and  directed  by  German  aristocrats”  (6,  pp  98—99). 
When  the  Mainzer  Adelsverein  declared  bank- 
ruptcy in  1849,  any  chance  for  the  implementation 
of  Dr  HerfiTs  well-intentioned  plan  faded  away.  Per- 
haps as  a final  gesture,  the  society  arranged  to  have 
HerfTs  description  of  the  plan  published.  It  ap- 
peared in  print  in  1850,  but  its  subsequent  influ- 
ence on  prospective  German  immigrants  is 
unknown. 

Undaunted,  Dr  Herff  and  his  young  wife  jour- 
neyed to  Texas  themselves  and  landed  at  Galveston 
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2.  Following  the  fail- 
ure of  Benina,  Dr  Herff 
wrote  "The  Regulated 
Immigration  of  the 
German  Proletariat 
with  Special  Reference 
to  Texas. " The  docu- 
ment outlined  Dr 
Herff  s plan  to  settle 
more  than  20,000  im- 
poverished Germans 
in  Texas 
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in  December  1849.  After  a brief  stay  in  New  Braun- 
fels, they  decided  in  1 850  to  take  advantage  of 
better  opportunities  available  in  San  Antonio,  which 
then  boasted  a cosmopolitan,  multinational  popula- 
tion of  about  3,000.  There  this  well-educated  physi- 
cian began  his  distinguished  career  in  Texas  (8, 
pp  33-54). 

It  did  not  take  long  for  Dr  Herff  and  his  wife  to 
establish  themselves  among  San  Antonio’s  most  re- 
spected citizens.  Due  to  his  previous  military  expe- 
rience, Dr  Herff  was  competent  in  plastic  surgery, 
capable  of  performing  various  eye  operations,  and 
he  also  conducted  abdominal  and  pelvic  surgery 
with  courage  and  success.  Part  of  the  success  of  the 
operations  may  have  been  due  to  Dr  HerfTs  fastidi- 
ousness. The  doctor  scrubbed  his  hands  before  sur- 
gery, a personal  habit  not  based  on  knowledge  of 
the  germ  theory  (9).  Indeed  much  of  his  work  was 
done  in  the  days  before  antisepsis  and  asepsis. 

Like  most  relocated  physicians,  Herff  at  first 
experienced  some  difficulty  establishing  his  new 
practice.  There  was  no  lack  of  patients,  but  many 
were  indigents  who  could  pay  little  or  nothing  for 
their  treatments.  HerfTs  knowledge  of  the  Apache 
language,  acquired  during  his  stay  at  the  Bettina 
colony,  helped  to  attract  Indian  patients.  This  was  a 
period  of  financial  difficulty  for  the  Herflfs,  but  in 
1854,  Dr  Herff  solidly  established  his  reputation  in 
the  area  with  a spectacular  operation  on  an  ailing 
Texas  Ranger.  Watched  by  a crowd  of  curious  on- 
lookers, Herff  removed  an  enormous  bladder  stone 
from  his  patient.  Big  Foot  Wallace,  the  famous 
Ranger,  is  said  to  have  praised  Herff  loudly  after- 
ward: “He  pulled  out  a stone  as  big  as  my  fist;  he 
pulled  and  pulled;  my  how  he  pulled,  and  the  man 
got  well”  (8,  pp  38-39). 

This  incident  not  only  served  to  spread  the  doc- 
tor’s reputation  quickly,  but  it  also  convinced  many 
doubting  Texans  that  surgery  could  be  safe  and 
effective.  Dr  Herff  soon  became  one  of  San  An- 
tonio’s most  well-known  and  respected  physicians, 
and  his  practice  began  to  flourish.  News  of  his  skill 
and  success  spread  throughout  Texas  and  even  to 
Mexico,  where  his  patients  included  one  president, 
three  state  governors,  several  ministers  and  top 
generals,  and  some  of  the  wealthiest  men  in  the 
country. 

In  San  Antonio  during  the  late  1850s,  Germans 
comprised  about  a third  of  the  electorate,  and  as  a 
result  a good  deal  of  political  power  rested  in  Cas- 
ino Hall,  the  club  of  the  German  elite.  San  Antonio 
Germans  nevertheless  found  themselves  in  a diffi- 
cult position  during  the  years  of  the  Confederacy. 
While  most  members  of  the  German  community 
maintained  a public  attitude  of  neutrality,  or  even 
pretended  to  endorse  the  Confederacy,  it  was  well 
known  that  the  majority  of  Germans  passively  or 
actively  opposed  the  Southern  cause.  When  Dr 
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HerfiTs  definite  Union  sympathies  provoked  threats 
upon  his  life,  he  decided  in  1863  to  take  his  wife 
and  six  sons  with  him  on  a “pilgrimage”  to  Ger- 
many. He  worked  for  a time  there  as  a surgeon  in  a 
Hessian  military  hospital;  but  in  1867,  after  the  end 
of  the  American  Civil  War,  he  returned  to  Texas  and 
entered  the  most  fruitful  period  of  his  medical 
career  (8,  pp  55-63). 

To  protect  the  population  from  the  many  quacks 
and  charlatans  who  plagued  Texas  in  the  19th  cen- 
tury, Herflf  worked  tirelessly  to  regularize  the  medi- 
cal profession  in  the  state.  In  1853,  he  was  one  of 
the  35  founding  members  of  the  Texas  Medical  As- 
sociation; he  was  later  a charter  member  of  the 
West  Texas  Medical  Association;  and  for  years  he 
served  on  the  Texas  medical  examination  board. 
Occasionally  Herflf  displayed  his  impatience  with 
established  physicians  he  considered  unqualified. 
During  the  examination  of  an  applicant  in  1882,  he 
listened  as  the  recent  graduate  struggled  with  a 
question  about  pneumonia.  “That’s  all  right,  young 
man,”  he  finally  said.  “Now  you  will  be  examined  in 
anatomy  by  Dr  B who  doesn’t  know  a damn  thing 
about  anatomy”  (10). 

Herflf  was  also  a driving  force  in  the  organization 
of  the  company  which,  in  1881,  began  to  publish 
the  Texas  Medical  and  Surgical  Record.  Though 
short-lived,  this  journal  was,  in  the  words  of  one 
historian,  “a  credit  to  medical  journalism  and  made 
a definite  contribution  to  the  cause  of  organized 
j medicine”  ( 1 1 , p 93 )• 

Over  the  years  these  efforts  bore  fruit,  but  Dr 
Herflf  continued  to  encourage  physicians,  politi- 
cians, and  other  prominent  members  of  society  to 
improve  the  quality  of  medical  care  in  Texas.  In  an 
address  delivered  before  the  meeting  of  the  Texas 
Medical  Association  in  1878,  he  praised  the  accom- 
plishments of  tlie  Association  but  also  urged  that 
there  was  more  to  be  done; 

I The  sacred  fire  of  science,  which  we  light  today 
I in  the  backwoods  of  Texas,  will  perhaps  not 
I dazzle  their  (distinguished  guests,)  eyes,  but  will 
1 certainly  warm  their  hearts  and  leave  a favorable 
1 impression  of  the  zeal  and  harmony  pervading  this 
assembly  . . . Good  physicians  are  now  counted  by 
the  hundreds,  and  they  form  a strong  body,  well 
able  and  always  ready  to  fight  the  good  battle  of 
I science  against  quackery  and  superstition  ...  It  is 
I true  we  cannot  boast  of  great  medical  discoveries 
or  meteor-like  theories  advanced  by  members  of 
this  Association.  But  let  us  have  all  the  advantages 
which  our  more  fortunate  brethren  in  the  older 
States  possess.  Let  us  have  hospitals,  libraries,  lab- 
oratories, and  museums,  and  it  will  not  be  long 
before  we  may  enter  the  arena  and  win  the  prize 
. . . Texas  is  inferior  to  none  in  scientific  zeal,  and 


superior  to  many  in  brotherly  feeling  existing  be- 
tween its  members  ( 1 1,  p 73). 


A dearth  of  operating  space  was  long  a problem 
for  Dr  Herflf  and  his  colleagues.  Operations  had  to 
be  performed  in  private  houses,  hotels,  or  even  in 
the  open  air.  During  his  early  years  in  Texas,  Herflf 
worked  to  set  up  open-air  clinics  in  San  Antonio  to 
relieve  the  sufferings  of  the  poor,  but  the  facilities  at 
these  health  centers  were  crude  and  no  substitute 
for  an  actual  hospital.  When  city  officials,  echoing 
the  popular  fear  of  hospitals  that  prevailed  at  the 
time,  expressed  no  interest  in  hospital  construction, 
Herflf  and  other  doctors  decided  that  the  necessary 
funds  would  have  to  be  sought  in  the  private  sector. 
Herflf  himself  attempted,  with  no  luck,  to  persuade 
the  Ursuline  Sisters  to  establish  a hospital.  Partly 
due  to  his  efforts,  San  Antonio’s  first  real  health  care 
institution.  The  Santa  Rosa  Hospital,  was  founded  in 
1869  (12). 

While  Herflf  was  renowned  for  his  surgical  skills 
and  his  boundless  energy,  he  also  made  contribu- 
tions to  medical  knowledge.  He  was,  for  example, 
one  of  the  first  to  link  the  incidence  of  “hookworm” 
with  the  intestinal  tract.  He  published  his  findings  in 
the  Texas  Medical  Journal  in  June  1 894,  when  he 
was  73  years  old  (Fig  3)  (13). 

In  1891,  when  the  medical  department  of  The 
University  of  Texas  opened  in  Galveston,  Dr  HerflTs 
reputation  made  him  an  obvious  candidate  for  a 
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position  on  the  new  school’s  faculty,  and  a group  of 
physicians,  led  by  Dr  C.  W.  Truehart  of  Galveston, 
pushed  strongly  for  his  appointment  as  professor 
of  surgery.  Herff  felt  honored  by  the  gesture,  but 
would  not  consider  the  post  because  it  would  have 
meant  leaving  his  home  in  San  Antonio  (13).  Five 
years  earlier,  in  1886,  he  had  been  offered  the  Re- 
publican nomination  for  Congress  in  the  Bexar 
County  District,  and  had  also  refused,  though  for 
different  reasons:  “My  English  pronunciation  is  so 
bad,”  he  wrote,  “that  1 could  never  make  a public 
speech  without  creating  merriment.”  In  any  case, 
he  explained,  as  a Republican  he  would  not  have  a 
chance  to  win  in  Texas.  Moreover,  he  wrote,  “1  am  a 
Socialist  (not  in  the  sense  the  word  is  used  some- 
times now  by  the  enemies  of  social  reform,  who  put 
the  miserable  anarchist  together  with  socialists)  and 
would  express  my  opinions  regarding  labor  and 
capital  publicly.  That  would  lose  me  the  few  votes  1 
might  get  on  account  of  my  being  a Republican” 

(8,  pp  124-125). 

Dr  Herffs  reputation  as  a physician  was  by  no 
means  confined  to  Texas.  He  received  an  honorary 
degree  from  the  St  Louis  College  of  Physicians  in 
1882;  and  on  March  25,  1883,  the  50th  anniversary 
of  his  graduation,  the  University  of  Giessen,  Ger- 
many bestowed  upon  its  successful  alumnus  an 
elaborate  diploma  that  praised  his  accomplishments 
in  medicine,  surgery,  and  obstetrics”  (13). 

Ferdinand  von  Herff  performed  his  last  operation 
in  1908,  when  he  was  87  years  old,  but  he  never 
lost  his  interest  in  the  advances  of  medicine.  A 
popular  man,  he  was  widely  appreciated  for  his  bril- 
liant mind,  his  gentlemanly  manners,  and  his  ener- 
getic approach  to  life,  which  had  contributed  so 
much  to  his  adopted  state.  He  died  at  home  on 
May  18,  1912,  at  the  age  of  91. 
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Reconstruction  of  the  atrophic  mandible.  Dennis  T.  Lani- 
gan,  MD;  J.  Duncan  Wray,  DDS;  and  Leslie  R.  Chasmar,  MD. 
Little,  Brown  and  Company,  of  Plastic  Surgery,  vol  16, 

no  4,  April  1986,  pp  333-353. 

Because  atrophy  of  the  jaws  in  edentulous  patients  is  a major 
health  problem,  how  best  to  reconstruct  the  atrophic  mandi- 
ble is  a dilemma  that  frequently  confronts  the  medical  and 
dental  professions.  After  loss  of  the  natural  dentition,  the  re- 
duction of  the  residual  ridges  is  progressive,  irreversible,  and 
cumulative.  The  cause  and  pathogenesis  of  mandibular  atrophy 
is  discussed.  In  the  evaluation  of  a patient,  the  amount  of  re- 
sidual bone  at  the  symphysis  should  be  measured  on  the  lateral 
cephalometric  radiograph  as  an  aid  to  treatment  planning.  This 
measurement  allows  the  degree  of  atrophy  to  be  classified  as 
minor,  moderate,  or  severe.  The  current  techniques  to  rehabili- 
tate the  edentulous  mandible,  including  relative  and  absolute 
heightening  techniques  and  implants,  are  reviewed  with  illus- 
trative examples.  A modification  of  a previous  absolute  height- 
ening osteotomy  technique  utilizing  pedicle  bone  flaps  is 
presented. 

Lumbar  disk  disease:  clinical  presentation,  diagnosis, 
and  treatment.  Robert  P.  Duming,  MD,  and  Maureen  L.  Mur- 
phy, PA-C.  McGT2c<N-\\i\l,  Postgraduate  Medicine,  vol  79,  no  5, 
AprU  1986,  pp  54-55,  61-62,  65-66,  68,  73-74. 

Back  pain  seems  almost  ubiquitous  in  our  society.  Every  day, 
physicians  hear  complaints  of  backaches,  yet  diagnosis  is  often 
difficult  because  of  the  need  to  rely  on  the  patient’s  subjective 
interpretation  of  the  pain.  The  most  difficult  clinical  decisions 
arise  when  the  history  and  physical  examination  are  compell- 
ing and  seem  diagnostic  of  disk  disease  yet  corroborative  tests 
fail  to  demonstrate  evidence  of  disease.  In  this  exhaustive  re- 
view, the  authors  discuss  the  clinical  findings  necessary  for 
accurate  diagnosis  and  treatment  of  lumbar  disk  disease. 

Recent  trends  in  mesothelioma  incidence  in  the  United 
States.  Robert  Spirtas,  DrPH;  Gilbert  W.  Beebe,  PhD;  Robert  R. 
Connelly,  MS,  et  al.  Alan  R.  Liss,  Inc,  American  Journal  of 
Industrial  Medicine,  vol  9,  1986,  pp  397-407. 

Mesothelioma  incidence  rates  based  on  data  from  population- 
based  cancer  registries  in  New  York  State  (exclusive  of  New 
York  City),  Los  Angeles  County,  California,  and  the  SEER  Pro- 
gram of  the  National  Cancer  Institute  were  analyzed  for  trends, 
using  original  cancer  registry  diagnoses.  Results  indicate  a sig- 
nificant increase  in  incidence  during  1973- 1980  for  pleural 
mesothelioma  among  white  males  older  than  55  at  time  of 
diagnosis  but  not  for  other  age-race-sex -site  subgroups.  A his- 
topathologic review  of  New  York  State  and  Los  Angeles  County 


cases  by  two  independent  pathologists,  expert  in  the  diagnosis 
of  mesothelioma,  lowered  the  overall  estimates  but  a signifi- 
cant upward  trend  remained.  The  observed  trend  does  not 
appear  to  be  related  to  changes  in  diagnostic  practice.  The 
results  of  a five-member  panel  of  expert  pathologists  will  be 
published  in  a separate  methodology  paper. 

Risk  fiactors  and  current  management  in  carcinoma  of 
the  endometrium.  J.  Taylor  Wharton,  MD;  John  J.  Mikuta, 

MD;  Curtis  Mettlin,  PhD,  et  al.  The  American  College  of  Sur- 
geons, Surgery  Gynecology  & Obstetrics,  vol  162,  no  6,  June 
1986,  pp  515-520. 

Approximately  3,000  women  die  each  year  in  the  United  States 
of  carcinoma  of  the  endometrium.  Statistics,  which  have  been 
compiled  by  the  American  Cancer  Society,  record  39,000  new 
instances  each  year.  This  high  cure  rate  is  dependent  upon  the 
frequent  and  correct  use  of  diagnostic  techniques  and  the  ex- 
cellent patient  education  programs  now  in  use.  The  results  of 
this  study  also  collaborate  the  value  and  cost  effectiveness  of 
the  patient  receiving  treatment  in  community -based  compre- 
hensive therapy  centers  or  properly  equipped  hospitals. 

In  this  survey,  patients  are  identifed  who  are  at  high  risk  for 
having  carcinoma  of  the  endometrium,  and  prognostic  factors 
that  are  frequently  discovered  by  careful  pretherapy  evaluation 
are  discussed.  The  current  therapy  methods  being  used  today 
are  presented  so  that  trends  are  easily  detected.  The  data  en- 
tered by  546  participating  hospitals  are  not  to  be  used  as  a 
guide  to  therapy,  but  as  a study  of  the  current  state  of  the  art  in 
the  treatment  of  this  malignant  disease. 

Acute  respiratory  distress  syndrome  (ARDS):  the  prophy- 
lactic effect  of  neurodepressant  agents.  Granville  G.  de 
Oliveira,  MD,  PhD;  Luis  T.  Shimano,  BSc;  and  Mercedes  P.  de 
Oliveira  Antonio,  MD,  PhD.  American  Association  for  the  Sur-  j 
gery  of  Trauma,  The  Journal  of  Trauma,  vol  26,  no  5,  1986,  pp 
451-457.  : 

It  has  been  suggested  that  acute  respiratory  distress  syndrome  | 
(ARDS)  is  induced  by  a cybernetic  imbalance  of  the  central 
nervous  system  secondary  to  alarm  reaction-provoked  intra- 
vascular coagulation  into  cerebral  microvessels.  The  brain 
metabolic  and  electrical  resting  state  through  the  use  of  neu- 
rodepressant drugs  might  theoretically  reduce  the  intensity 
and  duration  of  the  alarm  reaction,  thus  diminishing  the  possi- 
bility of  self-induced  secondary  brain  lesions.  In  this  work, 
Wistar  rats  were  submitted  to  central  (anterior  hypothalamic 
electrolytic  lesion)  and  peripheral  (scald  bum)  trauma  as 
effective  models  of  reproducing  an  ARDS-like  syndrome.  Pre- 
treatment of  these  animals  with  neurodepressant  drugs  (mor- 
phine, pentobarbital  sodium,  haloperidol,  diazepam,  chlorpro- 
mazine,  and  urethane)  resulted  in  significant  attenuation  of 
the  evolution  of  the  ARDS-like  syndrome,  reinforcing  the  sug- 
gestion of  a centrally-based  origin  of  such  pathologic 
manifestations. 
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vKOdin^ 


hydrocodone  bitartrate  5 mg  (Warning:  May  be  habit  forming.) 
with  acetaminophen  500  mg 


i Brief  Summary 

INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately  severe  pom 
t CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or  hydrocodone 

i WARNINGS 

Drug  Abuse  and  Dependence:  VICODIN  is  subject  to  the  Federol  Controlled  Substonces  Act  (Schedule  III). 
Psychic  dependence,  physical  dependence  and  tolerance  moy  develop  upon  repealed  odministralion  ol  narcot- 
ics, therefore,  VICODIN  should  be  prescribed  and  administered  with  the  some  caution  appropriate  to  the  use  of 
other  orol-norcotic-contoining  medications 

Respiralory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone  may  produce  dose-reloled  respiro- 

I lory  depression  by  acting  directly  on  broin  stem  respiratory  centers  Hydrocodone  olso  affects  centers  thot  control 
respirotory  rhythm,  ond  moy  produce  irregular  and  periodic  breathing 

Head  Injury  and  Increosed  Intrdcranial  Pressure:  The  respirotory  depressant  effects  of  narcotics  ond  their  co- 
pocity  to  elevate  cerebrospinol  fluid  pressure  moy  be  markedly  exaggerated  in  the  presence  of  head  injury,  other 
intracranial  lesions  or  o preexisting  increase  in  introcroniol  pressure  Furthermore,  norcotics  produce  adverse 
reactions  which  may  obscure  the  clinical  course  of  potients  with  heod  Injuries 
: Acute  Abdominol  Conditions:  The  administration  of  norcotics  may  obscure  the  diognosis  or  clinicol  course  of 
; patients  with  acute  abdominal  conditions 
PRECAUTIONS 

Special  Risk  Patients:  VICODIN  should  be  used  with  coution  in  elderly  or  debilitoted  patients  and  those  with 
severe  impairment  of  hepatic  or  renol  function,  hypothyroidism,  Addison's  disease,  prostotic  hypertrophy  or 
urethral  stricture 

Inlormotton  For  Patients:  VICODIN,  like  oil  norcotics,  moy  impair  the  mental  ond/or  physical  abilities  required  for 
the  performance  of  potentially  hazardous  tasks  such  os  driving  a cor  or  operating  machinery,  potients  should  be 
cautioned  accordingly 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  caution  should  be  exercised  when  VICODIN  is  used 
postoperotively  and  in  patients  with  pulmonary  disease 

Drug  Interactions:  The  CNS-depressant  effects  of  VICODIN  may  be  additive  with  that  ot  other  CNS  depressants 
When  combined  therapy  is  contemplated,  the  dose  ot  one  or  both  agents  should  be  reduced  The  use  ol  MAO 
inhibitors  or  tricyclic  antidepressants  with  hydrocodone  preparations  may  increase  the  effect  ol  either  the  anlide- 
pressont  or  hydrocodone  The  concurrent  use  of  onticholinergics  with  hydrocodone  moy  produce  paralytic  ileus 
Usage  in  Pregnancy:  Pregnancy  Colegory  C Hydrocodone  has  been  shown  to  be  teratogenic  in  hamsters  when 
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given  in  doses  700  times  the  human  dose  There  ore  no  adequate  and  well-controlled  studies  in  pregnant 
women  VICODIN  should  be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus 

Nonteratogenic  Effects:  Babies  born  to  mothers  who  hove  been  taking  opioids  regularly  prior  to  delivery  will  be 
physically  dependent  The  intensity  of  the  syndrome  does  not  always  correlate  with  the  duration  of  moternol 
opioid  use  or  dose. 

Labor  and  Delivery;  Administration  of  VICODIN  to  the  mother  shortly  before  delivery  moy  result  in  some  degree  of 
respirotorv  depression  in  the  newborn,  especially  if  higher  doses  are  used 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk,  therefore,  a decision  should  be 
mode  whether  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the  importance  ot  the  drug  to 
the  mother 

Pediatric  Use:  Safety  ond  effectiveness  in  children  hove  not  been  established. 

ADVERSE  REACTIDNS 

Central  Nervous  System;  Sedation,  drowsiness,  mentol  clouding,  lethargy  impairment  ot  mental  ond  physical 
pertormonce,  onxiefy,  fear,  dysphoria,  dizziness,  psychic  dependence,  mood  changes 
Gastrointestinal  System:  Nausea  and  vomiting  may  occur,  they  ore  more  frequent  in  ombulotory  than  in  recum- 
bent potients  Prolonged  administration  ot  VICODIN  moy  produce  constipation 
Genilourinory  System:  Ureteral  spasm,  spasm  of  vesicol  sphincters  and  urinary  retention  hove  been  reported 
Respirotory  Depression:  (See  WARNINGS ) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the  severity  of  the  pom  and  the 
response  ot  the  patient  However,  toleronce  to  hydrocodone  con  develop  with  continued  use,  and  the  incidence  of  ■ 
untoward  effects  is  dose  related 

The  usual  dose  is  one  toblet  every  six  hours  os  needed  for  pain.  (It  necessary  this  dose  may  be  repeoted  at  four- 
hour  intervals.)  In  cases  of  more  severe  pain,  two  tablets  every  six  hours  (up  to  eight  tablets  in  24  hours)  may  be 
required  Revised,  April  1982 


KNOLL  PHARMACEUTICAL  COMPANY 


knoll  30  NORTH  JEFFERSON  ROAD,  WHIPPANY,  NEW  JERSEY  07981 


February,  1 985 


MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are;  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name 

(Please  Print) 

Address 

City 

State 

( 

Zip 

) 

Specialty  Office  Phone 

Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 


2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 
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Texas  Medical  Association 
1986  Fall  Conference 

September  13, 1986 
9 a.m.-5  p.m. 

Hyatt  Regency  Austin 


T he  TMA  1 986  Fall  Conference  presents  an  update  on  the  issues  facing 
both  the  medical  profession  as  a whole  and  you  as  a physician  striving  to 
provide  quality  medical  care. 

Highlights  of  the  conference  include  guests  speakers  and  breakout  ses- 
sions covering  practice  management  and  marketing,  PPOs,  legislative  and 
political  affairs,  and  ethics  and  bioethics. 


itsues  in  Medicine 


P Additional  Programs 


> Registration  and  Housing 


'test  Speakers 

i est  speakers  will  be  featured  from  9 to 
' a.m.  and  following  lunch  from  1 :1  5 to 

:5  p.m. 

[ 

i' 

iin  J.  Coury,  Jr.,  MD,  Port  Huron,  Michi- 
ji,  president,  American  Medical  Associa- 
1,  will  speak  on  current  issues  affecting 
l^sicians. 

nes  S.  Todd,  MD,  Chicago,  deputy 
-jcutive  vice  president,  American  Medical 
iociation,  will  talk  about  professional  lia- 
Ity  and  tort  reform. 

I! 

hard  F.  Corlin,  MD,  Santa  Monica, 
[lifornia,  chairman,  American  Medical 
nociation  Council  on  Long  Range  Plan- 
ig  and  Development,  and  speaker, 
iuse  of  Delegates,  California  Medical 
iociation,  will  provide  an  update  on  the 
i)idly  changing  United  States  health  care 
item. 

isorge  Conomikes,  Marina  del  Rey, 
ilifornia,  president,  Conomikes  Associ- 
i!S,  Inc.,  will  address  practice  manage- 
nt  and  marketing  techniques. 


On  Sunday,  the  Hospital  Medical  Staff 
Section  will  sponsor  a program  which  is 
open  to  all  TMA  members.  Resident  and 
student  section  meetings  will  be  held  Satur- 
day, and  postgraduate  courses  will  be  held 
September  13  — 14.  Most  TMA  commit- 
tees, councils,  and  boards  will  also  meet  in 
conjunction  with  the  conference. 


^ Hospitality 

Conference  participants  and  their  guests 
are  invited  to  a luncheon  on  Saturday  and 
to  a hospitality  hour  following  the  confer- 
ence. The  reception  will  be  hosted  by  Texas 
Medical  Liability  Trust. 


If  you  are  a provisional  member,  you  may 
fulfill  the  requirement  to  attend  a state- 
level  meeting  by  attending  the  regular 
conference  sessions  on  Saturday,  Septem- 
ber 1 3,  from  9 a.m.  to  5 p.m. 


There  is  no  fee  or  pre-registration  for  the 
conference.  However,  you  are  encouraged 
to  use  the  accompanying  official  housing 
request  form  to  make  hotel  reservations. 
Housing  is  limited;  deadline  for  reserva- 
tions is  August  29,  1 986. 


Check  your  mail  for  the  August  issue  of 
TMA  Action  which  features  details  about 
the  1 986  Fall  Conference. 
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^ Provisional  Member 
Requirement 


Volume  82  August  1986 


FOR  HOUSING  BUREAU  USE  ONLY 

Texas  Medical  Association 

Fall  Conference 

September  13, 1986 

Austin,  Texas 

MAIL  TO: 

CENTRAL  HOUSING  BUREAU 

P.O.  BOX  1967 

OFFICIAL  HOUSING  REQUEST  FORM 

AUSTIN,  TX  78767 

• PLEASE  READ  CAREFULLY  • 


_PLEASE  PRINT  OR  TYPE  ALL  ITEMS  TO  ASSURE  ACCURACY. 

_COMPLETE  EACH  PART  BELOW  IN  DETAIL  FOR  CORRECT  AND  RAPID  PROCESSING. 

_SHOULD  MORE  THAN  TWO  (2)  ROOMS  BE  NEEDED,  FORM  MAY  BE  DUPLICATED,  OR  SUPPLEMENTAL  ROOM  LIST  MUST  BE 
ATTACHED  USING  SAME  FORMAT  AS  IN  PART  III. 

_ALL  CONFIRMATIONS  WILL  BE  SENT  TO  INDIVIDUAL  INDICATED  IN  PART  I. 

PART  I 


INSTRUCTIONS:  Complete  requested  data  using  abbreviations  as  necessary 
NAME  OF  PERSON  REOUESTING  ROOMS 


(First  Name) 


(Last  Name) 


(M.  Initial) 


(Name  of  Company  or  Firm) 


(Street  Address  or  P.O  Box  Number) 


(City) 


(State)  (Zip) 


(Country)  (Area  Code)  (Phone  Number) 

(Credit  Card)  (Number)  (Expiration  Date) 

PART  II 

INSTRUCTIONS:  Select  THREE  Hotel/Motels  of  your  choice  No  request  will  be  processed  without  THREE  choices. 


(FIRST  CHOICE)  (SECOND  CHOICE)  (THIRD  CHOICE) 

PART  III 

INSTRUCTIONS:  1.  PRINT  OR  TYPE  NAMES  OF  ALL  PERSONS  OCCUPYING  EACH  ROOM. 

2.  SELECT  TYPE  ROOM  DESIRED  WITH  ARRIVAL  AND  DEPARTURE  DATES 

3.  SUPPLEMENTAL  LIST  FOR  ADDITIONAL  ROOMS  MUST  USE  SAME  FORMAT 

4.  PRINT  OR  TYPE  LAST  NAME  FIRST. 

CHECK  ONE 

□ SINGLE  (1RM-1  per.-l  Bed) 

□ DOUBLE  (1RM-2  per,-1  Bed) 

□ DBUDBL  (1RM-2  per.-2  Beds) 

□ TRIPLE  (1RM-3  per.-2  Beds) 

□ QUAD  (1RM-4  per.-2  Beds) 

□ P + 1 (Parlor  & 1 bedroom) 

□ P + 2 (Parlor  & 2 bedrooms) 

ARR  DATE 

OCCUPANT’S  NAME/S  (PRINT  LAST  NAME  FIRST) 

ROOM 

NO.  1 

1. 

DEP.  DATE 

2. 

ARR  TIME 

AM  PM  

(Check  One) 

3. 

4. 

CHECK  ONE 

□ SINGLE  (1RM-1  per.) 

□ DOUBLE  (1RM-2  per.) 

□ DBL/DBL  (1RM-2  beds) 

□ TRIPLE 

□ QUAD 

□ P +1  (Parlor  & 1 bedroom) 

□ P + 2 (Parlor  & 2 bedrooms) 

ARR.  DATE 

DEP.  DATE 

OCCUPANT’S  NAME/S  (PRINT  LAST  NAME  FIRST) 

ROOM 

NO.  2 

1. 

2. 

ARR  TIME 

AM  PM  

(Check  One) 

3. 

4. 

* NOTE:  Reservation  will  be  held  only  until  6 p.m.  unless  a credit  card  number  is  provided  or  a deposit  sent  to  the  hotel. 


FOR  USE  OF 
ASSN.  ONLY 


PLEASE  RECHECK  ALL  ITEMS  FOR  CORRECT  INFORMATION. 


Hotel  Information  Hyatt  Regency  Austin 

Sheraton  Crest  Inn 

Embassy  Suites 

208  Barton  Springs  Road 

1 1 1 East  First  Street 

300  South  Congres 

S $83  D $93 

S $63  D $73 

(Across  from  Hyatt) 

S $79  D $79 

IPDATE 

n® 

m 

|)Stgraduate  Courses 
Iptember  13-14, 1986 

|!view,  update,  and  presentation  of  practical  in- 
jnation  in  four  essential  fields  will  be  offered  in 
jjunction  with  the  TMA  1986  Fall  Conference. 

nn  organization  accredited  by  the  Accreditation 
incil  for  Continuing  Medical  Education  to  spon- 
I continuing  education  for  physicians,  the  Texas 
jjical  Association  designates  these  continuing 
jlical  activities  as  meeting  the  criteria  for  hour- 
jhour  credit  in  Category  1 of  the  Physician's 
iognition  Award  of  the  American  Medical 
ociation. 

I 

Register,  complete  the  postgraduate  course  form 
I return  it  with  your  check  before  September  1 2, 
'6.  Make  check  payable  to  Texas  Medical  Asso- 
lion.  Your  registration  will  be  acknowledged, 
jjnds  will  be  made  through  September  12. 

lirses  are  primarily  offered  for  TMA  members, 
iimembers  will  be  admitted  on  a space-available 
|is.  The  fee  for  students,  residents,  and  retired 
'sicians  is  one-half  the  nonmember  fee. 
i 


I 

Turday,  September  13 

i 

! 

lie  Life  Support  for  Physicians 

i p.m.,  Austin-Town  Lake  Embassy  Suites  Hotel 
: Member,  $40;  Nonmember,  |45 
dit:  4 hours.  Category  1,  AMA  PRA 

nsored  in  conjunction  with  the  American  Heart 
ociation,  Texas  Affiliate,  Inc. 

ie  conclusion  of  the  course,  a participant  should 
able  to  define  sudden  death,  state  two  lifestyle 
- nges  which  will  reduce  the  risk  of  heart  attack, 
.cribe  risk  factors  precluding  heart  attack,  iden- 
signals  of  heart  attack,  recognize  the  need  for 
fiopulmonary  resuscitation;  describe  how  and 
jn  to  call  for  help;  state  EMS  emergency  number, 
perform  according  to  American  Heart  Associa- 
Standards  and  Guidelines  for  Cardiopulmonary 
uscitation  and  Emergency  Cardiac  Care:  (a) 

;ue  breathing;  (b)  one-rescuer  cardiopulmonary 
' iscitation;  (c)  two-rescuer  cardiopulmonary  re- 
dtation;  (d)  infant/child  rescues;  and  (e)  man- 
iment  of  obstructed  airway— conscious  and 
onscious  victim. 

il  written  and  manikin  examinations  will  be 
;n.  Those  completing  the  examinations  satisfac- 
ly  will  receive  certification  as  providers  in  Basic 
Support  for  Physicians  from  the  American  Heart 
Si  ociation. 


Registration  for  Postgraduate  Courses 

Check  must  accompany  request  for  course  registration.  Moke  check  payable  to  Texos  Medical  Association,  and  mail 
to  Texas  Medical  Association,  Business  Office,  1 801  North  Lamar  Boulevard,  Austin,  Texas  78701 . 

Saturday,  September  13 

F-1  Basic  Lite  Support  for  Physicians  $ 

Member  $40;  Nonmember  $45 

Sunday,  September  1 4 

F-2  AIDS  $ 

Member  $75;  Nonmember  $80 

F-3  Osteoporosis  and  Post-Menopausal  Syndromes  $ 

Member  $75;  Nonmember  $80 

F-4  Primary  Care  for  Critical  Conditions  $ 

(First  Two  Hours) 

Member  $75;  Nonmember  $80 

Total  $ 

No  refunds  after  September  1 2 

Nome 

Address 

City State Zip  code 


Sunday,  September  14 

F-2 

AIDS 

8 a.m.-l  p.m.,  Hyatt  Regency  Austin 
Fee:  Member  $75;  Nonmember  $80 
Credit:  5 hours.  Category  1,  AMA  PRA 

Barry  D.  Hofkin,  M.D.,  Course  Director 
Infectious  Diseases 
Austin  Diagnostic  Clinic 
Austin 


Sunday,  September  14 

F-3 

Osteoporosis  and  Post-Menopousol  Syndromes 

8 a.m.-l  p.m.,  Hyatt  Regency  Austin 
Fee:  Member  $75;  Nonmember  $80 
Credit:  5 hours.  Category  1,  AMA  PRA 

Veronica  K.  Piziok,  M.D.,  Course  Director 
Associate  Professor  of  Endocrinology 
Department  of  Medicine; 

Senior  Staff  Physician 
Division  of  Endocrinology 
Scott  and  White  Clinic 
Temple 


Sunday,  September  14 

F-4 

Primary  Care  for  Critical  Conditions  (first  two 
hours) 

8 a.m.-l  p.m.,  Hyatt  Regency  Austin 
Fee:  Member  $75;  Nonmember  $80 
Credit:  5 hours.  Category  1,  AMA  PRA 

Wayne  R.  Snodgrass,  M.D.,  Ph.D.,  Course  Director 
Associate  Professor  of  Anesthesiology  and 
Pharmacology-Toxicology 
The  University  of  Texas  Medical  Branch 
Galveston 

Lenord  R.  Durrett,  M.D.,  Ph.D. 

Assistant  Professor  of  Anesthesiology  and 
Pharmacology-Toxicology 
The  University  of  Texas  Medical  Branch 
Galveston 

JohnM.  Wallace,  M.D. 

Professor  of  Medicine  and  Pharmacology- 
Toxicology 

The  University  of  Texas  Medical  Branch 
Galveston 
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Xnformatioyi  for  liiithors 


Texas  Medicine  has  two  purposes:  As  a continuing  education  vehicle 
for  physicians,  it  publishes  clinically  useful  scientific  articles  and  other 
technical  information.  As  the  official  publication  of  the  Texas  Medical 
Association,  it  informs  members — through  editorials,  news  pages,  and 
regular  departments — about  medical  events,  legislative  and  govern- 
mental news,  meetings,  continuing  education  courses,  and  programs 
and  policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Managing  Editor, 

1801  North  Lamar  Blvd,  Austin  78701.  It  must  be  offered  solely  to  this 
journal.  Each  article  is  reviewed  by  a consultant  specialist  and  an  edi- 
torial board,  and  is  accepted  or  rejected  on  the  basis  of  its  individual 
merit  and  the  availability  of  other  material  Reviews  usually  take  six  to 
eight  weeks. 

Copyright  assignment 

In  view  of  The  Copyright  Revision  Act  of  1976,  effective  Jan  1,  1978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage: "In  consideration  of  the  Texas  Medical  Association  taking  action 
in  reviewing  and  editing  my  submission,  the  author(  s)  undersigned 
hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright  ownership 
to  the  Texas  Medical  Association  in  the  event  that  such  work  is  pub- 
lished by  the  TMA.” 

We  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  necessitate  return  of 
the  manuscript. 

Scientific  articles 

Manuscripts  should  be  typed  double-spaced  with  ample  margins.  ITiree 
copies,  including  illustrations,  should  be  submitted  and  the  author 
should  keep  a copy. 

Please  indicate  six  key  words  for  indexing. 

Titles  should  include  the  words  most  suitable  for  indexing  the  ar- 
ticle in  “Index  Medicus,”  should  stress  the  main  point,  and  should  be 
brief  Subtitles  should  not  be  connected  grammatically  with  the  main 
title. 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory  summary  of  100-150  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  For  spelling  and  usage  the  editors  follow 
“Dorland’s  Illustrated  Medical  Dictionary',”  26th  edition,  and  “Webster’s 
Third  New  International  Dictionary,  Unabridged.” 

The  text  of  observational  and  experimental  articles  is  usually — but 
not  necessarily — divided  into  sections  with  the  headings:  Introduction, 
Methods,  Results,  and  Discussion.  Subheadings  may  be  needed  to  clar- 
ify content.  Other  types  of  articles  may  need  different  formats. 

For  more  extensive  information  about  preparing  medical  articles  for 
publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  re- 
quirements for  manuscripts  submitted  to  biomedical  journals.  The 
complete  document  is  available  in  the  June  1982  issue  of  the  Annals 
of  Internal  Medicine. 

Barclay  WR,  Southgate  MT,  Mayo  RW:  Manual  for  authors  and  edi- 
tors: editorial  style  and  manuscript  preparation.  Los  Altos,  Calif, 

Lange  Medical  Publications,  1981.  Compiled  for  the  American  Medical 
Association. 

CBE  Style  Manual  Committee:  Council  of  Biology  Editors  style  man- 
ual: a guide  for  authors,  editors,  and  publishers  in  the  biological  sci- 
ences. 4th  ed.  Council  of  Biology  Editors,  Inc,  1978.  Distributed  by  the 
American  Institute  of  Biological  Sciences,  Arlington,  VA. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to  prin- 
ciples and  techniques  of  clear,  concise  writing,  and  are  applicable  to 
scientific  as  well  as  general  topics. 

References 

References  to  scientific  publications  should  be  listed  in  numerical  order 
at  the  end  of  the  article,  with  reference  numbers  placed  in  parentheses 
at  appropriate  points  in  text. 

Minimum  acceptable  data: 

Journals-.  Author,  article  title,  journal,  volume,  inclusive  pages,  year. 

Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  must  be  included  so  that  the 
information  can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  available 
should  be  excluded  from  the  reference  list,  but  may  be  mentioned 
parenthetically  or  in  footnotes. 


Illustrations 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author’s 
name,  and  title  of  article  in  brief 

Legends  should  be  in  complete  sentences,  numbered,  and  typed  on 
a separate  sheet  of  paper. 

Tables  should  be  typed  on  separate  sheets.  Column  headings  should 
show  points  of  similarity;  side  headings,  points  of  difference. 

Previously  published  material 

Written  permission  should  be  obtained  from  the  publishers  and  the 
authors  for  use  of  any  previously  published  material  (extensive  textual 
matter,  illustrations,  tables)  used.  Short  verbatim  quotations  in  the  text 
may  be  used  without  permission,  but  should  be  quoted  exactly  with 
the  source  credited.  Copies  of  permission  letters  should  be  submitted 
with  manuscript. 

Editorials 

Editorials  should  be  written  in  clear,  concise  language.  Length  should 
be  about  two  or  three  pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor,  con- 
sultants, and  Board  of  Publication. 

News 

News  items  should  be  sent  to  the  Editorial  Offices,  1801  North  Lamar 
Blvd,  Austin  78701. 

Obituaries 

Brief  obituaries  of  deceased  TMA  members  are  published  if  adequate 
information  is  received  within  four  months  of  date  of  death.  With  noti- 
fication, please  include  the  name  and  address  of  next  of  kin. 

Policy  on  columns 

Few  contributors  recognize  beforehand  the  demands  of  producing  a 
monthly  column  that  will  consistently  be  of  interest  and  value  to  the 
reader.  Although  a few  regular  columns  appear,  it  has  not  been  the 
policy  to  grant  monthly  pages  to  specific  committees,  councils,  or 
groups. 

The  Editorial  Committee  and  the  editors  do,  however,  encourage 
committees,  councils,  and  individuals  to  submit  original  material  which 
they  consider  valuable  to  readers.  Should  regular  publication  in  col- 
umn form  be  deemed  appropriate,  the  committee  and  the  editors  will 
consider  development  of  a column. 

Editing 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  sent  to  the  printer,  only 
minimal  revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  the  printer  at  an  established  sched-i 
ule  of  costs.  Authors  automatically  receive  order  blanks  when  their  j 
articles  are  published.  i 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association. 
Written  permission  from  the  managing  editor  must  be  obtained  be- 
fore reproducing,  in  part  or  in  whole,  any  material  published  in  Texas 
Medicine. 

Point  of  View 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  endorse 
ment  of  the  views  expressed  therein,  nor  shall  publication  of  any  ad- 
vertisement be  considered  an  endorsement  of  or  approval  of  the 
product  or  service  involved. 
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feature  I Off  duty:  Dallas  MDs 

have  fim  with  music 


Many  people  enjoy  hobbies  related  to 
music.  Dallas  physicians  Wayne  Z. 
Btirkhead  and  Fred  Lester  are  no  differ- 
ent, except  that  they  have  taken  their 
hobby  out  of  the  living  room  and  into 
the  recording  studio.  They  remove  their 
surgical  masks,  step  up  to  the  micro- 
phone, and  assume  the  personae  of 
"Buzz”  Burkhead  and  Fred  "Doctor  Doc- 
tor" Lester,  the  featured  artists  on  45 
rpm  recordings  "Tan  Lines”  and  "Sum- 
mer Clothes,  ” and  the  creative  talent  be- 
hind recordings  of  "Merry  Christmas 
Little  One”  and  "All  Things  Through 
Christ” 

Orthopaedic  surgeon  Wayne  “Buzz” 
Burkhead  describes  the  commer- 
cial success  of  his  recording  ca- 
! reer  with  plastic  surgeon  Fred  “Doctor 
Doctor”  Lester  by  saying,  “If  my  mom 
I buys  another  thousand  records,  we  ll 
1 break  even.”  Dr  Lester  has  a similar  cval- 
I nation  of  music  as  a career.  “I  found  it  a 
; lot  easier  to  have  music  as  a hobby,”  he 
; says.  “I  have  to  feed  a family,  and  music  is 
unpredictable  as  a vocation.  We  certainly 
don’t  take  it  seriously.” 

Despite  their  self-described  slim 
chances  for  musical  stardom,  the  two 
have  collaborated  on  about  20  songs,  and 
I have  recorded  four  of  them  on  their  own 
I label,  Bonetone  Records.  The  most  well 
1 known  among  those  is  “Tan  Lines,”  which 
has  been  played  on  radio  stations  in 
Dallas  and  as  far  away  as  Boston.  The 
song  is  a rocking  tribute  to  a bathing 
beauty  “who  ain’t  got  no  hangups  bout 
lying  in  the  sun.”  The  flip  side  “Summer 
Clothes”  laments  winter  weight-gain:  “1 
can’t  get  into  my  summer  clothes/  Taking 
, a shower,  I can’t  see  my  toes/  Chasing 
girls  and  1 2-ounce  curls/  Don’t  get  you  in 
shape  for  poolside.”  The  other  recording 
features  two  contemporary  Christian 
songs,  “Merry  Christmas  Little  One”  and 
' “All  Things  Though  Christ.” 

“Our  music  runs  the  gamut,”  Dr  Burk- 
I head  says.  “We  play  country-western, 
l!  rock,  and  gospel.  We  enjoy  doing  the 
whole  spectrum.”  He  adds,  “Our  music 
'1  style  has  changed  a lot.  In  the  five  years 
t that  we’ve  been  playing  together,  we 
li  both  have  had  children,  and  our  lives 
I have  changed.  So,  the  songs  that  we 
Ij  wrote  five  or  six  years  ago,  we’re  some- 
p times  embarrassed  by  now.” 

A sales  representative  has  offered  the 


records  to  local  stores,  and  the  physi- 
cians themselves  have  done  some  of  the 
legwork.  “But,  the  biggest  problem  is  try- 
ing to  get  someone  to  pick  up  distribu- 
torship for  single  45s.  There’s  just  not 
that  big  a market,”  Dr  Burkhead  says. 

Fhe  team  captured  national  publicity 
when  the  Associated  Press  distributed  an 
article  about  their  hobby,  but  Dr  Burk- 
head notes,  “We  got  a lot  more  press 
than  we  got  record  sales.  It  went  in 
papers  all  over  the  country.  Unfortu- 
nately, we  don’t  have  records  for  sale  in 
any  of  those  cities.” 

Drs  Burkhead  and  Lester,  two  native 
Texans,  share  a love  of  music  that  began 
when  each  was  a teenager.  Dr  Burkhead’s 
only  formal  training  consisted  of  “guitar 
lessons  when  I was  a kid.”  He  played 
with  rock  bands  in  junior  high  and  high 
school,  but  drifted  away  from  music 
during  college  and  medical  school.  As  an 
intern,  he  turned  to  music  “ . . . for  some- 
thing creative  and  something  to  relieve 
the  stress.” 

Dr  Lester,  who  studied  classical  piano 
for  1 5 years  and  theory  and  composition 
for  two  years  at  Baylor  University,  consid- 
ered music  as  a career,  but  changed  his 
mind.  “Who  knows  why  you  decide  to  do 
something  when  you’re  20  years  old — 
probably  hormones,”  he  says. 

In  their  creative  efforts.  Dr  Burkhead 
usually  takes  the  role  of  lyricist  and  plays 
the  guitar.  Dr  Lester  plays  the  organ  and 
synthesizer  and  provides  music  and  ar- 
rangements. Dr  Lester  explains,  “Buzz  is 
the  inspiration  for  most  of  the  songs.  My 
job  is  to  take  that  spark  of  ingenuity  and 
put  it  to  music.” 

Dr  Burkhead  says  that  he  finds  ideas 
for  songs  “all  over.”  “A  lot  of  times  I’ll  get 
a song  title  out  of  my  work,  like  ‘There’s 
no  Broken  Bones,  Just  Broken  Feelings  ’ I 
was  moonlighting  in  a hospital,  and  one 
patient  had  been  beaten  up  by  her  hus- 
band. I was  looking  at  her  x-rays  in  the  U- 
box,  and  I couldn’t  see  any  broken 
bones.  I said,  ‘No  broken  bones,  just 
broken  feelings,’  because  it  was  her  hus- 
band. I wrote  it  as  a country  and  western 
parody.  A lot  of  the  song  titles  come  from 
real  life,  but  I just  create  the  story  be- 
hind it.” 

Dr  Burkhead  adds,  “The  funny  songs 
come  real  easy.  But,  if  you  really  feel 
strongly  about  something,  you’re  kind  of 
embarrassed  about  admitting  it  or  writ- 


ing about  it  or  having  anybody  else  look 
at  it.  So,  those  are  the  songs  that  really 
are  the  hardest  ones  to  write.” 

Because  the  physicians  are  establishing 
their  practices  and  have  young  families, 
there  has  not  been  much  time  to  devote 
to  their  hobby  recently.  But,  both  hope 
to  put  more  energy  into  music  in  the  fu- 
ture. Dr  Lester,  who  says  he  has  “2.7” 
children,  with  a baby  due  soon,  says, 
“Physicians  work  so  hard  to  build  a prac- 
tice and  give  good  medical  care,  and  it 
seems  to  take  over.  That’s  true.  I’m  sure, 
for  every  physician  in  every  specialty.” 

Dr  Burkhead,  the  father  of  a two-and-a- 
half  year  old  son  and  nine-month-old 
daughter,  dreams  of  becoming  a contrib- 
uting songwriter  to  a major  record  label. 

In  the  meantime,  other  songs  are  in 
the  works  as  time  allows.  “We  had  hoped 
to  do  a Sesquicentennial  album,  but  we 
have  so  little  time  to  devote  to  this,  that 
we  just  haven’t.  I had  enough  songs  to 
put  on  a Sesquicentennial  album,  and 
now  I’ve  got  all  these  songs.  There’s 
nothing  that  rhymes  with  Sesquicenten- 
nial, so,  you  wait  for  another  celebration, 
you’ve  got  another  50  years.  I’ll  be  83 
years  old,  which  will  be  about  the  time — 
and  I’ve  calculated  it — that  if  sales  go 
like  they  have  been,  we’ll  get  our  first 
platinum  record  about  that  time.” 

Until  that  time,  music  and  medicine 
mesh  nicely  for  the  two  physicians.  Dr 
Burkhead  observes,  “I  don’t  think  I ever 
would  have  had  the  discipline  to  write  a 
whole  song  out,  to  finish  it,  if  I hadn’t 
gone  into  medicine.  That  ability  to  sit 
down  with  an  idea  and  complete  it  didn’t 
come  very  naturally  to  me.” 

Dr  Lester  says  music  is  a creative  out- 
let from  a stressful  profession.  He  adds, 
“Probably  in  a different  way  than  one 
might  think.  Dr  Burkhead  and  I enjoy 
playing  rather  loud  and  raucous  rock  and 
roll  at  extreme  volumes.  And,  some  of 
that  might  not  be  too  soothing.” 

The  physician-musicians  say  their  col- 
leagues are  supportive  of  their  hobby. 
“I’ve  had  nothing  but  positive  responses,” 
Dr  Burkhead  says.  “My  patients  think  it’s 
the  neatest  thing  in  the  world.  Music  is 
such  a small  part  of  our  lives,  but  it’s 
something  that  people  can  have  fiin 
with.”  He  adds,  “I’m  a much  better  doc- 
tor than  musician.” 

DONNA  B.  JONES 

News  Editor,  Texas  Medicine 
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The  current  litigation  explosion  means  that  Texas 
physicians  must  cope  in  a volatile  liability  arena. 
Never  before  have  reliable  insurance  services  been  so 
important  nor  selection  of  your  insurance  carrier 

more  meaningful. 

INTEGRITY  . . . the  most  critical  ingredient  in 
choosing  appropriate  protection.  It  means  your  insur^ 
ance  policy  is  backed  by  a genuine  intent  to  keep  the 

odds  in  your  favor. 

TMLT  has  set  a standard  of  medical  liability  protec- 
tion. Our  very  concept  of  insurance  means  integrity. 
Call  us.  The  Texas  Medical  Liability  Trust - 
exclusively  for  Texas  physicians. 


TEXAS 

MEDICAL 

LIABILITY 

TRUST 


THE  stanhard  has  beeh  set 


Statewide  Service  Center;  1-800-2 5 2-91 79/ P.O.  Bdx  14746,  Austin,  Texas  78761 
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Competence  and  quality 
assurance  in  medicine 

Many  segments  of  society  are  joining  in  the  search  for  work- 
able solutions  to  the  problem  of  sharply  rising  liability  in- 
surance premiums.  Because  many  personal  injury  claims 
involve  alleged  negligence  by  licensed  professionals  ( such  as 
attorneys,  physicians,  architects,  arui  dentists),  the  efforts  of 
those  professions  to  uphold  and  enforce  standards  of  practice 
are  being  re-examined.  In  short,  public  debate  has  focused 
upon  whether  governmental  and  private  regulation  of  the 
professions  is  adequate  or  if  the  system  needs  changes. 

The  Texas  State  Board  of  Medical  Examiners  (TSBME)  not 
only  licenses  physicians  but  also  investigates  complaints  in- 
volving physicians.  In  addition  to  the  state  board  profes- 
sional organizations  such  as  Texas  Medical  Association  and 
its  component  county  medical  societies,  private  hospitals,  the 
Veterans  Administration,  the  military,  and  the  state’s  peer 
review  organization  have  related  but  independent  responsi- 
bilities concerning  quality  assurance.  This  article  discusses 
the  scope  of  medical  peer  review  and  disciplinary  activities 
performed  by  each  of  these  organizations  and  how  their  ac- 
tivities mesh. 

County  medical  societies 

Texas  Medical  Association  is  a voluntary  professional  organiza- 
tion of  more  than  25,000  physicians  and  medical  students  who 
maintain  membership  in  one  of  the  association’s  116  compo- 
nent county  medical  societies.  As  of  Dec  31,  1985,  approxi- 
mately 80%  of  the  licensed  doctors  of  medicine  who  reside  in 
Texas  were  TMA  members  ( 1 ). 

TMA  Bylaws  require  each  county  society  to  establish  a pub- 
lic grievance  committee  to  respond  to  complaints  or  questions 
about  the  ethical  or  professional  practice  of  society  members 
(2).  Each  society  also  elects  a board  of  censors  to  perform  a 
similar  investigatory  and  monitoring  role  concerning  com- 
plaints brought  by  physician  members  of  the  society  against 
other  members  (2,  Sec  15.44).  In  both  instances,  the  county 
medical  society  may  hear  only  complaints  involving  society 
members;  ie,  those  physicians  who  have  agreed,  as  a condition 
64  of  their  membership,  to  subject  their  conduct  to  review  by 
their  peers.  Complaints  about  nonmember  physicians  are  re- 
ferred without  review  to  the  TSBME. 

Each  year  the  Texas  Medical  Association’s  Board  of  Coun- 
cilors asks  county  medical  societies  to  summarize  the  activities 
of  their  public  grievance  committees  in  a statistical  report. 
During  the  last  eight  years,  the  societies  Reported  5,1 18  com- 
plaints (3).  During  the  same  time  period,  committees  referred 
1 34  cases  to  their  societies’  boards  of  censors  for  further  in- 
vestigation and  recommendations  (3).  Reports  for  the  years 
1979-1985  indicate  that  public  grievance  committees  either 
suggested  a mutually  agreed  settlement  or  found  in  favor  of 
the  complainant  in  42%  of  the  cases  (3). 

Medical  societies  may  receive  complaints  involving  mem- 
bers that  fall  within  the  jurisdiction  of  the  Texas  State  Board  of 


Medical  Examiners  under  the  Medical  Practice  Act  of  Texas 
(4).  The  Bylaws  of  the  Texas  Medical  Association  require 
members  to  abide  by  the  Principles  of  Medical  Ethics  of  the 
American  Medical  Association,  one  of  which  states,  “A  physi- 
cian shall  deal  honestly  with  patients  and  colleagues,  and  strive 
to  expose  those  physicians  deficient  in  character  or  compe- 
tence, or  who  engage  in  fraud  or  deception”  ( 5 ).  Thus,  medi- 
cal societies  may  suggest  to  a complainant  that  the  state  board 
should  review  the  complaint.  Over  the  last  four  fiscal  years, 
49.7%  of  the  complaints  received  by  the  TSBME  came  from 
patients  or  physicians  licensed  by  the  board.  Pharmacists, 
other  health  professionals,  law  enforcement  agencies,  other 
government  agencies,  and  anonymous  informants  provided  the 
balance  of  the  complaints  (6). 

The  Texas  Medical  Practice  Act  encourages  reporting  to  the 
Board  of  Medical  Examiners  if  ”...  the  information  relating  to 
the  physician  reasonably  raises  a question  with  respect  to  his 
competency”  [4,  Sec  5.06(a)].  A member,  employee,  or  agent 
of  a “medical  peer  review  committee”  who  reports  to  the 
board  is  immune  from  civil  liability  if  he  or  she  acts  without 
malice  and  in  the  reasonable  belief  that  the  action  or  recom- 
mendation is  warranted  by  the  known  facts  [4,  Sec  1.03(3)  and 
Sec  5.06(fX2)|.  Even  that  statutory  immunity  may  provide  in- 
complete protection  for  physicians  or  others  who  report  or 
offer  testimony  regarding  a physician’s  competence  before  the 
TSBME  if  the  accused  physician  later  claims  in  a lawsuit  that 
the  report  or  testimony  was  based  upon  impermissible  mo- 
tives. The  reporting  or  testifying  physician  still  must  defend 
himself  in  court  and  pay  court  costs  and  attorney  fees. 

Medical  societies  dso  have  assumed  a dominant  role  in  iden- 
tifying and  assisting  physicians  whose  ability  to  practice  quality 
medicine  has  been  impaired  by  drug  or  alcohol  abuse,  or  men- 
tal or  physical  illness  or  deterioration.  Since  their  inception  in 
the  1970s,  impaired  physician  committees  within  the  Texas 
Medical  Association  and  the  Texas  Osteopathic  Medical  Asso- 
ciation (TOMA)  have  helped  several  hundred  impaired  physi- 
cians to  obtain  appropriate  assistance.  The  vast  majority  of 
those  physicians  have  returned  successfully  to  their  practices 
and  their  families  without  formal  action  by  the  Texas  State 
Board  of  Medical  Examiners  having  become  necessary.  Studies 
indicate  that  as  a group,  physicians  impaired  by  substance 
abuse  exhibit  an  appreciably  higher  recovery  rate  than  do 
other  patients  ( 7 ).  Thus,  referral  of  physicians  to  treatment 
rather  than  punishment  makes  sense  not  only  in  human  terms 
but  also  in  financial  terms  considering  the  state’s  substantial 
direct  and  indirect  dollar  investment  in  their  education  and 
training.  After  the  impaired  physician’s  hospital  treatment  is 
complete,  many  re-enter  practice  under  monitoring  by  their 
peers.  Hospitals  may  impose  limitations  on  a recovering  physi- 
cian’s privileges,  and  the  TSBME  may  restrict  the  scope  of  the 
physician’s  practice,  including  the  authority  to  prescribe  cer- 
tain classes  of  drugs. 

Since  at  least  1982,  the  Texas  Medical  Association  has  en- 
couraged its  component  county  medical  societies  to  publicize 
the  services  they  offer  to  their  local  communities,  including 
access  to  public  grievance  committees.  The  association  de- 
signed a model  brochure  for  use  by  county  societies  and  offers 
professional  production  assistance.  TMA  has  distributed  more 
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than  20,000  copies  of  a pamphlet  entitled  “Physician  Responsi- 
bility,” which  describes  the  public  and  private  organizations 
available  to  review  physician  conduct.  The  association  also  has 
distributed  more  than  50,000  copies  of  a brochure  entitled  “If 
You  Have  a Problem  With  Your  Doctor”  for  patients’  use. 

Texas  State  Board  of  Medical  Examiners 

All  physicians  who  “practice  medicine”  in  Texas,  as  that  term 
is  defined  by  the  Medical  Practice  Act  [4,  Sec  1.03(  8)|,  must  be 
. licensed  by  the  Texas  State  Board  of  Medical  Examiners.  The 
I Medical  Practice  Act  describes  30  acts  or  omissions  that  may 
invoke  disciplinary  sanctions  (4,  Sec  3 08). 

Grounds  for  disciplinary  action  range  from  nontherapeutic 
I prescribing  or  treating,  to  persistent  and  flagrant  overcharging 
or  overtreating,  to  professional  incompetence  as  evidenced  by 
repeated  or  recurring  meritorious  health  care  liability  claims 
I (4,  Sec  3 08).  Sanctions  available  to  the  board  include  cancella- 
i tion,  revocation,  or  suspension  of  a physician’s  license,  as  well 
j as  other  authorized  limitations  upon  the  physician’s  ability  to 
I practice  medicine  (4,  Sec  4.01 ).  Such  limitations  are  listed  in 
; Section  4.12  of  the  Medical  Practice  Act  and  may  include,  for 
I example,  a requirement  that  a physician  practice  no  obstetrics, 

I only  in  a JCAH-accredited  hospital,  or  only  under  the  direction 
I of  another  physican  designated  by  the  board  for  a specified 
I period  of  time. 

I During  its  last  four  fiscal  years,  the  board  received  an  aver- 
( age  of  758  complaints  annually  (6).  Each  year  approximately 
! nine  percent  of  those  complaints  were  found  to  be  outside  the 
I board’s  jurisdiction  under  the  Medical  Practice  Act  ( 6 ).  Such 
I excluded  complaints  usually  involve  the  activities  of  other  li- 
censed or  unlicensed  health  care  providers,  medical  ethics,  or 
fee  disputes  that  do  not  constitute  “persistent  and  flagrant” 
overcharging  under  the  act.  Also,  Medicaid  fraud  complaints 
always  are  referred  to  the  Texas  Attorney  General’s  Eraud  Con- 
■ trol  Unit  for  investigation.  More  than  55%  of  the  complaints 

I received  by  the  board  are  based  upon  only  three  statutory 
grounds  for  disciplinary  action:  unprofessional  conduct,  non- 
therapeutic prescribing  or  treating,  and  practice  inconsistent 
with  public  health  and  welfare  (6). 

Texas  law  requires  insurance  companies  to  report  medical 
professional  liability  suits  or  claims  involving  physicians  to  the 
r Texas  State  Board  of  Medical  Examiners.  Uninsured  physicians 
I are  required  to  report  directly  to  the  board  (4,  Sec  5.05). 

^ According  to  Ivan  Hurwitz,  director.  Licensure  Program,  Texas 
t State  Board  of  Medical  Examiners,  information  on  more  than 
I 9,000  cases  had  accumulated  by  April  30,  1986.  In  1981  the 
legislature  made  “repeated  or  recurring  meritorious  health 
! care  liability  claims”  a ground  for  disciplinary  action  under  the 
I Medical  Practice  Act  [4,  Sec  3. 08(20)].  Board  policy  states  that 
: three  suits  or  claims  involving  a physician  in  three  years  will 
I trigger  a referral  of  those  cases  to  its  Field  Operations  Division. 

One  of  the  board’s  district  review  committees  then  assesses 
’ the  investigator’s  report  and  the  medical  records  involved.  If  a 
district  review  committee  believes  the  claims  reflect  “profes- 
sional incompetence  likely  to  injure  the  public,”  the  commit- 
tee recommends  disciplinary  action  to  the  Board  of  Medical 
Examiners.  The  board  has  imposed  ten  administrative  sanc- 
tions under  this  section  of  the  act  since  1981,  and  approxi- 


mately 1 50  cases  currently  are  under  investigation,  according 
to  Mr  Hurwitz.  Board  staff  explains  that  information  derived 
from  suits  and  claims  almost  always  suggests  other  ba.ses  for 
disciplinary  action  under  the  act  about  which  convincing  evi- 
dence is  easier  to  gather.  In  effect,  disciplinary  actions  arising 
under  the  “repeated  or  recurring  meritorious  health  care  lia- 
bility claims”  subsection  usually  are  resolved  on  other 
grounds. 

The  Board  of  Medical  Examiners  accepts  complaints  by  tele- 
phone and  in  writing  from  consumers,  physicians,  pharmacists, 
other  health  professionals,  and  from  law  enforcement  and 
other  government  agencies  (8 ).  During  the  last  four  fiscal 
years,  the  board  also  received  an  average  of  30  anonymous 
complaints  per  year  (6).  Complaints  are  referred  to  the  board’s 
consumer  complaint  analyst,  who  enters  the  information  in  a 
computer.  While  some  minor  infractions  may  be  handled  with- 
out any  investigation,  most  complaints  within  the  board’s  juris- 
diction are  referred  to  one  of  its  14  field  investigators.  If  the 
evidence  indicates  a violation  of  the  Medical  Practice  Act,  the 
board’s  executive  director  and  enforcement  staff  review  the 
case  to  decide  what  disciplinary  action  will  be  pursued. 

Minor  violations  of  the  Medical  Practice  Act  usually  are 
handled  by  an  administrative  sanction.  In  these  informal  legal 
proceedings,  the  physician  meets  with  the  staff  of  the  board’s 
hearings  division  and  the  investigator  assigned  to  the  case.  The 
accused  physician  agrees  in  an  affidavit  to  an  appropriate  disci- 
plinary sanction.  Administrative  sanctions  may  involve  any  of 
the  limitations  on  a physician’s  practice  described  in  Section 
4. 1 2 of  the  Medical  Practice  Act,  including  voluntary  surrender 
of  the  authority  to  prescribe  one  or  more  classes  of  drugs, 
or  an  agreement  to  seek  treatment  for  substance  abuse.  Fre- 
quently, the  physician  also  agrees  not  to  petition  the  board 
for  restoration  of  practice  privileges  surrendered  for  at  least 
one  year.  The  board’s  executive  director  reviews  proposed 
administrative  sanctions  and  then  the  full  board  approves, 
modifies,  or  rejects  the  sanctions.  The  administrative  sanction 
agreement  is  considered  part  of  the  investigative  case  file  and 
therefore  is  confidential.  Usually,  no  further  board  action 
is  necessary  unless  the  physician  violates  the  terms  of  the 
agreement. 

A hearings  officer,  a panel  of  five  or  more  board  members,  or 
the  full  1 5-member  board  conducts  hearings  for  more  serious 
complaints.  In  fiscal  year  1985,  the  Texas  State  Board  of  Medi- 
cal Examiners  cancelled  the  licenses  of  24  physicians,  placed 
four  on  probation,  and  suspended  the  licenses  of  four  other 
physicians  after  hearings.  Physicians  agreed  to  administrative 
sanctions  in  another  125  cases.  Written  or  verbal  warnings 
were  issued  in  1 14  other  cases.  Thus,  the  board  reported  271 
disciplinary  actions  in  FY  1985  (9).  Figures  for  FY  1985  show 
a 17.5%  increase  over  the  number  of  disciplinary  actions  im- 
posed per  1,000  licensed  in  state  physicians  in  FY  1984  (9).  FY 
1984  figures  reflect  a 58.7%  increase  in  disciplinary  actions 
imposed  per  1,000  physicians  during  FY  1983  (9)-  Those  in- 
creases in  disciplinary  activity  reflect  changes  in  the  board’s 
operational  policies.  The  changes  are  a result  of  the  legis- 
lature’s “sunset”  review  of  the  board  in  1981  and  may  reflect 
greater  attention  to  compiling  accurate  statistics.  Statistics  for 
FY  1986,  which  began  on  Sept  1,  1985,  also  may  reflect  in- 
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creased  disciplinar>'  activity.  In  1985,  the  legislature  authorized 
the  board  to  conduct  hearings  using  hearings  examiners  and 
hearing  panels. 

Federation  of  State  Medical  Boards 

The  Texas  State  Board  of  Medical  Examiners  reports  its  disci- 
plinary activities  to  the  Federation  of  State  Medical  Boards,  as 
do  boards  in  all  other  states,  the  District  of  Columbia,  and 
Puerto  Rico.  However,  comparing  statistical  measures  of  board 
activity  among  the  states  can  be  misleading.  For  example,  fed- 
eration data  are  compiled  by  calendar  year,  but  Texas  uses  a 
fiscal  year  beginning  Sept  1 . Even  more  significant  are  differ- 
ences in  the  ways  individual  states  characterize  and  report 
their  activities.  Administrative  sanctions  comprise  a large  por- 
tion of  Texas  disciplinary  sanctions,  but  the  federation  views 
these  actions  as  “private  reprimands”  and  does  not  include 
them. 

The  Federation  of  State  Medical  Boards,  located  in  Fort 
Worth,  has  computerized  its  records  of  more  than  16,000  dis- 
ciplinary actions  involving  more  than  1 1,000  physicians.  Each 
month  the  federation  responds  to  more  than  1,500  requests 
for  information  on  physicians  and  logs  between  1 50  and  1 80 
new  disciplinary  reports  (10).  The  federation  compiles  new 
reports  and  sends  them  to  every  member  board  across  the 
nation,  to  the  American  Medical  Association,  and  to  several 
governmental  organizations.  The  AMA  alerts  every  state  in 
which  a physician  is  licensed  of  a disciplinary  action  imposed 
elsewhere. 

Hospital  quality  assurance  efforts 

Hospital  quality  assurance  programs  are  designed  primarily  as 
an  educational  tool  to  enhance  the  quality  of  care  provided  to 
current  and  future  hospital  patients.  Hospital  medical  staff 
committees  identify  treatment  decisions  and  procedures  that 
require  improvement  and  suggest  or  develop  those  changes. 

The  Texas  Department  of  Health,  Hospital  and  Professional 
licensure  Division,  on  May  23,  1986,  had  licensed  511  acute 
care  hospitals,  of  which  490  were  either  accredited  by  the 
Joint  Commission  on  Accreditation  of  Hospitals  (JCAH ) or  cer- 
tified for  participation  in  the  Medicare  program.  Among  that 
number,  322  Texas  hospitals  were  JCAH  accredited.  Detailed 
JCAH  standards  require  “ ...  an  ongoing  quality  assurance 
program  designed  to  objectively  and  systematically  monitor 
and  evaluate  the  quality  and  appropriateness  of  patient  care, 
pursue  opportunities  to  improve  patient  care,  and  resolve 
identified  problems”  (11).  Monitoring  and  evaluation  of  the 
quality  and  appropriateness  of  patient  care  and  clinical  perfor- 
mance of  individuals  with  clinical  privileges  must  include  ( 1 ) 
monthly  meetings  of  clinical  departments  or  services  (or  of 
the  whole  medical  staff  in  nondepartmentalized  hospitals)  to 
review  the  findings  of  the  medical  staffs  ongoing  monitoring 
activities,  (2)  surgical  case  review,  (3)  drug  usage  review,  (4) 
medical  record  review,  (5)  blood  usage  review,  and  (6)  review 
of  the  pharmacy  and  therapeutics  functions  ( 1 1 , p 206 ).  The 
quality  and  appropriateness  of  patient  care  in  as  many  as  1 4 
different  services,  ranging  from  anesthesia  to  social  work,  must 
be  monitored  and  evaluated  ( 1 1,  p 206).  Most  importantly, 
JCAH  standards  require  that  relevant  findings  from  these  quality 


assurance  activities  must  be  considered  as  part  of  the  reap- 
prai.sal/reappointment  process  for  medical  staff  members 
( 11,  p 207). 

Moreover,  all  hospitals  have  a compelling  legal  motivation  to 
scrutinize  the  qualifications  and  performance  of  the  members 
of  their  medical  staffs.  Case  law  from  around  the  nation  sug- 
gests that  under  appropriate  circumstances,  hospitals  may  be 
liable  for  negligence  in  selection  or  retention  of  physician 
members  of  their  medical  staffs  (12). 

Review  under  Medicare 

In  1983,  Congress  created  54  peer  review  organizations  across 
the  United  States  to  assure  that  hospital  care  provided  to  Medi- 
care beneficiaries  is  ( 1 ) medically  necessary  for  treatment  of 
the  patient’s  condition;  (2)  consistent  with  appropriate  profes- 
sional standards;  and  ( 3 ) performed  efficiently,  effectively,  and 
economically  (13). 

As  the  peer  review  organization  in  Texas,  the  Texas  Medical 
Foundation  (TMF)  annually  reviews  records  of  many  of  the 
state’s  approximately  632,000  Medicare  hospital  admissions 
(13).  If  one  of  TMF’s  physician  advisors  raises  a question  about 
the  quality,  quantity,  or  level  of  care  provided  to  a patient,  TMF 
refers  the  case  to  one  of  its  regional  quality  assurance  commit- 
tees. The  regional  committee  may  initiate  an  educational  ap- 
proach to  the  physician  or  hospital  involved  ( 1 3,  p 7 ).  If  the 
problem  cannot  be  resolved,  the  case  is  referred  to  the  State- 
wide Quality  Assurance  Committee,  composed  of  seven 
physicians.  If  the  problem  remains  uncorrected,  the  committee 
sends  a notice  of  violation  and  commences  the  sanction  pro- 
cess. If  the  violation  is  deemed  gross  and  flagrant  or  involves  a 
substantial  failure  to  comply  with  requirements  in  a significant 
number  of  cases,  the  PRO  submits  a report  and  recommenda- 
tions to  the  Office  of  the  Inspector  General  of  the  US  Depart- 
ment of  Health  and  Human  Services  ( 1 3,  p 8 ).  The  Office  of 
the  Inspector  General  reviews  all  applicable  information,  in- 
cluding any  responses  from  the  physician  or  hospital  involved, 
and  then  may  impose  an  appropriate  sanction,  including  exclu- 
sion from  the  Medicare  program  and/or  monetary  penalties.  If 
not  reversed  or  modified  on  appeal,  the  sanction  takes  effect 
and  will  be  communicated  to  ( 1 ) the  general  public  in  news- 
paper ads;  (2)  PROS  in  adjacent  areas;  (3)  the  state  Medicaid 
fraud  control  units  and  state  licensing  bodies;  (4)  other  appro- 
priate state  agencies  and  Medicare  contractors;  ( 5 ) hospitals, 
skilled  nursing  facilities,  home  health  care  agencies,  and  health 
maintenance  organizations;  (6)  medical  societies  and  other 
professional  organizations;  and  ( 7 ) Medicare  carriers  and  inter- 
mediaries, health  care  prepayment  plans,  and  other  affected 
agencies  and  organizations  ( 13,  p 10). 

TMF’s  PRO  contract  with  the  Health  Care  Financing  Admin- 
istration ( HCFA ) defines  the  required  scope  and  structure  of 
its  review  of  the  quality,  reasonableness,  medical  necessity,  and 
appropriateness  of  hospital  acute  care  services  under  Medicare 
according  to  explicit  written  criteria.  Quality  issues  focus 
primarily  on  premature  discharges,  incomplete  care  during  a 
previous  hospitalization,  and  care  that  does  not  meet  profes- 
sionally recognized  standards.  TMF  reported  May  27,  1986, 
that  as  a result  of  the  foundation’s  educational  efforts,  the  State- 
wide Quality  Assurance  Committee  has  taken  corrective  action 
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in  only  approximately  six  out  of  every  100,000  cases  reviewed 
on  an  annual  basis. 

The  VA  and  military  medicine 

The  Veterans  Administration  operates  ten  medical  centers  and 
one  outpatient  clinic  in  Texas,  employing  1,388  full-  and  part- 
time  physicians  and  residents  in  training,  according  to  Martha 
Bertrand,  Recruitment  and  Placement  Services,  Office  of  Per- 
sonnel and  Labor  Relations,  Veterans  Administration,  Washing- 
ton, DC,  on  May  7,  1986.  Although  the  Medical  Practice  Act  of 
Texas  does  not  apply  to  physicians  who  practice  exclusively  in 
the  military  or  in  the  Veterans  Administration  system,  both 
organizations  place  strong  emphasis  on  quality  assurance.  The 
three  military  services  operate  ten  hospitals  and  28  medical  or 
health  clinics  in  Texas  that  treat  thousands  of  civilian  and  ac- 
tive duty  patients  annually  according  to  Maj  James  Sanders,  US 
Army,  Defense  Medical  Facilities  Office,  Washington,  DC,  on 
May  20,  1986.  Thus,  the  potential  impact  of  physicians  who 
might  move  from  the  VA  or  the  military  to  the  private  sector  is 
significant. 

In  a telephone  interview  on  May  5,  1986,  Bill  Puryear  noted 
that  all  the  VA  hospitals  in  Texas  are  accredited  by  the  JCAH, 
and  thus  the  credentialing  requirements  for  physicians  in  civil- 
ian hospitals  apply.  Mr  Puryear,  who  is  clinical  service  admin- 
istrator at  the  Olin  E.  Teague  Veterans  Administration  Medical 
Center,  Temple,  Tex,  also  said  that  physicians  who  practice  in 
the  VA  system  in  Texas  must  maintain  a valid,  nonrestricted 
license  from  one  of  the  states.  If  a physician  resigns  or  is 
separated  from  the  VA  for  reasons  involving  professional  com- 
petence, the  facts  are  forwarded  to  the  Veterans  Administration 
Central  Office  in  Washington.  Senior  administrators  determine 
whether  the  physician  failed  to  meet  standards  of  clinical  com- 
petence. The  VA’s  general  counsel  then  decides  whether  due 
process  was  observed  and  whether  the  facts  may  be  disclosed 
under  federal  privacy  statutes.  If  these  requirements  are  met, 
the  physician’s  state  licensing  board  will  be  notified. 

Internal,  hospital-specific  review  of  care,  as  well  as  system- 
atic, extended  review  by  central  office  personnel  on  a two-  to 
three-year  cycle  helps  assess  quality  of  care  for  veterans.  The 
VA  is  also  phasing  in  a Medical  District  Peer  Review  Organiza- 
tion system  similar  in  design  to  the  PRO  system. 

The  Department  of  Defense  places  a high  priority  on  quality 
of  care  for  active  duty  personnel,  as  well  as  dependents  and 
retirees.  By  July  1988  all  military  physicians  must  be  licensed 
in  at  least  one  state  ( 1 4 ).  In  a telephone  interview,  Lt  Col 
Douglas  Barton,  US  Army,  said  that  if  a physician  loses  his  or 
her  privileges  at  a military  hospital,  the  surgeon  general  for 
that  service  will  decide  whether  the  action  is  relevant  and 
should  be  reported  to  the  physician’s  state  licensing  board 
when  he  or  she  leaves  the  military.  Lt  Col  Barton  is  clinical 
services  administrator,  Brooke  Army  Medical  Center,  San  An- 
tonio, Tex.  The  military  must  report  such  information  to  the 
Federation  of  State  Medical  Boards  (15). 

Because  all  military  hospitals  are  JCAH-accredited,  specific 
credentialing  procedures  are  used  to  evaluate  initial  applica- 
tions for  privileges  and  renewal  applications,  Lt  Col  Barton 
said.  Finally,  this  year  the  Department  of  Defense  began  an 
external  civilian  peer  review  program  in  all  inpatient  treat- 


ment facilities  for  military  and  uniformed  services  personnel 
worldwide  (16). 

Conclusion 

In  1873,  Texas  became  the  first  state  in  the  nation  to  establish 
a modern  licensing  board  for  physicians  (17).  Today  the  Texas 
State  Board  of  Medical  Examiners  continues  to  evaluate  the 
qualifications  of  physicians  applying  for  licensure  in  this  state. 
The  board  also  restricts  or  withdraws  the  licenses  of  physi- 
cians who  violate  the  Medical  Practice  Act.  Most  importantly, 
the  board  reports  disciplinary  actions  it  takes  to  the  Federation 
of  State  Medical  Boards,  Medicare,  Medicaid,  the  American 
Medical  Association,  the  American  Osteopathic  Association, 
TMA,  TOMA,  the  county  medical  society  where  the  physician 
resides,  the  hospital(s)  where  the  physician  has  privileges,  the 
Drug  Enforcement  Agency,  the  Texas  Department  of  Public 
Safety,  the  Texas  Attorney  General’s  Office,  and  other  agencies 
(8,  p 8).  Enforcement  of  the  Medical  Practice  Act  will  be  even 
more  effective  if  all  organizations  and  individuals  involved  in 
assessing  and  enforcing  medical  quality  assurance  standards 
continue  and  increase  their  cooperation. 

MICHAEL  G.  YOUNG,  JD 

TMA  Attorney 
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You've  chosen 

your 

profession. 

We  can  secure  it. 


American  Physicians  Life  Insurance  (API 
Life)  has  specialized  in  the  insurance 
needs  of  Texas  physicians  for  7 years. 

Because  our  company  is  owned  by  doc- 
tors, we  know  that  a physician's  life  and 
disability  coverage  needs  are  different 
than  those  of  other  professionals.  All  of 
our  products  are  designed  to  meet  those 
needs,  and  we  offer  them  at  highly  com- 
petitive rates. 


For  answers  to  your  questions  about: 

• Universal  Life  and  Annual  Renewable 
Term 

• Income  Replacement  and  Business  Over- 
head Expense 

• Deferred  Compensation  (Bonus  Alter- 
native for  the  Incorporated  Physician) 

call  Toll  Free  at  1-800-252-3628,  or  watch 
your  mail  for  more  information  arriving  in 
the  next  few  weeks. 


api^ 


American  Physicians  Life  Insurance  Company  is  a subsidiary  of  American  Physicians 
Insurance  Exchange,  the  doctor-owned  liability  insurance  company  entering  its 
2nd  decade  of  service  to  Texas  physicians. 


PAID  ADVERTISEMENT 
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The  Texas  Medical  Association 
endorsed  I.C.  System’s  collection 
program  on  February  7,  1983 


Already,  over  2,700  member  practices  are 
enrolled  and  have  recovered  some 
$8.3  million  in  overdue  receivables. 


I.C.  System  is  endorsed  as  a responsible  alternative  for  members  who  need  help 
keeping  their  receivables  under  control.  All  collection  practices  are  legal,  ethical 
and  professional.  The  objective  is  to  collect  without  harming  the  doctor  patient 
relationship.  That’s  important. 

In  these  economic  times  you  need  a collection  program  you  can  turn  to  in 
confidence.  Consider  I.C.  System.  Return  this  form.  The  system  is  endorsed  by 
the  Association.  The  System  Works! 


Tell  me  more  about  this  program  endorsed  by  the 
Texas  Medical  Association. 

Practice  

Address  

City State 

Phone 


Zip 


Send  to  I.  C.  System,  Inc. 

12710  Research  Blvd.,  Suite  200 
Austin,  Texas  78759 
312/250-9720 


{deaths 


J.B.  Frerichs 

John  B.  Frerichs,  MD,  70,  an  El  Paso  pathologist  for  26  years, 
died  April  24,  1986. 

Born  in  St  Louis,  Mo,  Dr  Frerichs  received  his  premcdical 
education  at  Washington  University  there.  In  1941  he  was 
graduated  from  Johns  Hopkins  University  School  of  Medicine 
and  remained  in  Baltimore  for  an  internship  and  residency. 
During  1944-1947  Dr  Frerichs  served  in  the  Army  Medical 
Corps.  Following  military  service  he  practiced  in  St  Louis  and 
in  California  before  moving  to  El  Paso  in  1959. 

Surviving  family  members  include  his  wife,  Gertrude  Fre- 
richs, El  Paso;  daughters,  Ann  V.  Frerichs,  Tucson,  Ariz,  and 
Judith  F.  Mayfield,  El  Paso,  Tex;  and  two  grandchildren. 

[AJ.  Lawson 

I Aubrey  J.  Lawson,  MD,  a Houston  surgeon,  died  April  5,  1986. 
He  was  57. 

Dr  Lawson  was  born  in  Temple,  Tex.  He  received  a bachelor 
of  science  degree  in  1949  from  St  Augustine’s  C^ollege  in 
Raleigh,  NC,  and  a master  of  arts  degree  in  1954  from  Texxs 
Southern  University.  In  1 960  he  was  graduated  from  Meharry 
Medical  College  in  Nashville,  Tenn.  His  internship  and  resi- 
Idency  were  at  Homer  G.  Phillips  Hospital  in  St  Louis,  Mo.  Dr 
[Lawson  began  his  medical  practice  in  Houston  in  1966. 

I Dr  Lawson,  a US  Army  veteran,  served  during  the  Korean 
i Conflict. 

\ He  is  survived  by  his  wife,  Lynette  I^wson;  daughter,  Valerie 
I Lawson,  and  son,  Aubrey  James  Lawson,  all  of  Houston;  sisters, 
Audrey  J.  Vinson,  Huntsville,  Ala;  and  Margaret  Elaine  Hutchins, 
i Houston;  and  brothers,  James  H.  Law,son  and  John  M.  Lawson, 
MD,  both  of  Houston. 


J.M.  Partain 

Jack  M.  Partain,  MD,  an  honorary  member  of  Texas  Medical 
Association,  died  April  1 7,  1 986. 

Born  in  Beeville,  Dr  Partain,  76,  was  a longtime  San  Antonio 
family  physician.  He  attended  A&l  University  in  King.sville  and 
The  University  of  Texas  at  Austin.  In  1940  he  received  his 
medical  degree  from  llie  University  of  Texas  Medical  Branch 
at  Galveston.  His  internship  was  at  M&S  Hospital  in  San  An- 
tonio. During  1941-1945,  Dr  Partain  served  as  a major  in  the 
US  Army  Medical  Corps. 

Active  in  the  Bexar  County  Medical  Society,  Dr  Partain 
served  as  the  society’s  president  and  as  delegate  to  the  I’exas 
Medical  Association.  He  was  a past  president  of  the  Texas 
Academy  of  Family  Physicians. 

Surviving  Dr  Partain  are  his  wife,  Ella  (Catherine  Partain,  San 
Antonio;  daughters,  Joan  Partain  Powers,  Mendham,  NJ,  and 
Susan  Partain  Bartoli,  Austin,  Tex;  and  son,  Jack  M.  Partain,  Jr, 
San  Antonio. 


R.F.  Thompson 

Robert  Farris  Thompson,  MD,  85,  El  Paso,  died  April  9,  1986. 
Dr  Thompson,  a urologist  who  specialized  in  urological  sur 
gery,  was  a past  president  of  the  El  Paso  County  Medical 
Society. 

He  was  born  in  Nashville,  Tenn,  and  received  his  medical 
degree  from  Vanderbilt  University  School  of  Medicine  in  1926. 


After  graduation,  he  remained  in  N;ishville  for  an  intern.ship 
and  postgraduate  training,  later  being  a.ssociated  with  Dr  Perry 
Bromberg,  professor  of  urology  at  Vanderbilt  University.  Dr 
ITiompson  served  a surgical  residency  at  the  Newell  Hospital 
in  Chattanooga,  Tenn. 

He  began  his  practice  of  medicine  in  El  Pa.so  in  1929  and 
continued  until  his  retirement  in  1981.  He  was  elected  twice 
to  serve  as  chief  of  staff  at  Providence  Hospital  and  served  on 
the  urological  staff  of  Thoma,son  General  Hospital  for  more 
than  18  years. 

Dr  Thompson  is  survived  by  his  wife,  Virginia  H.  I’hompson, 
El  Paso,  a past  president  of  the  Texas  Medical  Association 
Auxiliary’;  son,  Robert  Farris  Thompson,  Jr,  a professor  at  Yale 
University  in  New  Haven,  Ct;  daughter,  Virginia  Schoellkopf, 
Los  Angeles;  and  five  grandchildren. 
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IN  MEMORIAM 


RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


J.M.  PARTAIN 

San  Antonio,  1909-1986 

R.F.  THOMPSON 
El  Paso,  1901-1986 


J.B.  FRERICHS 
El  Paso,  1915-1986 

AJ.  LAWSON 
Houston,  1928-1986 


The  Memorial  Library  of  the  Texas  Medical 
Association  stands  as  a permanent  memorial 
to  physicians  who  have  served  their  patients, 
their  profession,  and  the  people  of  Texas. 

The  Friends  of  the  TMA  Memorial  Library 
is  an  organization  dedicated  to  enhancing  the 
Library  collection  through  support  by  individ- 
uals. Funds  for  this  organization  are  raised 
through  membership  recruitment  and  memo- 


rial donations  and  are  added  to  the  Texas  Me- 
morial Medical  Library  Fund. 

Contributions  to  the  Texas  Memorial  Medi- 
cal Library  Fund  provide  a valuable  support 
function  to  the  Memorial  Library  which  offers 
a full  range  of  medical  reference  and  audio- 
visual services  to  TMA  members  through- 
out the  state. 


THE  FRIENDS  OF  THE  TMA  MEMORIAL  LIBRARY  FUND 
1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 

72  

ANNUAL  MEMBERSHIP  ENROLLMENT  HONOR  AND  MEMORIAL  GIFTS 

I wish  to  become  enrolled  as  a Friend.  □ In  memory  of  □ In  honor  of 

□ Student  $ 5.00  □ Patron  $ 1 00.00 

MAMC  

□ Sustaining  $15.00  □ Life  $1,000.00 

□ Subscribing  $25.00  occasion 

NAME PLEASE  NOTIFY: 


ADDRESS 

CITY/STATE/ZIP 
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Is  your 

malp]:actice  insuraiice 
geared  to  the  past, 
instead  of  the  futur^ 


Protecting  today’s  physicians  from  the  on' 
slaught  of  malpractice  litigation  is  a new 
game.  Back  when  malpractice  lawsuits 
were  rare,  old  insurance  companies  sold 
malpractice  policies  to  just  about  anyone. 
Cheap. 

Then  the  malpractice  crisis  of  1975 
appeared — and  the  new  age  of  malpractice 
protection  arrived.  Some  of  the  old  insup 
ance  companies  knee'jerked  away  from 
their  commitment  to  Texas  and  Arkansas 
physicians. 

That’s  when  we  founded 
API  to  offer  the  kind 


of  complete  protection  that  the  old 
insurers  didn’t  offer.  For  all  specialties. 
With  ample  limits.  API  plans  to  offer  this 
complete  protection  in  1995, 2005  and 
beyond.  Modern,  complete  insurance 
coverage  must  adapt  to  change.  And  in 
malpractice  insurance,  complete  protection 
is  all  that  counts. 

You  don’t  have  to  settle  for  less.  API 
guarantees  complete  protection  for  today 
and  the  future. 

When  you’re  ready  for  complete 
malpractice  protection,  call  us.  We’ll 
be  here. 


American  Physicians 
Insurance  Exchange 

1301  Capital  of  Texas  Highway  South 
Austin,  Texas  78746 
Texas  1'800'252'3628 
Arkansas  1'800'527'1414 
Austin  328'1520 
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^ Qp  Take  Advantage  of  Our 

s<>  DESIGN  IN  EXCELLENCE 


Quality  that  Lasts  & Lasts... 


Just  completed  in  El  Paso,  Texas  on  campus,  west  of  Vista  Hills  Hospital 

//  \ 


...Using  time  tested  materials  & methods 
developed  in  over  100  Medical  Buildings, 
through  out  the  West,  our  unique  features 
give  you  a building  that  looks  new , inside 
and  out.  for  years  & years. 

Providing  you  with  enormous  savings  over 
the  Life  cycle  of  the  building. 

Providing  you  with  a Guaranteed  Bonded 
Cost,  early  in  the  negotiations. 

We  have  helped  many  doctor  groups  in 
obtaining  their  financing  and  forming 
their  ownership  groups. 


FULL  DEVELOPMENT  RESPONSIBLITY 

ARCHITECTURE  • PROJECT  MANAGEMENT 
CONSTRUCTION  • LEASING  • HNANONG 


JUD  PERKINS  COMPANY 

4744  N.  Mesa  #211  Medical  ButUing  Sf>ecialisu 

El  Paso,  TX  79912  (915)532-5331 


Bar  mxe  information 
a;  call  Kathleen.., 


Mjcintohh  is  ;i  Iradcniark  licciisL'd 
to  Apple  ('.onipulcr  Iih 
Mi’dlMac  is  a trademark  of 
Hi'allhC.are  OimniuniealkHts 
Word.  Kik-  and  lAcel  are  trademarks 
of  Mienisfifl  CorixiraliiMi 


MediMac 

Because  the  business  of  medicine  is  as 
important  as  the  practice  of  medicine. 

The  more  efficiently  you  manage  the  business  end  of  your  practice,  the  more  time  and  energy 
you  have  for  patient  care.  Fortunately,  the  easiest  way  to  put  your  business  in  order  is  also 
the  best...  MediMac. 

■ An  incredibly  easy-to-use  system  utilizing  all  the  power  of  the  amazing  Macintosh"” 
from  Apple  Computer. 

■ Provides  complete  billing  and  insurance  processing,  recordkeeping  and  practice 
management. 

■ Integrates  with  other  quality  programs  such  as  Microsoft  Word"” , File"”  and 
Excel"”  to  give  you  powerful  word  processing,  database  and  graphics  capabilities. 

■ Can  be  mastered  in  hours,  not  days  or  weeks. 

■ All  these  features  and  more  provide  increased  productivity  and  efficiency. . . and 
save  you  money  in  the  process. 

MediMac  .the  easy  way  to  efficient  practice  management. 

Healthcare  Communications  ■ 245  South  84th  Street  - Suite  .501  ■ Lincoln,  NE  68510 
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\hedicine  in  literature 


Medicine  in  Literature  is  a randomly  selected  sample  of 
medical  texts  recently  purchased  by  the  TMA  Memorial  Li- 
brary. In  1986  the  library  will  add  more  than  600  book  titles 
to  its  57,800-volume  collection  of  books  and  bound  journals, 
and  regularly  increases  its  holdings  of  motion  pictures,  au- 
diocassettes, videocassettes,  and  slide  presentations.  In  addi- 
tion, the  library  subscribes  to  1,045  medical  and  health - 
related  journals.  For  additional  information,  call  the  Memo- 
rial Library  at  (512)477-  6704. 

In  the  TMA  Library 

Alcoholics  Anonymous,  ed  3.  New  York  City,  Alcoholics 
Anonymous  World  Services,  Inc,  1985. 

Allswang  JM:  A Physician’s  Guide  to  Computers  & Computing. 
Norwalk,  Conn,  Appleton-Century-Crofts,  1985. 

Anstall  HB,  Urie  PM:  A Manual  of  Hemotherapy.  New  York, 
John  Wiley  & Sons,  1986. 

Ball  GV,  Koopman  WJ:  Clinical  Rheumatology.  Philadelphia, 
W.B.  Saunders  Company,  1986. 

Bern  MM  (ed):  Urinary  Tract  Bleeding.  Diagnosis  and  Con- 
trol by  Medical,  Radiologic,  and  Surgical  Techniques.  Mount 
Kisco,  NY,  Futura  Publishing  Co,  Inc,  1985. 
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For  your  patients... 

A Feast  of  Facts  on  Food  and  Fitness 

from  the  American  Medicai  Association. 


Now  you  can  receive  five  AMA  patient  education  pamphlets  Use  these  informative  pamphlets  to  help  answer  your 


on  basic  nutrition  packaged  in  convenient  hand-out  sets: 

• Your  Age  and  Your  Diet 

• The  Healthy  Approach  to  Slimming 

• Sodium  and  Your  Health 

• Vitamin-Mineral  Supplements  and  Their  Correct  Use 

• Foodborne  Illness — The  Consumer’s  Role  in  Its 
Prevention 


patients’  questions . . . give  them  to  patients  to  take  home . . 
use  them  for  reception  room  reading. 

Complete  and  mail  the  coupon  below  to  order  a supply  of 
AMA  Food  and  Nutrition  Sets. 


YES,  please  send  me  the  AMA  Food  and  Nutrition  Pamphlet  Sets  in  the 
quan%  indicated  below.  (OP-154) 

Order  50  sets  or  more  and  save! 

Sots* @ $1 .50  ea.  set-of-5 

on  orders  of  50  sots  or  more  $ 

Order  5 to  49  aets  at  regular  price. 

Sots* @ $3.50  ea.  sot-of-5 

on  orders  of  5 to  49  sets  $ 

Less  10%  discount,  AMA  members  only $ 

Subtotal $ 

Sales  Tax  (IL  & NY  residents  only) $ 

TOTAL:  $ 


Enclosed  is  my  check,  payable  to  the  American  Medical 
Association  for  $ 


Prices  include  delivery  and  handling  charges.  Due  to  cost  considerations, 
orders  for  fewer  than  5 sets  cannot  be  filled. 

Payment  must  accompany  order.  Please  allow  4 to  5 weeks  for  delivery. 
Prices  subject  to  change  without  notice. 


04AY001BP2 


Please  Print 
Name 


Address. 
City 


. State/Zip . 


Texas  Medicine 


Texas  Physicians’  Directory 


ALLERGY 


CLINICS 


CORPUS  CHRISTI  ALLERGY  CLINIC 


Saul  Grossman,  MD,  FACA,  FAACIA,  Allergy-Dermatology 
Wallace  A.  Crozier,  MD,  FACA,  Certified  American  Boards  Pediatrics 
and  Allergy,  Diplomate  American  Board  of  Allergy  and  Immunology 

2530  Morgan,  Corpus  Christi,  Texas;  882-3487 


I CHARLES  A.  RUSH,  JR,  MD 

Diplomate/American  Board  of  Allergy  & Immunology 
I Fellow,  AAA,  ACA,  AACIA 


Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


CONSULTANTS 
Evan  M.  Hersh,  MD 
IMMUNOLOGY 


John  P.  McGovern,  MD 
DIRECTOR-CONSULTANT 


Theodore  J.  Haywood,  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng,  MD 
Lawrence  G.  Thorne,  MD 
Venugopal  K.  Menon,  MD 
Robert  E.  Smith,  MD 
Gerald  T.  Machinski,  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 
Lyna  Kit  Lee,  MD 
Harlan  W.  Sindell,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinbere,  MD,  PhD 
Chinavudh  Wanissorn,  PhD 
Glenna  M.  Kyle,  PhD 


James  A.  Knight,  MD 
PSYCHIATRY 

R.  John  Prevost,  MS 
AIR  POLLUTION 

Reuben  D.  Wende,  PhD 
ANTIGEN  AND  CLINICAL 
LABORATORIES 

John  A.  Thomas,  PhD 
BIOMETRICS 

Warren  E.  Schaller,  HSD 
Charles  F.  Kegley,  PhD 
ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland,  HSD 
HEALTH  EDUCATION 

George  R.  Kerr,  MD 
NUTRITION 


Certified  American  Board  of  Allergy  and  Immunology 
Diplomates  American  Boards  of  Pediatrics  and  Allergy 
6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


Two  complete  neurological  and  behavioral  medicine  facilities  dedicated 
to  DIAGNOSIS  AND  COMPREHENSIVE  CARE  OF  PATIENTS  WITH 
CHRONIC  RECURRENT  HEADACHES  with  emphasis  on  prophylactic 
treatment. 


HOUSTON  HEADACHE 
CLINIC 

Park  Plaza  Prof.  Bldg. 

1213  Hermann  Dr.  #855 
Houston,  Texas  77004 
713  528-1916 


DALLAS  HEADACHE 
CLINIC 

Douglas  Plaza 
8226  Douglas  Ave.  #325 
Dallas,  Texas  75225 
214  692-7011 


CAT  scan;  EEC;  EMC;  Evoked  Potentials;  Thermography;  Personality, 
Behavioral  and  Psychological  Evaluations.  Multimodality  approach  to 
management  of  headache  including  prophylactic  medications,  bio- 
feedback and  behayioral  therapy. 


NINAN  T.  MATHEW,  MD,  FRCP  (C) 

Neurologist-Director 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  B-322,  Dallas,  Texas  75230 


214  991-6000 
CARDIOLOGY 

J.  Edward  Rosenthal,  MD,  FACC 
David  A.  Schwartz,  MD 

GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 
Charles  S.  White,  III,  MD 

ALLERGY  AND  IMMUNOLOGY 
William  R.  Lumry,  MD 


RHEUMATOLOGY 
Carlos  M.  Kier,  MD 

INTERNAL  MEDICINE 
Joan  P.  Donley,  MD 
Larry  Dossey,  MD 
Tom  L.  Hampton,  MD 
David  A.  Haymes,  MD 
Carl  Thomas  Long,  III,  MD 
Jack  F.  Melton,  MD 
joe  H.  Sample,  MD 
Peter  S.  Stack,  MD 
Rick  T.  Waldo,  MD 


Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


FORT  WORTH  HEADACHE  AND  MIGRAINE  CLINIC 

Comprehensive  Neurologic  Diagnostic  and  Treatment 
of  Chronic  Severe  Headache  Problems 

Frederick  ).  Fiederlein,  MD 

Neurologist 

4200  South  Hulen  Street,  Fort  Worth,  Texas  76109;  817  731-7222 


JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


ANESTHESIOLOGY 


EDWARD  A.  TALMACE,  MD,  PA 
Pain  Management — Epidural  Steroid  Therapy 
Diagnostic  & Therapeutic  Nerve  Blocks 
Surgical  & Obstetrical  Anesthesiology 

Diplomate  American  Board  of  Anesthesiology 

7777  Southwest  Freeway,  Suite  1052,  Houston  77074;  713  988-7558 


TMA  1986/1987  Calendar  of  Events 

Fall  Conference,  Austin,  September  13 

Interim  Meeting  House  of  Delegates,  Austin,  November  21-22 
Winter  Conference,  Austin,  February  6 


COLON  & RECTAL  SURGERY 


FT.  WORTH  PROCTOLOGIC  CLINIC,  PA 

Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

1050  West  Rosedale,  Fort  Worth,  Texas  76104; 

817  338-4501  (24  hours) 


DAVID  S.  PITA,  MD 

Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower,  Baylor  Medical  Plaza,  3600  Gaston  Avenue,  Suite  411,  Dallas, 
Texas  75246;  214  821-4300 

122  W.  Colorado,  Dallas,  Texas  75208;  214  942-8734 

TMA  Physician  Health  and  Rehabilitation 
Hotline — 512  477-5575 

. . . Another  service  of  your  association 
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DERMATOLOGY 


GASTROENTEROLOGY 


DAVID  R.  WEAKLEY,  MD,  FACP  HERBERT  A.  BAILEY,  MD,  PA 

Dermatology — Dermatological  Surgery 

Including  Dermabrasion,  Chemical  Peeling  diseases  of  the  Digestive  System 

and  Collagen  Injections  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
Dallas,  Texas  75230;  PFione  214  661-7460 


WILLIS  I.  COTTEL,  MD  GENERAL  SURGERY 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery  

Baylor  Medical  Plaza,  3600  Gaston  Avenue  DRS.  VANDERPOOL,  LANE,  WINTER  & BONE 

Suite  1154,  Dallas,  Texas  75246;  214  827-5960  David  Vanderpool,  MD,  FACS  John  W,  Winter,  MD,  FACS 

B.  Ward  Lane,  MD,  FACS  G.  Edward  Bone,  MD,  FACS 

Diplomates  American  Board  of  Surgery 

DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209;  512  222-8651,  222-2001 
(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 blocks  to 
Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and  arrows.) 


DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S.  Alkek,  MD 

Hair  Transplantation,  Scalp  Reduction, 
Dermabrasion,  Chemical  Peel  and  Collagen 

Medical  City  Dallas,  7777  Forest  Lane,  Building  B, 

Suite  309,  Dallas,  Texas  75230;  telephone  214  788-0088 


L LEE  LANKFORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

DAVID  J.  ZEHR,  MD— Microsurgery 
ARNOLD  V.  DiBELLA,  MD 

Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 


General  & Peripheral  Vascular  Surgery 

1008  N.  Washington,  Dallas,  Texas  75204;  214  823-2650 
7777  Forest  Lane,  Suite  204,  Dallas,  Texas  75230;  214  661-7860 


HAND  SURGERY 


MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 
Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


ROBERT  E.  BUNATA,  MD,  PA 
B.  J.  WROTEN,  MD,  PA 

Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


DIAGNOSTIC  RADIOLOGY 


COMPUTED  TOMOGRAPHY 
Temple  Independent  Scanner 
Stephen  J.  Vancura,  MD 

High  Resolution  In/Out  Patient  CT  (Head  or  Body) 
Including  Tumor  Biopsy,  Interventional  Radiology 
2027  S.  61st  St.,  Suite  116,  Temple,  Texas  76501 
817  774-9994 

Note:  24  hr.  Emergency  Services  Available 


ENDOCRINOLOGY 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane,  Suite  606,  Dallas,  Texas  75231;  214  368-3776 


KENNETH  D.  GLASS,  MD,  FACS 
Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 
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ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld,  MD,  FACP 
Richard  Sachson,  MD,  FACP 
Steven  Dorfman,  MD,  FACP 
Stephen  Aronoff,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

5480  LaSierra  Drive,  Dallas,  Texas  75231;  214  363-5535 


ERIC  A.  ORZECK,  MD,  FACP 


ADRIAN  E.  FLATT,  MD,  FRCS 

Chief,  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue, 
Dallas,  Texas  75246;  Office  214  823-9440 


ROBERTA.  ERSEK,  MD 

Diplomate  of  American  Board  of  Plastic  Surgery 


Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 

TMA  Physician  Placement  Service 

. . . Another  service  of  your  association 


Surgery  of  the  Hand 

30th  & Red  River,  Austin,  Texas  78704 
24  HR#  512  474-HAND 


TMA  Practice  Management  Workshops 

. . . Another  service  of  your  association 


Texas  Medicine 


WILLIAM  J.  VAN  WYK,  MD,  PA 

Surgery  of  the  Hand 

803  West  Terrell,  Fort  Worth,  Texas  76104 
Telephone  817  877-3113 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 


Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Computerized  Tomography 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3800  Gaston  Ave.,  Suite  303,  Dallas,  Texas  75246; 
214  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116,  Dallas,  Texas 
75230;  214  661-7010 


John  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  MD,  Neurology  and  Electroencephalography 

Murchison  Medical  Bldg.,  Suite  307 
1810  Murchison  Drive,  El  Paso,  Texas  79902 
Telephone  915  532-8901 


WEST  HOUSTON  HAND  CENTER,  PA 

Neal  R.  Reisman,  MD,  FACS 

Diplomate  American  Board  Surgery 

Diplomate  American  Board  Plastic  Surgery 

Member  American  Society  Surgery  of  the  Hand 

7515  S.  Main,  Suite  500,  Houston  77030;  713  795-5353 

12121  Richmond,  Suite  211,  Houston  77082;  713  558-5353 

7777  S.W.  Freeway,  Suite  224,  Houston  77074;  713  774-5353 


NEUROLOGICAL  SURGERY 


NEUROLOGY 


DIAGNOSTIC  AFFILIATES 

900  South  Loop  West,  #100 
Houston,  Texas  77054 

Electroencephalography 

EEC  service  via  telephone  transmission  to 
hospitals,  clinics  and  private  offices. 

Meyer  L.  Proler,  MD 
Director:  713  747-0661 


DRS.  LONG,  SCOTT  & COON 
NEUROSURGERY  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 
R.  Cordon  Long,  MD,  FACS 
Bennie  B.  Scott,  MD,  FACS 
John  V.  Coon,  MD,  FACS 

t Dinlomates  American  Board  of  Neurological  Surgery 
Baylor  Medical  Plaza,  605  Barnett  Tower,  3600  Gaston  Avenue, 
Dallas,  Texas  75246;  Telephone  214  826-7060 


DOCTORS  SMITH,  WHEELER  AND  PARKER,  PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 
David  Allen  Cech,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


NUCLEAR  MEDICINE 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology.  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 


DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 

Charles  W.  Simpson,  MD  Richard  H.  Jackson,  MD 

Morris  Sanders,  MD  Mark  J.  Cwikla,  MD 

W.  Robert  Hudgins,  MD  Casey  E.  Patterson,  MD  (Retired) 

5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg.,  Suite  620, 

Dallas,  Texas  75235;  214  637-0420 

8210  Walnut  Hill  Lane,  Presbyterian  Professional  Bldg.,  Suite  905; 

Dallas,  Texas  75231;  214  369-7596 

1302  Lane  St.,  Copper  Tree  Medical  Center,  Suite  300, 

Irving,  Texas  75062;  214  259-4768 


Herbert  C.  Allen,  Jr.,  MD,  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 

HERBERT  C.  ALLEN,  MD,  FACNM 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 

ONCOLOGY 


JACK  E.  McCALLUM,  MD,  PA 
PHILIP  C.  BECHTEL,  MD,  PA 
WARREN  D.  WILSON,  MD,  PA 

Diplomates  of  the  American  Board  of  Neurological  Surgery 
1522  Cooper,  Fort  Worth,  Texas  76104;  817  336-1300 


HEMATOLOGY-ONCOLOGY  ASSOCIATES  OF 
HOUSTON,  PA 

Gary  B.  Fleishman,  MD 
Joel  W.  Abramowitz,  MD,  PhD 

Diplomates  of  the  American  Boards  of  Internal  Medicine  & Medical  Oncology 
Diplomate  of  the  American  Board  of  Hematology  (JWA) 

909  Frostwood,  Suite  120,  Houston,  TX  77024;  713  467-1630 
6565  DeMoss,  Suite  211,  Houston,  TX  77074;  713  270-1188 
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HAVEA 
BIG  TIME 
IN  TEXAS: 


TMA  Action  monthly  newsletter 


. . . Another  service  of  your  association 
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OPHTHALMOLOGY 


OPHTHALMOLOGY  ASSOCIATES 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Dwain  C.  Fuller,  MD 

William  B.  Snyder,  MD  Cary  Edd  Fish,  MD 

William  L.  Hutton,  MD  Rand  Spencer,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra,  Dallas,  Texas  75231;  214  692-6941 
3600  Gaston  Ayenue,  Dallas,  Texas  75246;  214  821-4540 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Aye.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
William  Decker,  MD 

7777  Southwest  Freeway,  St.  916,  Houston,  Texas  77074;  713  777-7145 


STUART  A.  TERRY,  MD 

Sub-Specialty  Glaucoma 


M&S  Tower,  Sutie  401,  730  N.  Main, 

San  Antonio,  Texas  78205;  512  226-5191 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 


JOE  L.  BUSSEY,  MD — Cataract  and  Lens  Implant  Surgery 
RUFUS  A.  ROBERTS,  MD — Diseases  and  Surgery  of  the  Retina 
Cataract  and  Lens  Implant  Surgery 

THOMAS  H.  SMITH,  MD — Ophthalmic  Plastic  and  Reconstructive  Surgery 
DAN  E.  BRUHL,  MD — Cataract  and  Lens  Implant  Surgery 
JOHN  W.  ZERDECKI,  MD — Cataract  and  Lens  Implant  Surgery 
Refractive  Surgery 

DORIS  E.  JENSEN,  MD — Medical  Ophthalmology 

DAVID  HENDRICKS,  MD — Medical  and  Surgical  Ophthalmology 

JAMES  A.  SAVAGE,  MD — Glaucoma  Consultation  and  Surgery 

308  S.  Henderson,  Fort  Worth,  Texas  76104 
1-800-6-SIGHT,  817  355-5435,  appointments  817  335-6070 
se  habla  espanol 


JOHN  E.  BISHOP,  MD 

Sub-Specialty  Pediatric  Ophthalmology 
and  Adult  Strabismus 

3301  South  Alameda,  Suite  505 

Corpus  Christi,  Texas  78411;  512  857-6600 


HOUSTON  EYE  ASSOCIATES 

Charles  E.  Russo,  MD,  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins,  MD,  FACS 
Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 
Paul  C.  Salmonsen,  MD,  FACS 
Richard  L.  Kimbrough,  MD,  FACS 
Jeffrey  B.  Arnoult,  MD 
Louise  Cooley  Kaldis,  MD 
William  H.  Quayle,  MD 
Sylvan  Brandon,  MD,  FACS,  FICS 

Richard  S.  Ruiz,  MD,  FACS 
Charles  A.  Garcia,  MD,  FACS 
Jack  T.  Holladav,  MD,  FACS 
Rosa  A.  Tang,  MD 

Houston  Eye  Associates  Building,  2855  Gramercy,  Houston,  Texas 
77025;  713  668-6828 

South  Pennzoil  Tower,  711  Louisiana,  Houston,  Texas  77002; 

713  224-4433 

Fountain  View  Medical  Plaza,  1622  Fountain  View,  Houston,  Texas 
77057;  713  782-4406 

Hermann  Eye  Center,  1203  Ross  Sterling,  Houston,  Texas  77030; 
713  797-1777 


1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 


ORTHOPEDIC  SURGERY 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 
Van  W.  Teeters,  MD 
Ronan  E.  O'Malley,  MD 

Limited  to  Retina  and  Vitreous 

1200  Binz,  Suite  400,  Houston,  Texas  77004; 
1-800-833-5921  or  713  524-1111 


HAROLD  GRANEK,  MD 


Diseases  and  Surgery  of  the  Retina  and  Vitreous 


1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


L.  Ray  Lawson,  MD  R.  Stephen  Curtis,  MD 

Robert  D.  Vandermeer,  MD  William  A.  Bruck,  MD 

Wynne  M.  Snoots,  MD  W.  Z.  Burkhead,  Jr.,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204;  214  521-2191 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817  335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Caines,  MD 
Steven  J.  Mackey,  MD,  PA 


JUDSON  P.  SMITH,  MD 

Diplomate/ American  Board  of  Ophthalmology 

General  Ophthalmology  and  Ophthalmic  Surgery 
of  the  Anterior  Segment 

1350  South  Main,  Suite  3100,  Fort  Worth,  Texas  76104;  817  338-4081 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 
Mervyn  B.  Fouse,  MD 
John  H.  Judd,  Jr,  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

Diplomates  American  Board  of  Orthopedic  Surgery 
1701  Pine  Street,  Abilene,  Texas  79601 


TMA  Physician  Membership  Directory  TMA  Physicians  Benevolent  Fund 

. . . Another  service  of  your  association  . . . Another  service  of  your  association 


Texas  Medicine 


HOUSTON  ORTHOPEDIC  CENTER 

Donald  T.  Lazarz,  MD 
Thomas  S.  Padgett,  MD 
John  ).  DeBender,  MD 

Twelve  Oaks  Tower,  4126  Southwest  Freeway,  Suite  200, 
Houston,  Texas  77027;  713  622-5100  and 
Parkway  Towers  Professional  Building,  Suite  202, 

150  West  Parker  Road,  Houston,  Texas  77076;  713  691-3905 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Orthopedic  Surgery — ^Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DDS,  MD,  PA 
John  Paul  Theo,  MD,  PA 
Robert  A.  Peinert,  Jr,  MD 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B,  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  C.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 

Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin,  MD 

6161  Harry  Hines,  Suite  220,  Dallas  75235;  214  630-8646 


PATHOLOGY 


FORT  WORTH  MEDICAL  LABORATORIES 

Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104 
Mailing  address;  P.O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


J.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES, 
INC. 

J.  S.  Wilkenfeld,  MD 

Diplomate  of  the  American  Board  of  Pathology 
Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008,  Houston,  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


AUSTIN  PATHOLOGY  ASSOCIATES 
MEDICAL  PARKWAY  CLINICAL  LABORATORY 

Anatomic  and  Clinical  Pathology,  Electron  Microscopy, 
Cytology  and  Dermatopathology 

Computerized  Results  Reporting  With  Telecommunications  Available 

A.  Q.  Da  Silva,  MD  Paul  A.  LeBourgeois,  MD 

Donald  A.  Parsons,  MD  Phillip  C.  Collins,  MD 

William  J.  Reitmeyer,  MD  Dayid  R.  Ralph,  MD 

RENAL  PATHOLOGY;  Gerald  A.  Beathard,  MD 
Main  Lab;  711  W.  38lh  Street— Suite  C-11,  Austin,  Texas  78705 
Mailino  Address;  P.O.  Box  9806,  Austin,  Texas  78766-0806 
Telephone:  512  452-2529 

Specimens:  Mail  to  Main  Lab 
Office  Pickup  Service  in  Austin  Area 


PHYSICAL  MEDICINE  & REHABILITATION 


G.  S.  GILL,  MD,  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 

3601  22nd  Place,  Lubbock,  Texas  79410 
Telephone  806  797-9119 


ORTHOPAEDIC  SURGERY  ASSOCIATES  OF 
SAN  ANTONIO,  PA 

Ralph  J.  Curtis,  MD 
Jesse  C.  DeLee,  MD 
John  A.  Evans,  MD 

Athletic  Medicine,  Reconstructive  and  Traumatic 
Surgery  of  the  Shoulder  and  Elbow,  Hip,  Knee  and  Eoot 
414  Navarro,  Suite  1128,  San  Antonio,  Texas  78205;  512  225-6045 
7711  Louis  Pasteur,  Suite  209,  San  Antonio,  Texas  78229;  512  697-9888 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper,  Administrator 
Larry  E.  Browne,  MD,  Medical  Director 


ROBERTO  C.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


OTOLARYNGOLOGY 


PLASTIC  SURGERY 


Drs.  Morton,  Blumenfeld  & Charbonneau,  PA 

ENT,  ENT  Allergy,  Cosmetic  Eacial  Surgery 

R.A.D.  Morton,  Jr,  MD,  FACS 

Ronald  J.  Blumenfeld,  MD,  FACS 

Paul  A.  Charbonneau,  MD,  FACS 

Diplomates,  American  Board  of  Otolaryngology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 

10470  Vista  del  sol.  Suite  110,  El  Paso,  Texas  79925;  915  592-8666 


Thomas  D.  Cronin,  MD,  FACS  Laurence  E.  Wolf,  MD,  FACS 

Raymond  O,  Brauer,  MD,  FACS  Benjamin  E.  Cohen,  MD,  FACS 

Thomas  M.  Biggs,  MD,  FACS  Ernest  D.  Cronin,  MD,  FACS 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 


TMA  HealthWise  Series 

. . . Another  service  of  your  association 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS 
Jonathan  J.  Dora,  MD,  FACS 
David  J.  Katrana,  DDS,  MD,  FACS 
James  B.  Stafford,  IV,  MD 
David  A.  Lee,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  713  795-5575 


Representing  TMA's  legislative  views 

. . . Another  service  of  your  association 


Volume  82  August  1986 


FORT  WORTH  PLASTIC  SURGERY  CLINIC 

David  A.  Grant,  MD,  FACS 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  and  Reconstructive  Plastic  Surgery 

Raymond  A.  Faires,  MD 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

FHand  and  Micro  Surgery 

Craniofacial  Surgery 

606  Medical  Plaza  Building 

800  Eighth  Avenue,  Fort  Worth,  Texas  76104 

817  335-4752  817  332-9441  817  335-4755 


VALENTIN  GRACIA,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Burns 


1001  W.  Rosedale,  P.O.  Box  2476,  Fort  Worth,  Texas  76113;  817  336-0446 


ROBERT  M.  WRIGHT,  JR,  MD 
VALERIE  WRIGHT,  MD 

Plastic,  Reconstructive,  Hand 

and  Microvascular  Surgery 

1700  Providence  Drive,  Waco,  Texas  76707 
Telephone  817  756-0111 


ROGER  D.  HARMAN,  MD 

Aesthetic,  Plastic  and  Reconstructive  Surgery 
Hand  and  Microsurgery 

747  Eighth  Avenue,  Fort  Worth,  Texas  76104 
817  335-4044 


COSMETIC  AND  RECONSTRUCTIVE 
PLASTIC  SURGERY  SPECIALISTS  PA 
Neal  R.  Reisman,  MD,  FACS  Mark  D.  Gilliland,  MD 

Diplomate  American  Board  Surgery 

Diplomate  American  Board  Plastic  Surgery 

American  Society  Plastic  and  Reconstructive  Surgery 

American  Society  Surgery  of  the  Hand 

7515  S.  Main,  Suite  500,  Houston  77030;  713  795-5353 

12121  Richmond,  Suite  211,  Houston  77082;  713  558-5353 

7777  S.W.  Freeway,  Suite  224,  Houston  77074;  713  774-5353 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 


PSYCHIATRY 


Cosmetic  Surgery  

Plastic  & Reconstructive  Surgery  GONZALO  A.  AILLON,  MD 


1301  West  38th  Street,  Suite  608,  Austin,  Texas;  512  454-7659 


Psychiatry-Bilingual 


JOHN  E.  CARTER,  MD,  PA  3450  Wheatland  Road,  Suite  120 

Diplomate  American  Board  of  Surgery  Dallas,  Texas  75211;  214  296-6241 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229  RICHARD  G.  JAECKLE,  MD 

Telephone:  Office  512  696-2390;  Medical  Exchange  512  227-6331  Psychiatry 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler,  Texas  75705;  214  593-8296 


JAMES  L.  MOORE,  MD,  FACS,  PA 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 
1200  Binz,  Suite  730 

„ . Houston,  Texas  77004;  713  526-6161 
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PLASTIC  SURGERY  CLINIC  OF  AUSTIN 

Robert  A.  Ersek,  MD 

Diplomate  of  American  Board  of  Plastic  Surgery 

Aesthetics,  Plastic,  Reconstructive, 

Suction  Lipectomy,  and  Hand  Surgery 

30th  & Red  River,  Austin,  Texas  78705 
24  HR#  512  479-6805  & 512  474-HAND 


Diplomate,  American  Board  Psychiatry  & Neurology,  Child  Psychiatry 
Diplomate,  American  Board  Psychiatry  & Neurology,  Psychiatry 

Presbyterian  Professional  Building  II,  Suite  404, 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  696-0964 


C.  MARSHALL  BRADSHAW,  MD,  PA 

Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Child, 

Adolescent  and  Adult  Psychiatry 


Jerry  M.  Lewis,  MD 
Doyle  I.  Carson,  MD 
Keith  H.  Johansen,  MD 
James  K.  Peden,  MD 
Charles  C.  Markward,  MD 
Byron  L.  Howard,  MD 
Roy  H.  Fanoni,  MD 
Mark  P.  Unterberg,  MD 
John  C.  Looney,  MD 
Kathleen  B.  Erdman,  MD 
Don  C.  Payne,  MD 
Mark  J.  Blotcky,  MD 
L.  Dwight  Holden,  MD 


Paul  M.  Hamilton,  MD 
Jerry  M.  Lewis,  III,  MD 
Tom  C.  Campbell,  MD 
Jeffrey  Glass,  MD 
Grover  M.  Lawlis,  MD 
Conway  McDanald,  MD 
Cary  L.  Malone,  MD 
Edgar  P.  Nace,  MD 
Ernest  N.  Brownlee,  MD 
Michael  Madigan,  MD 
Perry  Talkington,  MD 
Joseph  D.  Caspar!,  MD 


The  Burn  Care  Associates  has  been  organized  to  provide  care  for  burned 
patients.  Care  for  every  phase  of  burn  trauma  will  be  provided  from 
resuscitation  to  late  rehabilitation. 

John  E.  Carter,  MD  David  Mclnnis,  MD 

Lebaron  W.  Dennis,  MD  Donald  Novick,  MD 

Michael  M.  Duffy,  MD  Millie  Smith,  Coordinator 

Joe  Ford,  MD 

BURN  CARE  ASSOCIATES 

302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 


4600  Samuell  Blvd.,  Dallas,  Texas  75228 
214  381-7181 


TMA  Postgraduate  Courses 

. . . Another  service  of  your  association 


Texas  Medicine 


TITUS  HARRIS  CLINIC 

Inpatient  & Outpatient  Services 
(Open  and  Closed  Units) 

Practice  limited  to  Psychiatry 

E.  C.  McDanald,  Jr,  MD — Individual  and  Croup  Psychotherapy 
Grace  K.  Jameson,  MD — Child,  Adolescent  and  Family  Psychiatry 
E.  Ahmed  Zein-Eldin,  MD — General  Psychiatry,  Somatic  Therapies 
William  W.  Bondurant,  III,  MD — General  Psychiatry,  Somatic  Therapies 
A.  O.  Singleton,  III,  MD — General  and  Adolescent  Psychiatry 
J.  B.  Rust,  MD — Substance  Abuse  Program,  Child  Psychiatry 
Constance  Stout,  ACSW — Individual  and  Family  Psychotherapy 
Pam  Peirsol,  ACSW — Individual  and  Family  Psychotherapy 
Ann  Brestrup,  ACSW — Individual  and  Family  Psychotherapy 
Mark  Middlebrooks,  MSW — Individual  and  Family  Psychotherapy 

200  University  Boulevard,  Suite  620,  Galveston,  Texas  77550 
Telephone  409  765-6321 


RHEUMATOLOGY 


DON  E.  CHEATUM,  MD,  FACP,  FCCP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


THORACIC  SURGERY 


DALLAS  PSYCHIATRIC  ASSOCIATES, 
A PARTNERSHIP 


Inpatient  and  Outpatient  Services  for 
Adolescent  Psychiatry,  Adult  Psychiatry, 
Treatment  of  Alcoholism 


Larrie  W.  Arnold,  MD 
Gary  L.  Etter,  MD 
Ronald  Fleischmann,  MD 
Bradford  M.  Goff,  MD 
Fred  L.  Griffin,  MD 
R.  Sanford  Kiser,  MD 
Grover  Lawlis,  MD 


Art  Mirzatung,  MD 
John  L.  Peake,  MD 
William  M,  Pederson,  MD 
Leslie  H.  Secrest,  MD 
Angela  M.  Wood,  MD 
John  M.  Zimburean,  MD 


Brookhaven  Professional  Plaza,  LBJ  at  Webbs  Chapel 
10  Medical  Parkway,  Suite  304,  Dallas,  Texas  75234 
; Medical  City  Dalias,  7777  Forest  Lane,  Suite  B411,  Dallas,  Texas  75230 
, Trinity  Professional  Plaza,  4333  N.  Josey  Lane,  Suite  307, 

, Carrollton,  Texas  75010 
I Telephone  214  247-1150 


PULMONARY  DISEASES 


■ John  R.  Burk,  MD,  FACP  David  R.  Stoop,  MD,  FACP,  FCCP 

1 Mitchell  C.  Kuppinger,  MD,  FCCP  W.  Steven  Trombold,  MD,  FCCP 
! David  M,  Webb,  MD,  FCCP  David  H,  Plump,  MD,  FCCP 

I R.  L.  "Lin"  Cash,  Jr,  MD 

I Diplomates  of  American  Board  of  Internal  Medicine 

PULMONARY  CONSULTANTS  OF  TEXAS,  PA 

Physiology,  Diagnosis  Therapy,  Bronchoscopy, 

* Pulmonary  Function,  Intensive  Care,  Pulmonary 
Angiography,  Pulmonary  Rehabilitation, 

I Sleep  Apnea 
Reactive  Airway  Disease 

I 1307  Eighth  Avenue,  Suite  201,  Fort  Worth,  Texas  76104;  817  926-0242 

I 911-C  Medical  Centre  Dr.,  Arlington,  Texas  76012; 

I 817  461-0201  (Metro) 


ALLAN  L GRAHAM,  MD,  FACS* 

KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 
*Also  certificate  of  speciai  qualification  in  general  vascular  surgery, 
American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 

RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 

Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  By  Appointment 


BERNARD  R.  JACK,  MD,  PA,  FACS 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 

Cardiac,  Vascular  & Thoracic  Surgery 

800  Eighth  Avenue,  Suite  432,  Fort  Worth,  Texas  76104 
817  336-1700 


REGIONAL  CARDIOVASCULAR  CENTER 

Cardiac,  Vascular  and  Thoracic  Surgery 

Mario  O.  Kapusta,  MD 

Phillip  R.  Adams,  MD 

925  E.  Dawson,  Tyler,  Texas  75701 
214  593-9022 


UROLOGY 


RADIOLOGY 


THERAPEUTIC  RADIOLOGY  AT 
MEMORIAL  HOSPITAL 

i 

I Radiotherapy  Department 
; 7600  Beechnut 
Houston,  Texas  77074 

I 713  776-5622  Day  Phone 
' 713  776-5170  Night  and  Weekends 

Carlos  H.  Fernandez,  MD 

: Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 
I External  or  Internal  Irradiation 
Inpatient  and  Outpatient  Services 


TMA  Memorial  Library 

. . . Another  service  of  your  association 


ELGIN  W.  WARE,  JR,  MD 
GEORGE  E.  HURT,  JR,  MD 
L MICHAEL  GOLDSTEIN,  MD 
STEVE  M.  FROST,  MD 
Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Dolphus  E.  Compere,  MD  Ira  N.  Hollander,  MD 

Grant  F.  Begley,  MD  J.  Daniel  Johnson,  MD 

Hugh  Lamensdorf,  MD  A.  E.  Thurman,  MD 

Diplomates  of  American  Board  of  Urology 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


EUGENE  R.  TODD,  MD,  PA 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 
3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Wadley  Tower,  Suite  755,  Dallas,  Texas  75246 
214  826-3500 


Representing  the  Profession 

. . . Another  service  of  your  association 
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DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD,  PA 
Donald  J.  Logan,  MD,  PA 
Donald  L.  McKay,  MD,  PA 
Christopher  D.  Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


KIRBY  B.  TARRY,  MD,  FACS 

Diplomate,  American  Board  of  Urology 
Adult  and  Pediatric  Urology 

Impotence  with  Prosthesis-Vasovasostomy 

1405  West  Illinois,  Midland,  Texas  79701 
915  687-4553 


SOUTHWEST  UROLOGY  ASSOCIATES 

Adult  and  Pediatric  Urology 

Ted  Boone,  MD  Wm.  A.  Freeborn,  MD 

Warren  M.  Greene,  MD  H.  Pat  Hezmall,  MD 

lames  T.  Coggins,  MD  Kenneth  I.  Licker,  MD 

Diplomates  of  American  Board  of  Urology 
221  W.  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 
3450  W.  Wheatland  Road,  #60,  Dallas,  Texas  75211 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $32.00  per  column  inch  per  month  and  listings  must 
run  for  a minimum  of  six  months.  A discount  of  5%  is  allowed 
for  six  months'  advance  payment.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
Deadline  is  the  5th  of  the  month  preceding  publication  month. 


Political 
responsibility 
is  responsible 
medicine 

Success  at  the  ballot  box  begins  with  the  thousands 
of  concerned  physicians  and  their  spouses  who 
make  up  the  effective  and  influential  political  voice  of 
medicine  called  TEXPAC.  Through  TEXPAC  financial 
and  technical  support  is  provided  those  candidates 
who  share  similar  views  with  the  medical  constitu- 
ency on  the  delivery  of  quality  health  care  and  public 
policy  issues. 

Physicians  control  TEXPAC — responsible  physicians 
like  yourself;  physicians  who  realize  that  their  political 
involvement  at  the  local  level,  and  their  support  of 
TEXPAC  through  membership  and  financial  contribu- 
tion IS  essential  to  continuing  the  influential  voice  of 
the  medical  constituency  in  Texas. 

Your  voice  and  membership  is  needed.  Join  with 
those  who  realize  that  medicine  is  a constituency. 

Join  TEXPAC. 


Texa5  Department  of  Health 
in  cooperation  with 
Texa5  Medical  Association 
Texas  Osteopathic  Medical  Association 


What’s  quick,  easy,  and  effective 
medicine  for  childhood  diseases? 

It’s  the  TMA  Immunization 
Reminder  Card! 

These  3x5  cards  remind  your  patients  that  they  are  due  for 
important  immunizations.  On  the  back,  you  fill  in  the  type  of 
vaccine  needed. 

And  best  of  all  they  are  free  from  the  Texas  Medical  Association. 


To  order  your  free  supply  of  cards, 
complete  this  coupon  and  send  to 
Texas  Medical  Association 
Immunization  Cards 
1801  North  Lamar  Blvd. 

Austin,  Texas  78701 


name 

address  (no  P.O.  boxes) 

city state zip 

number  of  cards 


I 

Texas  Medicit  | 


Classified  Advertising 


OPPORTUNITIES  AVAILABLE 


Academic/Government 

Looking  for  a career,  not  just  a job?  Health  Services 
Division  of  Texas  Department  of  Corrections  has 
openings  for  full-time  psychiatrists  in  several  prison 
units  located  throughout  East  and  Southeast  Texas. 
Remuneration  varies,  depending  upon  experience 
and  ABPN  certification,  with  total  salary  ranging 
from  $75,112  to  $89,304  for  psychiatrist  supervisor 
and  unit  psychiatrist  positions.  Excellent  fringe 
benefits.  No  state  income  tax.  If  you  are  truly  in- 
terested in  joining  a demanding,  pioneering,  re- 
warding, AMA  accredited  program,  please  contact: 
Health  Services  Personnel,  Texas  Department  of 
Corrections,  P.O.  Box  99,  Huntsville,  Texas  77340, 
Equal  opoortunity  employer. 


Emergency  Medicine 

Needed:  Emergency  physicians,  North  Central  Texas 
area,  full  and  part-time.  For  an  application  call 
817  336-8600  or  write  Emergency  Medicine  Con- 
sultants, PA,  1533  Merrimac  Circle,  Suite  202,  Fort 
iWorth,  Texas  76107. 

[Emergency  Physician — Local  Houston  ER  group 
meeds  experienced  ER  physician.  Fee-for-service 
[with  guarantee.  Contact  Greater  Houston  Emergency 
'Physicians  Associates,  P.O.  Box  7445,  Houston, 
Texas  77248;  713  861-7942. 

Texas:  Dallas-Fort  Worth  & East  Texas.  Full-time 
[positions  available  at  several  hospitals  in  the  Dallas- 
iFort  Worth  and  East  Texas  areas,  with  extremely 
jattractive  fee-for-service  compensation  and  hourly 
[guarantees.  Compensation  ranges  from  $65,000  to 
$105,000  annually.  Very  desirable  geographic  loca- 
'tions  include  Tyler,  Longview,  Greenville  and 
Marshall,  Texas.  Association  with  a strong  physician- 
ioriented  group  provides  attractive  professional  op- 
Iportunities  for  emergency  physicians.  Positions  are 
also  available  for  primary  care  physicians  in  clinic 
settings.  Contact  Brenda  Lancaster,  Vice  President, 
Professional  Services,  EmCare,  Inc.,  3310  Live  Oak, 
Suite  400,  Dallas,  Texas  75204,  or  call  toll  free 
1-800-527-2145. 

[Texas:  Emergency  department  locum  tenens  and 

[weekend  coverage  available  in  various  locations. 
[Competitive  hourly  rate  includes  malpractice  in- 
jsurance.  Contact;  Emergency  Consultants,  Inc.,  2240 
[South  Airport  Road,  Room  29,  Traverse  City, 
[Michigan  49684. 

[Texas:  Full-time  ED  positions  available  in  North 
Texas  area.  Small  group,  flexible  scheduling.  ACLS 
and  US  education  required.  Send  CV  to  Ms.  Neu, 
iNumed  Systems,  P.O.  Box  2122,  Denton,  Texas 
176202. 

[Emergency  medicine  and/or  family  practice  physi- 
cians needed  for  family  practice  and  acute  cqre 
facility  located  in  attractive,  progressive  city  with 
numerous  cultural,  educational  and  recreational  op- 
portunities. Salary  $60,000  plus  benefits,  percentage 
of  profit  and  insurance.  Contact:  Midland  Minor 
Emergency  Center,  2310  West  Ohio,  Midland,  Texas 
79701;  telephone  915  686-9708. 


Family/Ceneral  Practice 

^Wanted:  General  Practitioner/Industrial  Medicine. 

jPosition  available  with  12-doctor  multispecialty 
[group.  All  benefits  paid  by  the  group,  afternoon 
'off,  rotating  call  schedule.  Send  curriculum  vitae  to 
Charles  E.  Alihritton,  Administrator,  Suite  240, 
7777  Forest  Lane,  Dallas,  Texas  75230;  phone  214 
661-7700. 

[Wanted:  Family/general  practitioner  to  locate  in 
[northeast  Texas  area.  Croup  setting.  Contact  Paul  R. 
[Bennett,  300  West  Upshur,  Cladewater,  Texas 
'75647;  phone  214  845-2281. 

I Southeast  Texas — Take  over  existing  ACC  practice  at 
I no  cost  to  you.  Opportunity  to  earn  over  $100,000 
the  first  year.  Must  have  excellent  rapport  with 
patients  and  ability  to  get  along  with  staff.  Require 
Arnerican  trained  and  board  certified/FP.  Call  or 
write  Robert  Morris,  2497  Liberty,  Beaumont,  Texas 
77702;  409  838-2636. 

Family  Practice — Enjoy  freedom,  excellent  income, 
paid  malpractice,  travel,  and  housing,  join  the  PRN 
staff  as  an  independent  contractor  providing  tempo- 


rary practice  coverage  for  our  colleagues.  Assign- 
ments from  one  week  to  several  months.  Contact 
PRN  (Physician's  Relief  Network),  1000  North  Wal- 
nut, Suite  A,  New  Braunfels,  Texas  78130;  512 
629-5858. 

A variety  of  associate  and  solo  private  practice 

opportunities  available  in  Texas  for  board  certified 
family  physicians.  For  information  without  cost  or 
obligation  contact:  Physician  Resource  Network, 
P.O.  Box  37102,  Fort  Worth,  Texas  76117;  817 
595-1128. 

Immediate  opportunity  available  for  family  practice 
physician,  board  eligible/board  certified  to  join 
five-physician  multispecialty  group.  Excellent  patient 
population,  well  equipped  clinic  with  first  year 
salary  guaranteed.  Excellent  fringe  benefits.  Affil- 
iated with  60-bed  community  hospital,  teaching 
opportunities  available.  Conveniently  located  in 
scenic,  recreational  area  with  close  proximity  to 
La  Crosse,  Wisconsin.  Please  send  curriculum 
vitae  to  R.  A.  Starr,  MD,  318  West  Decker  St., 
Viroqua,  Wisconsin  54665;  telephone  608  637-3175 
or  608  637-3177. 

Reagan  Hospital  District,  Big  Lake,  Texas  is  looking 
for  a physician  interested  in  solo  family  practice 
that  promises  lucrative  future.  Located  in  Permian 
Basin,  Reagan  Hospital  District  is  prepared  to  offer 
$125,000  gross  annual  guarantee  with  new  clinic 
opening  late  1986.  Reagan  Hospital  District  owns- 
operates  a 27-bed  acute  care  hospital  and  48-bed 
long  term  care  facility  in  community  of  3,500. 
Contact  Ron  Calloway,  Administrator,  Reagan  Me- 
morial Hospital,  805  North  Main,  Big  Lake,  Texas 
76932;  915  884-2561. 

Wanted:  Full-time  Family  Practitioner — Central 
Texas  town  between  Dallas,  Fort  Worth  and  Waco, 
near  beautiful  Lake  Whitney.  Clinic  next  door  to 
the  hospital.  Salary  negotiable,  partnership  oppor- 
tunity. Contact  Morris  R.  Hill,  MD  or  james  C. 
Barton,  MD,  P.O.  Box  548,  Whitney,  Texas  76692- 
0548;  817  694-2221. 

Texas,  Houston:  MediClinic,  a group  of  family 
practice  clinics,  has  immediate  openings  for  phy- 
sicians interested  in  family  practice  Practice  in  a 
professional  environment  without  the  hassle  of 
staffing/administrative  details.  Call  jerry  Woodard 
713  783-4707  or  send  CV  to  P.O.  Box  42418,  Hous- 
ton, Texas  77242-2418. 

Wanted — Primary  care  physician  for  small  West 
Texas  town.  Board  certified  family  practice  pre- 
ferred; will  consider  general  practice.  Robert  Lee 
has  population  of  1202,  and  is  (30)  thirty  miles 
north  of  San  Angelo,  (60)  sixty  miles  south  of 
Abilene,  at  the  south  end  of  the  E.  V.  Spence 
Reservoir  which  is  the  fifth  largest  reservoir  in 
Texas.  The  hospital  is  licensed  for  26  beds,  has  19 
beds  and  is  certified  by  Medicare,  The  nursing 
home  is  ICF3,  is  licensed  for  53  beds,  has  50  beds, 
and  48  beds  are  filled,  and  is  certified  by  Medi- 
caid. The  hospital  and  nursing  home  are  both 
owned  by  the  West  Coke  County  Hospital  District. 
The  hospital  district  has  a new  executive  director 
and  has  affiliated  with  St.  John's  Hospital  in  San 
Angelo.  Physicians  in  Robert  Lee  are  encouraged 
to  join  the  courtesy  staff  at  St.  John  in  addition  to 
the  active  staff  at  West  Coke  County  Hospital  Dis- 
trict. Interested  physicians  should  contact:  Stephen 
M.  Goode,  Executive  Director,  West  Coke  County 
Hospital  District,  P.O.  Box  1209,  Robert  Lee,  Texas 
76945;  915  453-2511. 

Expanding  west  Texas  multispecialty  group  needs 
active  family  practitioner.  High  guarantee,  excellent 
benefits  and  no  first  year  expenses  Send  CV  to 
Ad-624,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 

Family  Practitioner — BE/BC  needed  to  join  busy 
practice  in  the  lower  Rio  Grande  Valley  of  Texas. 
$65,000  guarantee  first  year  plus  incentive  bonus. 
Paid  malpractice  and  fringe  benefits.  Main  office  in 
Weslaco,  Texas  with  satellite  office  in  Elsa,  Texas. 
Anticipate  further  expansion.  Fluency  in  Spanish 
necessary.  OB  necessary.  Weekend  call  every  third 
week.  Near  South  Padre  Island  resort.  Address  in- 
quiries to  J.  A.  Lopez,  MD,  1311  E.  6th  Street, 
Weslaco,  Texas  78956;  telephone  512  968-1188. 


Orthopedic  Surgery 

Wanted:  Orthopedic  Surgeon.  Position  available 
with  12-doctor  multispecialty  group  located  in  the 
Medical  City  Dallas  complex  in  North  Dallas.  All 
benefits  paid  for  by  the  group,  afternoon  off,  rotat- 
ing call  schedule.  Send  curriculum  vitae  to  Charles 
E.  Allbritton,  Administrator,  7777  Forest  Lane,  Suite 
240,  Dallas,  Texas  75230;  telephone  214  661-7700. 


Pediatrics 

Pediatrician  Wanted — JCAH  accredited  hospital  in 
the  northeast  Texas  area.  Contact  Paul  R.  Bennett, 
300  West  Upshur  Avenue,  Cladewater,  Texas  75647; 
phone  214  845-2281. 


Other  Opportunities 

immediate  Opening:  Excellent  opportunity  for  a 
specialist  in  FP,  OBC,  IM,  general  surgery  or  in- 
dustrial medicine  to  join  well  established  and 
rapidly  expanding  family  practice  group  in  San 
Antonio.  Our  facility  is  fully  equipped  as  a total 
health  care  center  with  laboratory,  x-ray,  stress 
testing,  holter  monitoring,  and  pulmonary  function 
testing  already  established.  Plans  are  underway  to 
move  to  larger  facility  and  offer  increased  services. 
We  offer  competitive  guaranteed  salary,  corporate 
benefits  with  paid  professional  liability,  administra- 
tive and  support  staff,  affiliation  with  large  com- 
munity hospitals,  and  call  sharing  opportunities. 
Requires  well-rounded  abilities  in  both  an  out- 
patient and  hospital  practice.  Board  certification 
or  eligibility  required.  Dedicaton  to  high  quality, 
excellent  patient  empathy  and  communicative  skills 
mandatory.  Leadership  skills  and  entrepreneural 
interest  in  practice  desirable.  Tremendous  growth 
potential.  Immediate  opening  due  to  building  ex- 
pansion and  broadening  patient  base.  Send  CV, 
references  to  William  Conzaba,  MD,  PA,  The 
Doctor's  Office,  2101  Lockhill-Selma,  Suite  208, 
San  Antonio,  Texas  78213. 

Physicians  Wanted — Progressive  hospital  in  East 
Texas.  Contact  Paul  Bennett,  Administrator,  Glade- 
water  Municipal  Hospital,  300  West  Upshur,  Clade- 
water, Texas  75647;  telephone  214  845-2281. 

Are  you  looking  for  a paved  highway  toward 

financial  success — where  you  will  receive  referrals 
from  other  doctors  because  they  are  too  busy  or 
retiring — where  there  is  no  animosity  towards  new 
physicians?  Immediate  openings  for  family  physi- 
cians, OBC,  Internists,  pedis,  orthopods,  and 
surgeons  in  smaller  towns  in  Texas.  Contact  Texas 
Doctors  Croup,  702  Colorado,  Suite  102,  Austin, 
Texas  78701;  512  476-7129.  Toll  free  in  Texas 
1-800-331-8472. 

MDs  full-time  or  part-time  in  beautiful  East  Texas 
Piney  Woods  for  new  ambulatory  care  center. 
Excellent  salary.  Please  contact  Barbara  at  409  637- 
1800  or  send  CV  to  Lufkin  Immediate  Care  Center, 
P.O.  Box  2325,  Lufkin,  Texas  75901. 

HCA  owns  or  manages  55  hospitals  in  Texas.  Op- 
portunities for  all  non-hospital  based  specialties  in 
both  metropolitan  and  rural  areas.  Send  curriculum 
vitae  to:  Carol  Siemers,  HCA,  P.O.  Box  1575,  Nash- 
ville, Tennessee  37202  or  call  1-800-251-153^ 

The  Medical  and  Surgical  Clinic  of  Sherman,  Texas 

is  currently  expanding  its  multispecialty  group  to 
include  specialists  in  pediatrics,  ophthalmology  and 
otolaryngology.  Interested  parties  please  contact 
Ron  Marshall,  Administrator,  214  893-5138  (collect). 

Positions  Available — Seeking  6C/BE,  OBG,  genera) 
internist,  HEM/ON,  PS,  endocrinologist  to  join  an 
established  multispecialty  (non-prepaid)  clinic  in 
South  Central  Texas.  Contact  Leroy  W.  Kitch,  Ad- 
ministrator, Skinner  Clinic,  124  Dallas  Street,  San 
Antonio,  Texas  78205. 

San  Antonio:  Family  practice/emergency  medicine. 

immediate  opening  in  minor  emergency  center 
operating  14  hours  per  day.  Salary  and  fringes 
negotiable.  Contact  Robert  W.  Kottman,  MD,  8210 
Pat  Booker  Road,  San  Antonio,  Texas  78233;  512 
653-8989. 

Physicians — Have  you  contacted  the  Texas  Medical 
Association  Placement  Service?  We  have  informa- 
tion for  many  specialties  on  practice  opportunities 
throughout  the  state.  Send  inquiries  to  Physicians 
Placement  Service,  Texas  Medical  Association,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701.  Call  512 
477-6704,  ext.  263.  No  charge  to  TMA  members! 

Arizona  based  physician  recruitment  firm  has  op- 
portunities coast  to  coast.  "Professionals  working 
with  professionals."  Over  14  years  experience.  Call 
602  795-7474;  or  send  CV  to:  Mitchell  & Associ- 
ates, Inc.,  2761  N.  Country  Club  Road,  Suite  202, 
Tucson,  Arizona  85716. 

Allergist  needed  to  join  21-physician  multispecialty 
group.  High  first  year  guarantee  with  no  first  year 
expenses.  Excellent  benefits  with  paid  relocation 
expenses.  Send  CV  to  Tammy  Stripling,  Malone  and 
Hogan  Clinic,  1501  W.  11th  Place,  Big  Spring, 
Texas  79720. 

Anesthesiologist  needed  to  |oin  21-physician  multi- 
specialty group.  Will  be  in  charge  of  clinic's  soon 
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to  open  Same-Day-Surgery  Center.  Strong  consid- 
eration given  to  semi-retired  physician.  Excellent 
benefits  with  paid  relocation  expenses.  Send  CV  to 
Tammy  Stripling,  Malone  and  Hogan  Clinic,  1501 
W.  11th  Place,  Big  Spring,  Texas  79720. 

Your  choice  of  lifestyles  makes  up  the  winning 
combination  with  Medical  Networks.  Practice  op- 
portunities in  emergency  medicine  and  Medstop 
Convenience  Clinics  with  good  clinical  income  and 
paid  malpractice.  Also,  hospital  sponsored  private 
family  practices.  Contact  Director,  Physician  Man- 
agement Services,  Medical  Networks,  P.O.  Box 
4448,  Houston,  Texas  77210  or  call  collect  to 
713  999-4353. 

General  and  vascular  surgeon  to  join  well  estab- 
lished active  solo  practice  of  general/vascular 
surgeon  in  city  of  100,000.  Salary  progressing  to 
partnership  and  eventually  to  assumption  of  prac- 
tice. Send  CV  to  Ad-623,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

Internist,  ophthalmologist,  OBC — exceptional  op- 
portunity to  join  13-physician  multispecialty  group 
near  Dallas.  Full  partnership  with  excellent  income 
potential.  Send  CV  to  Essin  Clinic,  P.O.  Box  1378, 
Sherman,  Texas  75090. 

Expanding  Texas  multispecialty  group — Dallas/Fort 
Worth,  requires  BE/BC  physicians:  internal  medi- 
cine, OBC,  family  practice,  orthopedic  surgery, 
anesthesiology,  general  surgery,  pediatrics,  ENT, 
urology,  cardiology,  dermatology,  psychiatry.  Com- 
petitive salary.  Extensive  benefits.  Direct  inquiry, 
CV  to:  Medical  Director,  Permanente  Medical  As- 
sociation of  Texas,  12720  Hillcrest,  Suite  600, 
Dallas,  Texas  75230 

North  Texas  cosmetic  surgeon  seeks  associate  pri- 
marily interested  in  body  cosmetic  surgery.  Ameri- 
can Board  of  Cosmetic  Surgery  or  American  Board 
of  Plastic  Surgery  certification  preferred.  Please 
reply  to  Ad-626,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

The  Jackson  County  Hospital  District,  located  in 
the  Gulf  Coast  of  South  Texas,  manages  two  gen- 
eral acute  care  facilities.  The  Edna  Hospital  is  35 
beds,  jCAH  approved,  and  located  in  Edna.  Mauritz 
Memorial  Hospital  is  50  beds.  Medicare  approved, 
and  located  in  Canado.  Excellent  opportunity  for 
family  practitioner  with  OB  skills  to  develop  prac- 
tice. The  hospital  district  will  assist  the  physician 
with  relocation  and  practice  start-up.  Specialists 
are  readily  available  for  consultations.  Outside  the 
hospital  Jackson  County  residents  enjoy  a rural 
town  setting  while  having  the  conveniences  of  near- 
by major  Texas  metropolitan  areas  such  as  Houston, 
Austin,  San  Antonio,  and  Corpus  Christ!  The  Gulf 
Coast  can  be  reached  in  just  a half  hour.  Shopping 
and  entertainment  are  only  25  minutes  away  in 
Victoria.  Lake  Texana  is  just  10  minutes  away, 
where  boating,  camping,  and  all  water  sports  can 
be  enjoyed.  Please  reply  to  Ad-625,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


OPPORTUNITIES  SOUGHT 


We  have  physicians  who  are  looking  to  Join  solo, 
partnerships,  or  multispecialty  groups  in  the  Texas 
area.  For  more  information  call  Medical  Advisory 
Croup,  Inc.,  214  758-9939. 

General  surgeon  wanting  to  relocate.  Texas  license, 
ABS.  Willing  to  do  some  general  practice.  Will 
consider  HMO,  free-standing  clinic,  or  suitable  ER. 
Available  immediately.  Please  reply  to  Ad-611, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

We  have  listings  of  physicians  desiring  to  relocate 
in  Texas.  Nearly  all  specialties  are  represented. 
There  is  no  charge  to  TMA  members  for  this 
service.  Contact:  Physicians  Placement  Service,  Tex- 
as Medical  Association,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701.  512  477-6704,  ext.  263. 


FOR  SALE  OR  LEASE 


Medical  Equipment 

50%  off  previously  owned  medical  laboratory, 

office,  x-ray,  ultra-sound  equipment  in  excellent 
condition.  We  buy,  sell,  broker  and  repair.  Ap- 
praisals by  Certified  Surgical  Consultants,  Medical 
Equipment  Resale,  Inc.,  24026  Haggerty  Road, 
Farmington,  Michigan  48018;  313  569-4407  anytime. 

Complete  set-ups  to  single  items.  Save  over  50% 
on  some  items.  Some  examples:  Ritter  power  tables, 
Medco  Sololator,  Burdick  EK-8,  Nova  I,  x-ray  equip- 
ment, new  Procto  equipment.  All  guaranteed!  We 
buy,  sell  and  broker.  Call  or  write  Medexchange, 
12989  Jupiter,  Suite  203,  Dallas,  Texas  75238; 
214  341-6305  or  512  445-1898, 


Office  Space/ Property 

San  Antonio— General  internist  desires  to  sublease 
ready-to-go  office  space  with  five  exam  rooms. 
Rapidly  growing  North  Central  location.  Ideal  for 
allergist,  dermatologist,  or  other  primary  care 
physician.  For  information  call  512  377-3224. 

For  Sale — Hillside  Country  Home.  Trees  and  fields, 
150  miles  north  of  Dallas.  3 bedroom,  garage 
apartment.  Sw.  PI.  barn/tool  house.  I’/z  bath. 
Phone  405  298-2314,  405  298-3365  or  reply  to 
Ad-612,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 

Austin:  For  lease,  1300  sq.  ft.  duplex  near  Seton. 

Ideal  for  solo.  Waiting,  two  offices,  lab,  nurse's 
station  and  four  exam  rooms.  Ben  H.  White,  MD 
or  Karen  Haslund,  MD,  512  454-8691. 

For  Sale — Well  established  CP  clinic.  Town  of 
27,000.  Established  31  years.  Excellent  practice  op- 
portunity for  CP  or  any  specialty.  Low  overhead, 
3200  sq.  ft.  and  a parking  lot.  Hospital  is  7 miles. 
Doctor  died  May  3.  Write  Frances  Barbee,  213  W. 
Avenue  D,  Copperas  Cove,  Texas  76522. 

Cladewater,  Texas — The  piney  woods  country  and 

fisherman's  paradise.  3,000  sq.  ft.  medical  clinic  on 
Hwy.  80.  Thirty  year  old  practice  abandoned  by 
retiring  doctor.  Building  can  accommodate  two  or 
three  doctors  and  is  completely  furnished  with  all 
equipment,  including  x-ray,  EKG  and  copy  ma- 
chines. For  information,  call  214  845-6507. 

For  lease — Dallas,  near  Methodist  Hospital.  Office 
space,  approximately  1,400  square  feet.  Major 
thoroughfare  location  214  943-5700. 

OBC,  CYN  or  general  surgeon — To  share  beauti- 
fully decorated  office,  fully  staffed  and  equipped, 
excellent  view  of  downtown  skyline.  Plaza  Medical 
Building.  Low  overhead.  Excellent  for  doctor  with 
practice  in  suburbs.  Please  send  all  inquiries  to: 
Share  An  Office  Venture,  P.O.  Box  300732,  Hous- 
ton, Texas  77230-0732. 

North  Dallas  suburb — 1,700  square  feet,  garden 
medical  office  building,  one  block  south  of  Plano 
General  Hospital.  All  aspects  of  lease  are  negotia- 
ble. Call  214  867-6500. 

Foreclosed  Medical  Clinic — Two  years  old,  immac- 
ulate, 3,900  sq.  ft.  medical  building,  well  located 
in  historical  Granbury,  Texas.  This  attractiye  build- 
ing on  Vi  acre  of  land,  contains  seven  exam  rooms, 
three  offices,  EKG  room,  x-ray  room,  laboratory  and 
minor  surgery  rooms,  reception  room  and  nurse 
station.  Equipment  includes  Dyna  Max  X-ray,  Mid- 
mark exam  tables,  Gemeni  Auto  loader  with  ac- 
cessories, Shampaine  OR  Table  Ten  Eighty  and 
International  three  channel  EKG.  Clinic  available 
with  or  without  equipment.  For  further  information, 
contact  H.  A.  Lofman,  First  City  Bank  of  Dallas, 
214  939-8151. 

General  practitioner  retiring,  38  year  old  practice 
for  sale.  All  equipment,  furnishings,  supplies,  lease 
and  records.  Good  growth  potential.  One  half 
block  from  hospital.  Less  than  professional  ap- 
praisal. 15M.  Northwest  Houston;  713  869-6481, 
8 am-12  noon. 

Family  practice  opportunity — 35  year  established  FP 
for  sale,  including  all  medical  equipment  in  ex- 
cellent condition.  Gross  well  into  six  figures.  Cen- 
tral location  with  access  to  all  parts  of  the  city. 
Several  industrial  accounts.  Further  information 
713  522-9249. 


Practices 

Texas,  Austin — Established  general  and  occupational 
practice  for  sale.  Cross  over  $180K,  growth  poten- 
tial. Laboratory,  x-rays,  seven  examining  rooms,  50 
cars  parking,  superb  for  conversion  to  free-standing. 
For  information  contact  P.O.  Box  161461,  Austin, 
Texas  78716. 

Very  good  family  practice  for  sale.  Northwest  San 
Antonio,  Texas.  Near  medical  center,^schools.  In- 
formation call  512  349-1405. 

Family  practice  for  sale — East  Texas.  Cross  $160,800 
in  1985.  No  OB.  Plan  to  retire  but  will  introduce. 
Beautiful  green  tree  area.  Time  almost  passed  us 
by.  Near  lakes.  Doctors  here  are  treated  like  British 
royalty  by  the  natives.  Please  reply  to  Ad-627, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

San  Antonio— Internal  medicine  practice  for  sale  in 
San  Antonio.  Long  established  practice  serving 
families  and  adults  only.  Practice  enjoying  over 
50%  net.  Four  days  per  week.  For  more  informa- 
tion, phone  713  771-5011. 


BUSINESS  AND  FINANCIAL 
SERVICES 


Physician's  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt, 


courteous  seryice.  Competitiye  fixed  rate,  with  no* 
points,  fees  or  charges  of  any  kind.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free 
1-800-241-6905.  Serving  MDs  for  over  ten  years,  f 

Appraisals  of  Professional  Practices — Specializing  in 
valuations  for  partnership  buy-ins,  litigation,  divorce 
settlements,  financial  statements,  or  practice  sales. 
Experienced,  qualified  appraisals  for  the  health  care 
industry.  Contact  Dan  Lewis  at  LHP  Services  Inc.  , 
for  additional  information.  214  437-1180  or  write  i 
777  S.  Central  Expressway,  Suite  1-V,  Richardson, 
Texas  75080. 

MD  seeks  fellow  physician  investor  to  secure  free 
standing  minor  medical  emergency  clinic  to  be, 
located  in  Dallas  metroplex.  Must  have  strong: 
financial  statement.  Inquiries  held  in  strict  confi- j 
dence.  214  423-7750. 


MISCELLANEOUS 


Abortion  Alternatives!  Licensed  maternity  service 
offers  residential  and  non-residential  program  with 
counseling  and  medical  plan  for  the  expectant 
mother  who  is  planning  adoption  for  her  baby. 
Costs  adjusted  to  ability  to  pay.  MARYWOOD,  510 
West  26th  Street,  Austin,  Texas  78705;  phone  512 
472-9251.  (Formerly  Home  of  the  Holy  Infancy) 

Doctor,  you  can't  beat  the  quality  or  the  pricel 
Holter  Monitor  Scanning  Service.  Physician  owned, 
trained  ,and  supervised.  Now  using  UP  Service  for 
faster  turnaround  time.  No  contracts  to  sign.  We 
can  arrange  for  leaseypurchase  of  Holter  equip- 
ment. New  Holter  recorders  $1295.  Includes  test 
cable.  Limited  time:  2 year  warranty.  Now  is  the 
time  to  buy.  DCG  Interpretation  Holter  Scanning 
Services,  313  879-8860. 

Practice  Wanted — Wanted  to  buy  general  practice 
or  general  practice  with  general  surgery.  Prefer 
small  or  medium  size  community.  Licensed  in  Tex- 
as. Could  take  over  the  practice  immediately. 
Please  reply  to  Ad-610,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


Advertising  Rates  & Data:  Regular  classi- 
fied advertising  sells  for  $30  (US  cur-i 
rency)  per  issue  for  50  words  or  less, 
payable  in  advance.  Display  classified  ad- 
vertising sells  for  $55  per  column  inch, 
per  month.  A variety  of  typefaces,  logos 
and  borders  may  be  used  in  display 
classified  ads.  Ad  numbers  can  be  sub- 
stituted for  formal  addresses  upon  request 
at  no  extra  cost.  Name  and  address  of  ad' 
number  listings  cannot  be  given  out  un- 
less specific  permission  to  do  so  has 
been  given.  The  advertising  office  will  not 
contact  ad  number  holders  except  byl 
mail.  Federal  laws  prohibit  references  tOi 
race,  color,  religion,  sex,  national  origin,' 
or  age  unless  bona  fide  occupational 
qualifications.  Copy  deadline  is  the  5th  of 
the  month  preceding  publication.  Send 
copy  to  Advertising  Manager,  TEXAS  i 
MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 
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Bestsellers 

The  U.S.  Government  Printing 
Office  has  put  together  a new 
catalog  of  the  Government’s 
bestselling  books.  Find  out  what 
Government  books  are  all  about. 
Send  for  your  free  catalog. 

New  Catalog 

Post  Office  Box  37000 
Washington,  D.C.  20013 
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r Solve  a simple  mathematical 

problem.  Assume  that  X in  the  above 
equation  equals  the  total  number  of  staff  members  in 
your  professional  practice  or  corporation.  Subtract 
from  that  number  all  but  one  staff  member  — yourself 

VUiat  do  you  get?  Freedom.  Freedom  from  the 
expense  and  bother  of  personnel-related 
administrative  chores. 

Freedom  to  design  a benefits  and  retirement 
package  which  best  fits  your  own  needs,  without 
the  financial  and  administrative  burden  of  supplying 
like  coverage  for  every  member  of  your  staff. 

Freedom  to  offer  your  staff  “large  corporation" 
benefits,  even  if  your  professional  practice  or  company 
is  modest  in  size. 

The  equation  can  work  for  you,  through  the  services 
of  Staff  Leasing,  Inc.  The  concept  is  simple.  Our 
company  hires  your  employees  and  leases  them  back 
to  you.  Your  office  routine  remains  unchanged,  except 
that  Staff  Leasing,  Inc.  handles  all  facets  of  personnel 
administration.  We  assume  responsibility  for  payroll 
and  related  accounting,  make  all  employer  contributions 
to  taxes  and  insurance  on  behalf  of  employees,  and 
manage  the  withholding  and  deposit  of  all  employee 
payroll  deductions. 

Because  a large  number  of  men  and  women  are 
employed  by  Staff  Leasing,  Inc.,  our  company  can 
provide  a pack^e  of  employee  benefits  second  to 
none.  Your  staff  will  enjoy  group  medical  insurance, 
including  maternity  benefits;  group  dental  insurance; 
group  life  insurance;  a sound  retirement  plan; 
professional  liability  insurance;  worker's  compensation 
insurance;  and  more. 

Staff  leasing  is  also  a recognized  and  approved 
solution  to  the  affiliated  service  group 
problem  presented  by  Internal  Revenue  Code 
Section  4l4(m). 

Staff  Leasing,  Inc.  is  not  an  employment  agency. 

We  simply  make  it  easier  for  you  to  operate  your 
professional  practice  or  corporation  with  existing 
staff.  Or  we  staff  your  office  with  new  employees, 
subject  to  your  approval. 

Freedom.  It’s  writing  one  check  a month  and  letting 
Staff  Leasing,  Inc.  do  the  rest. 

Let  us  work  out  a staff  leasing  plan  for  you.  It 
adds  up  to  a better  way  of  doing  business. 


Texas  office: 

Staff  Leasing,  Inc. 
7557  Rambler  Road, 
Suite  610 

Dallas,  Texas  75231 
(214)  696-0808 


Oklahoma  office: 

Staff  Leasing,  Inc. 

P.O.  Box  12373 

Oklahoma  City,  Oklahoma  73157 
(405)  943-3310 
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For  23  years,  we’ve  been  exportii^ 
Ammc^  most  >^i]|iabie  resource. 


The  men  and  women  of  the 
Peace  Corps. 

Since  1961,  we’ve  sent  over 
100,000  volunteers  all  over  the 
world  to  help  people  in  developing 
countries. 

Today,  there  are  6,000  volun- 
teers working  in  60  countries. 
They’re  building  food  systems  in 


Africa.  Fighting  malaria  in  Asia. 
Training  teachers  to  combat  illit- 
eracy in  Latin  America. 

The  work  isn’t  easy.  And  it 
takes  more  than  just  concern.  It 
takes  motivation.  Commitment. 
But  it’s  a chance  to  stop  dream- 
ing about  a better  world  and  start 
doing  something  about  it. 


We’ve  done  a good  job  for  the 
last  25  years,  but  we  need  more  vol 
unteers  now  than  ever  before.  Find 
out  how  you  can  help.  Call  us. 

1-800-424-8580. 


Peace  Girps. 

Still  the  toughest  job  you’ll  ever  love. 

© 


Texas  Medicine 


Doctor— Your  office  staff  will  benefit  from  the 
Texas  Medical  Association  and  the 
Texas  Society  of  Medical  Assistants 
1986  Annual  Fall  Educational  Conference 

"The  Professional  Medical  Assistant . . . 
alive,  well  and  learning." 

■ September  13, 1986 
Driskill  Hotel 

6th  and  Brazos  Street 
Austin,  Texas 

■ Schedule: 

8:30-  9:00  am  Registration 
9:00-12:00  noon  Morning  Session 
12:00-  1:00  pm  Luncheon 
1 :00-  4:30  pm  Afternoon  Session 

■ Speakers 

• John  J.  Coury,  MD,  President,  AMA 

• James  D.  Todd,  MD,  Senior  Deputy 

Executive  Vice-President,  AMA 

• Jane  Clarke,  MA,  Psychologist, 

private  practice,  Dallas 

■ Fees 


Preregistration  $80.00 
At  the  door  $90.00 

Includes  conference,  course  materials,  luncheon, 
coffee  breaks  and  CEU  fees. 


Watch  your  mail  for  a copy  of  the  program 

with  registration  and  hotel  reservation  forms,  share  it  with  your  staff, 
and  urge  them  to  attend  this  informative  program. 


■ For  Further  Information  Contact: 


Gene  Welch,  CMA 
Conference  Chairman 
3810  Inwood  Rood,  #104 
Dallas,  TX  75209 
(214)  956-8472 


Linda  Kissinger,  CMA 
Registrar 
4100  Frowley 
Fort  Worth,  TX  761 18 
(817)  284-2204 
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We  can’t  make  you 
a better  doctor. 


But  we  can  help  you  make 
your  practice  more  profitable. 


How?  By  helping  you  acquire  many  of  the  business 
skills  and  management  techniques  you  need  to  run 
your  practice  efficiently,  increase  your  patient  roster, 
improve  personal  productivity,  and  manage  your  staff 
and  your  finances  in  a professional  manner. 

The  Texas  Medical  Association,  the  Harris  County 
Medical  Association  and  the  Texas  Society  of 
Medical  Assistants  recognize  how  tough  it  is  for  a 
doctor,  practicing  either  solo  or  as  part  of  a 
partnership  or  group,  to  maintain  a successful 
practice  in  the  face  of  the  drastic  changes  now  taking 
place  in  health  care. 

That’s  why  they’ve  joined  Conomikes  Associates  to 
sponsor  a unique  educational  event  — MEDICAL 
MANAGEMENT  TEXAS’”  which  takes  place  in 
Houston,  December  3 - 5,  1 986. 

It  gives  you  much  of  the  basic  business  guidance 
and  management  skills  you  need  to  build  a secure, 
growing  and  successful  practice. 

So  send  for  the  free  Seminar  Brochure,  and  make 
plans  to  attend. 

It  can  easily  be  the  most  rewarding  time  you’ll 
spend  away  from  your  practice  this  year. 
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Medical  Management  Texas™ 

EXPOCON  MANAGEMENT  ASSOCIATES,  INC. 

3695  Post  Road 

Southport,  CT  06490  (203-259-5734) 

Please  send  me  a free  Conference  Program  and  registration 

information. 

I'm  interested  in  exhibiting.  Send  complete  details. 

Name 

Company  

Address  

City State  . _ . Zip _ 

Phone - -- 


SELECT  FROM  A PROGRAM  OF 
OUTSTANDING  SEMINARS  COVERING 
KEY  ASPECTS  OF  MANAGING 
A MODERN  MEDICAL  PRACTICE. 

All  seminars  developed  and  presented  by  the  staff 
of  George  Conomikes  Associates,  a leading 
medical  management  consulting  firm  whose 
seminars  have  attracted  more  than  30,000 
physicians  in  the  last  decade.  Sessions  include: 
Computer  Applications  for  the  Medical  Office;  How 
To  Get  Started  in  Office-Based  Surgery;  Medical 
Advertising;  Marketing  Tips  for  Your  Medical 
Practice;  Waiting  Room/Reception/Business  Office 
Design  and  Layout;  Economics  of  In-House  Labs 
for  Your  Medical  Practice;  How,  When  and  Why  to 
Buy  or  Sell  Your  Medical  Practice;  How  to  Develop 
Your  Personnel  Policy  and  Rules  Manual; 
Conducting  Effective  Performance  Reviews  and 
Salary  Reviews;  Employee  Leasing  Pros  and 
Cons;  Income/Expense  Sharing  Formulas  for 
Partners  and  Groups;  and  many  more. 


THE  TEXAS  MEDICAL 
ASSOCIATION  AND  THE 
HARRIS  COUNTY 
MEDICAL  ASSOCIATION 


PRESENT 
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DECEMBER  3,  4 and  5, 1 986 
HOTEL  INTER-CONTINENTAL  HOUSTON 
AT  THE  GALLERIA 


Texas  Medicine 


Continuing  Education  Director\' 


COURSES 


SEPTEMBER 

Anesthesiology 

Sept  19-21,  1986 

BAY1X)R  ANESTHESIA  REVIEW;  1986  II  Marriott  Hotel-Medical  Cen 
ter,  Houston.  Eee  S275  physicians,  SI 50  physicians  in  training.  Credit 
TBA.  Contact  Carol  Soroka  or  Vicki  Eorgac,  Office  of  Continuing  Edu 
cation,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)799-4941 

Cardiovascular  Disease 

Sept  21-23,  1986 

16TH  ANNUAL  SYMPOSIUM  OF  THE  TEXAS  HEART  INSTITUTE/ 
INTERNATIONAL  SYMPOSIUM  ON  INTERVENTIONAL  CARDIOLOGY 
Westin  Galleria  Hotel,  Houston.  Fee  S375  physicians,  S225  if  present- 
ing an  abstract,  8200  house  staff  with  certifying  letter.  Category  1, 
AMA  Physician’s  Recognition  Award;  21  hours.  Contact  Debby  Butler, 
Texas  Heart  Institute,  3-276,  PO  Box  20269,  Houston,  TX  77225 
(713)791-2157 

General  Medicine 

Sept  13,  1986 

PATIENT  EDUCATION:  THEORY  AND  PRACTICE  Dallas-Ft  Worth  Air 
port  Marriott  Hotel,  Irving,  Tex.  Fee  $25.  Credit  TBA.  Contact  Daniel 
Snare,  Program  Director,  PO  Box  14926,  Austin,  TX  (512)343-6981 

Obstetrics  and  Gynecology 

Sept  19-20,  1986 

8TH  ANNUAL  SEMINAR  IN  OBSTETRICS  AND  GYNECOLOGY  Texas 
Tech  University  Health  Sciences  Center,  Lubbock,  Tex  Fee  TBA.  Cate- 
gory 1 , AMA  Physician’s  Recognition  Award;  hours  TBA.  Contact  Vicki 
Hollander,  Office  of  Continuing  Medical  Education,  TTUHSC,  Lubbock, 
TX  79430  (806)743-2929 

Oncology 

Sept  16-19,  1986 

CARCINOGENESIS:  CRITICAL  M01,ECULAR  DETERMINANTS.  Stouffer 
Greenway  Plaza  Hotel,  Houston.  Fee  $150  before  Aug  15,  $175  after 
Aug  15.  Category  1,  AMA  Physician’s  Recognition  Award;  16.5  hours. 
Contact  Shirley  Roy,  Conference  Services,  M.  D.  Anderson  Hospital  and 
Tumor  Institute,  Box  131,  6723  Bertner  Ave,  Houston,  TX  77030 
(713)792-2222 

Ophthalmology 

Sept  1 1-13,  1986 

WELSH  CATARACT  CONGRESS.  Westin  Galleria  Hotel,  Houston.  Fee 
TBA.  Category  1,  AMA  Physician’s  Recognition  Award;  19  hour.s. 
Contact  Lila  Lerner  or  Lynne  Tiras,  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-4941 


Orthopedic  Surgery 

Sept  10,  1986 

1 HE  LUMBAR  SPINE  AND  LOW  BACK  PAIN.  Baylor  LIniversity  Medical 
Center,  Dallas.  Fee  $50.  Category  1,  AMA  Physician’s  Recognition 
Award;  3 hours.  Contact  Barbara  Grayson,  Continuing  Education,  Bay- 
lor University  Medical  Center,  3500  Gaston  Ave,  Dallas,  TX  75246 
(214)820-2317 

Physical  Medicine  and  Rehabilitation 

Sept  20-21,  1986 

AN  INTRODUCTION  TO  INVOKED  POl’ENTIAL.  The  University  of 
Texas  Health  Science  Center,  San  Antonio.  Fee  $175.  Category  1,  AMA 
Physician’s  Recognition  Award;  It  hours.  Contact  UTHSC,  Office  of 
Continuing  Medical  Education,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284-7980  (512)691-6295 

Plastic  Surgery 

Sept  2-5,  1986 

ADVANCED  COURSE  ON  PLASTIC  SURGERY  OF  THE  BREAST,  El- 
dorado Hotel,  Santa  Fe,  NM.  Fee  $525  members  American  Society  for 
Aesthetic  Plastic  Surgery,  $400  residents  Category  1 , AMA  Physician’s 
Recognition  Award;  1 7 hours.  Contact  Plastic  Surgery  Educational 
Foundation,  Suite  1900,  233  N Michigan  Ave,  Chicago,  IL  60601 
(312)856-1818 

Radiology 

Sept  12-14,  1986 

RADIOLOGY  RESIDENT’S  REVIEW  COURSE:  PHYSICS  AND  RADIO- 
BIOLOGY  Baylor  College  of  Medicine,  Houston.  Fee  $200  Credit  TBA. 
Contact  Stewart  Bushong,  Sc  D,  Professor  of  Radiologic  Science,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-4416 

Sept  22-26,  1986 

POSTGRADUATE  WORKSHOP  IN  MAGNETIC  RESONANCE  IMAGING 
AND  SPECTROSCOPY.  Baylor  Biomedical  NMR  Center,  Houston.  Fee 
$800  physicians,  $400  residents.  C;ategory  1 , AMA  Physician’s  Recogni 
tion  Award;  32  hours.  Contact  Vicki  Eorgac,  Office  of  Continuing 
Education  184A,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Hous- 
ton, TX  77030  (713)799-6020 

Surgery 

Sept  6-7,  1986 

1986  REGIONAL  REVIEW  COURSE  IN  HAND  SURGERY.  St  Luke’s 
Episcopal  Hospital  Auditorium,  Houston.  Fee  $200  physicians,  $100 
residents,  fellows,  and  allied  health  professionals.  Category  1 , AMA 
Physician’s  Recognition  Award;  1 2 hours.  Contact  American  Society  for 
Surgery  of  the  Hand,  3025  S Parker  Rd,  Suite  65,  Aurora,  CO  80014 
(303)755-4588 

Sept  23-26,  1986 

TRAUMA  ‘86:  CURRENT  TRENDS  IN  THE  CARE  OF  PATIENT’S  WITH 
MULTIPIJ;  INJURIES.  Location  TBA,  Sydney,  Australia.  Fee  TBA.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  15  hours.  Contact  Joyce 
Johnson,  Associate  and  Corporate  Services,  Inc,  PO  Box  531  125,  Or- 
lando, EL  32853  (305)894-3614 


Urology 
Sept  12- 13,  1986 

MALE  ERECTILE  DYSEUNCTION.  Sheraton  Harbor  Island  East,  San 
Diego.  Fee  S325.  Category  1,  AMA  Physician’s  Recognition  Award; 

17  hours.  Contact  Alice  Henderson,  PO  Box  25147,  Houston,  TX 
77265  (713)791-1470 

Sept  26  28,  1986 

URETEROSCOPY  Houston,  Fee  *325.  Credit  TBA;  16  hours  Contact 
Monica  Smith,  PO  Box  25147,  Houston,  TX  77265  (713)791-1470 

Sept  30-Oct  4,  1986 

AMERICAN  UROLOGICAL  ASSOCIATION  SOUTH  CENTRAL  SECTION. 
San  Antonio,  Tex.  Fee  TBA.  Credit  TBA.  Contact  Lois  Voeller,  PO  Box 
521150,  Tulsa,  OK  74 1 5 2- 1 1 50  ( 9 1 8 )749- 1 902 


OCTOBER 
General  Medicine 

Oct  23-24,  1986 

DIAGNOSIS,  TREATMENT  AND  PREVENTION  OF  PESTICIDE  RE 
lATED  ILLNESSES  AMONG  FARM  WORKERS.  Hilton  Palacio  Del  Rio, 

San  Antonio,  Tex.  No  fee.  Category  1,  AMA  Physician’s  Recognition 
Award;  9 hours.  Contact  Frances  Bernhards,  Ketchum  Publications, 

1625  Eye  St,  NW,  Washington,  DC  20006(202)785-1471 

Obstetrics  and  Gynecology 

Oct  21  25,  1986 

CONTEMPORARY  ISSUES  AND  PRACTICES  IN  OB/GYN.  The  Univer- 
sity of  Texas  Health  Science  Center,  Room  D1.600,  Dallas.  Fee  S475 
complete  course,  *325  basic  course,  *150  pathology  only,  residents 
pay  half  fee.  Category  1 , AMA  Physician’s  Recognition  Award;  36  hours. 
Contact  June  Bovill,  Division  of  Continuing  Education,  UTHSC,  5323 
Harry  Hines  Blvd,  Dallas,  TX  75235  (214)688-2166 

Oncology 

Oct  3-4,  1986 

HODGES  CANCER  CENTER  REGIONAL  ONCOLOGY  SYMPOSIUM. 
Methodist  Hospital,  Lubbock,  Tex.  Fee  TBA.  Category  1 , AMA  Physi- 
cian’s Recognition  Award;  hours  TBA.  Contact  Vicki  Hollander,  Office 
of  Continuing  Medical  Education,  Texas  Tech  University  Health  Sci- 
ences Center,  Lubbock,  TX  79430  (806)743-2929 

Orthopedic  Surgery 

Oct  16-18,  1986 

ORTHOTICS  AND  PROSTHETICS.  Melrose  Hotel,  Dallas,  Fee  *175. 
Credit  TBA.  Contact  Ann  Carlton,  RPT,  The  University  of  Texas 
Health  Science  Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-3525 

Otorhinolaryngology 

Oct  10,  1986 

VISITING  PROFESSOR  IN  OTORHINOIARYNGOLOGY.  Location  TBA. 
Fee  *110.  Category  1,  AMA  Physician’s  Recognition  Award;  7 hours 
Contact  Division  of  Continuing  Education,  The  University  of  Texas 
Southwestern  Medical  School,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)688-2166 

Pediatrics 

Oct  31 -Nov  1,  1986 

lOTO  ANNUAL  PEDIATRICS  POSTGRADUATE  CONFERENCE.  Holiday 
Inn  Civic  Center,  Lubbock,  Tex.  Fee  TBA.  Category  1 , AMA  Physician’s 
Recognition  Award;  1 1 hours.  C^ontact  Vicki  Hollander,  Office  of  Con- 
tinuing Medical  Education,  Texas  Tech  University  Health  Sciences 
Center,  Lubbock,  TX  79430  (806)743-2929 

Psychiatry 

Oct  3-4,  1986 

CONCERN  FOR  DYING  Texas  Tech  University  Health  Sciences  Center, 


Lubbock,  Tex.  Fee  TBA.  Category  1 , AMA  Physician’s  Recognition 
Award;  hours  TBA.  Contact  Vicki  Hollander,  Office  of  Continuing  Medi- 
cal Education,  T-RIHSC,  Lubbock,  TX  79430  (806)743  2929 

Oct  3-4,  1986 

DISASTERS.  Baylor  University  Medical  Center,  Dallas.  Fee  TBA.  Credit 
TBA.  Contact  Judy  Cook,  MD,  8330  Meadow  Rd,  Suite  202,  Dallas,  TX 
75231  (214)696-5761 

Radiology 

Oct  9-11,  1986 

DIAGNOSTIC  RADIOLOGY  La  Mansion  Del  Rio  Hotel,  San  Antonio, 
Tex.  Fee  TBA.  Credit  TBA.  Contact  I'he  University  of  Texas  Health 
Science  Center,  Office  of  Continuing  Medical  Education,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284-7980  (512)691-6295 

Oct  20-24,  1986 

POSTGRADUATE  WORKSHOP  IN  MAGNETIC  RESONANCE  IMAGING 
AND  SPECTROSCOPY.  Baylor  Biomedical  NMR  Center,  Houston.  Fee 
*800  physicians,  *400  residents  Categoiy  1 . AMA  Physician’s  Recogni- 
tion Award;  32  hours.  Contact  Vicki  Forgac,  Office  of  Continuing 
Education- 184A,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Hous- 
ton, TX  77030  (713)799-6020 

Oct  22-25,  1986 

INTERNATIONAL  SYMPOSIUM  AND  COURSE  ON  DIAGNOSIS  OF 
BREAST  DISEASE,  Four  Seasons  Hotel,  Houston.  Fee  *350.  Category  1, 
AMA  Physician’s  Recognition  Award;  22  hours.  Contact  Alice  Reardon, 
Office  of  Continuing  Education,  The  University  of  Texas  Health  Sci- 
ence Center,  6431  Fannin  St,  MSB  G.004,  Houston,  TX  77030 
(713)792-5346 

Oct  24-26,  1986 

DIAGNOSTIC  RADIOLOGY  UPDATE  AND  SYMPOSIUM  ON  MAG- 
NETIC RESONANCE  IMAGING.  Lincoln  Hotel,  Dallas.  Fee  *325  phy- 
sicians, *175  residents  and  fellows.  Category  1,  AMA  Physician’s 
Recognition  Award;  18  hours.  C;ontact  Dolly  Christensen,  Department 
of  Radiology,  The  University  of  Texas  Southwestern  Medical  School, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)688-2502  or  688-2166 


NOVEMBER 

Anesthesiology 

Nov  7-8,  1986 

BAY-CAP  XL  Westin  Galleria  Hotel,  Houston.  Fee  TBA.  Credit  TBA. 
Contact  Lynne  Tiras  or  Vicki  Forgac,  Baylor  College  of  Medicine,  One 
Baylor  Plaza,  Houston,  TX  770  30  ( 713)799-6020 

Dermatology 

Nov  1,  1986 

DERMATOLOGY  UPDATE.  Baylor  University  Medical  Center,  Dallas. 
Fee  TBA.  Credit  TBA.  Contact  Alan  Menter  JVID,  3707  Gaston  Ave, 
#700,  Dallas,  TX  75246  (214)820-7546 

Gastroenterology 

Nov  11-15,  1986 

CURRENT  APPROACHES  FOR  1 HE  DIAGNOSIS  AND  TREATMENT  OF 
GASTROINTESTINAL  CANCER.  Intercontinental  Hotel-Galleria,  Hous- 
ton. Fee  *285  before  Oct  20,  *325  after  Oct  and  on-site.  Credit  TBA. 
Contact  Shirley  Roy,  Conference  Services,  HMB  131,  M.  D.  Anderson 
Hospital  and  Tumor  Institute,  6723  Bertner  Ave,  Houston,  TX  77030 
(713)792-2222 

General  Medicine 

Nov  2-6,  1986 

PREVENTIVE  MEDICINE.  Houstonian  Hotel,  Houston.  Fee  TBA.  Credit 
TBA.  Contact  Carol  Soroka  or  Lila  Lemer,  Office  of  Continuing  Edu- 
cation, Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)799-6020 


Internal  Medicine 

Nov  13-14,  1986 

FINE  NEEDLE  ASPIRATION  OF  KIDNEY  WORKSHOP  The  University 
of  Texas  Health  Science  Center,  Rcwm  D 1.600,  Dallas.  Fee  $100.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  12  hours.  Contact  Depart- 
ment of  Continuing  Education,  UTHSt^,  3323  Harry  Hines  Blvd,  Dallas, 
TX  75233  (214)688-2166 

Nov  14-13,  1986 

INTERNAL  MEDICINE  SYMPOSIUM.  Holiday  Inn  Civic  Center,  Lub 
bock,  Tex.  Fee  TBA.  Category  1 , AMA  Physician’s  Recognition  Award; 
hours  TBA.  Contact  Vicki  Hollander,  Office  of  Continuing  Medical  Edu- 
cation, Texas  Tech  University  Health  Sciences  Center,  Lubbock,  TX 
79430  (806)743-2929 

Nov  21-22,  1986 

UPDATE  IN  SEXUALLY  TRANSMITTED  DISEASES  The  University  of 
Texas  Health  Science  Center,  Room  D 1.600,  Dallas.  Fee  $73.  Category 
1 , AMA  Physician’s  Recognition  Award;  1 3 hours.  Contact  Continuing 
Education,  UTHSC,  3323  Harry  Hines  Blvd,  Dallas,  TX  73233 
(214)688-2166 

Neurology 

Nov  22,  1986 

NEUROPSYCHIATRIC  ASPECTS  OF  DEPRESSION.  The  University  of 
Texas  Health  Science  Center,  San  Antonio,  Tex.  Fee  TBA.  Credit  TBA. 
Contact  UTHSC,  Office  of  Continuing  Medical  Education,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284-7980  (312)691-6293 

Obstetrics  and  Gynecology 

Nov  15,  1986 

MANAGEMENT  OF  THE  PROBLEM  INFERTILE  COUPLE  The  Univer 
sity  of  Texas  Health  Science  Center,  Room  D 1.600,  Dallas.  Fee  $135. 
Category  1,  AMA  Physician’s  Recognition  Award;  hours  TBA.  Contact 
June  Bovill,  Continuing  Education,  UTHSC,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  (214)  688-2166 

Pediatrics 

Nov  14-15,  1986 

PEDIATRICS  FOR  THE  PRACTITIONER;  20TH  ANNUAL  KENNETH  C. 
HALTALIN  PEDIATRICS  SEMINAR.  Location  TBA.  Credit  TBA.  Contact 
June  Bovill,  Continuing  Education,  The  University  of  Texas  Health  Sci- 
ence Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)688-2166 

Physical  Medicine  and  Rehabilitation 

I 

I Nov  20-21,  1986 

I ACUTE  REHABILITATION  OF  THE  SPINAL  CORD  INJURED:  A COM 
I PREHENSrVE  BASIC  COURSE.  Inter-Continental  Hotel,  Houston.  Fee 
TBA.  Credit  TBA.  Contact  Marjorie  Gordon,  Division  of  Education,  The 
Institute  for  Rehabilitation  and  Research,  PO  Box  20093,  Houston,  TX 
77225  (713)797-5940 

Radiology 

i 

i Nov  5,  1986 

‘ 6TH  SEMI-ANNUAL  FUNDAMENTALS  OF  MRI.  The  University  of  Texas 
I Health  Science  Center,  San  Antonio,  Tex.  Fee  $395.  Category  1,  AMA 
' Physician’s  Recognition  Award;  28  hours.  Contact  UTHSC,  Office  of 
I Continuing  Medical  Education,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
I 78284-7980(512)691-6295 

Surgery 

1 Nov  13-15,  1986 

6TH  ANNUAL  WILLIAM  BEAUMONT  ARMY  MEDICAL  CENTER 
' TRAUMA  SYMPOSIUM.  El  Paso  Hilton,  El  Paso,  Tex.  Fee  $80  physi- 
I cians,  $30  nonphysicians.  Category  1 , AMA  Physician’s  Recognition 
! Award;  18  hours.  Contact  Marty  May,  Trauma  Service,  Department  of 
i Surgery,  William  Beaumont  Army  Medical  Center,  El  Paso,  TX 
79920-5001  (915)569-2621  or  569-2787 

Nov  14-15,  1986 

GENERAL  SURGERY  UPDATE:  1986.  Houston  Marriott  Medical  Center, 


Houston.  Fee  $200  physicians,  $100  physician  assistants.  Category  1, 
AMA  Physician’s  Recognition  Award;  1 2 hours.  Contact  Lila  Lerner  or 
Vicki  Forgac,  Office  of  Continuing  Education,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  I'X  77030  (713)799-4941 

DECEMBER 

Computer  Applications 

Dec  1-2,  1986 

COMPUTER  APPLICATIONS:  AN  INTRODUCTORY  WORKSHOP.  Hous 
ton.  Contact  Robin  Murray,  American  College  of  Obstetricians  and 
Gynecologists,  600  Maryland  Ave  SW,  Washington,  DC  20024-2588 
(202)638-5577 

Family  Medicine 

Dec  5-6,  1986 

PRIMARY  CARE  RESEARCH  METHODOLOGIES  AND  STATISTICS 
CONFERENCE.  San  Antonio,  Tex.  Contact  The  University  of  Texas 
Health  Science  Center,  Office  of  Continuing  Medical  Education,  7703 
Floyd  C;url  Dr,  San  Antonio,  TX  78284-7980  (512)691-6295 

Neurology 

Dec  8-9,  1986 

APPLYING  RESTORATIVE  NEUROLOGY  IN  THE  CLINICAL  MANAGE 
MENT  OF  THE  SPINAL  CORD  INJURED  PATIENT.  Houston.  Contact 
Marjorie  Gordon,  Division  of  Education,  The  Institute  for  Rehabilita- 
tion and  Research,  PO  Box  20095,  Houston,  TX  77225  (713)797-5940 

Pathology 

Dec  13,  1986 

43RD  ANNUAL  SAN  ANTONIO  PATHOLOGY  SEMINAR.  San  Antonio, 
Tex.  Contact  The  University  of  Texas  Health  Science  Center,  Office  of 
Continuing  Medical  Education,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284-7980  (512)691-6295 

Pediatrics 

Dec  4-6,  1986 

DIABETES  MELLITUS:  RECENT  ADVANCES  IN  RESEARCH.  Galveston, 
Tex.  Contact  Martha  Berlin,  Office  of  Continuing  Education,  The  Uni- 
versity of  Texas  Medical  Branch,  3rd  Floor  Learning  Center,  3-324, 
Galveston,  TX  77550  (409)761-29.34 

Radiology 

Dec  8-12,  1986 

POSTGRADUATE  WORKSHOP  IN  MAGNETIC  RESONANCE  IMAGING 
AND  SPECTROSCOPY.  Houston.  Contact  Vicki  Forgac,  Office  of  Con- 
tinuing Education- 184A,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  77030  (713)799  6020 

Urology 

Dec  5-6,  1986 

INNOVATIVE  APPROACHES  TO  UROLOGIC  PROBLEMS.  Houston. 
Contact  Lila  Lerner  or  Carol  Soroka,  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-4941 


JANUARY 

Cardiovascular  Diseases 
Jan  14-18,  1987 

FRONTIERS  OF  CARDIOLOGY  1987  Winter  Park,  Colo.  Contact  Earl 
Beard,  MD,  Section  of  Cardiology,  Kelsey-Seybold  Clinic,  6624  Fannin, 
Houston,  TX  77030  (713  )797- 1551 

Obstetrics  and  Gynecology 

Jan  22-24,  1987 

8TH  BIENNIAL  CONFERENCE  ON  DISEASES  OF  THE  VULVA  AND 
VAGINA  1987.  Houston.  Contact  Carol  Soroka  or  Lila  Lerner,  Office  of 


■TEXAS  PEDIATRIC  SOCIETY  ANNUAL  MEETING,  Corpus  C:hristi, 

Sept  26-28,  1986  Mary  Greene,  1801  N Umar  Blvd,  Austin,  TX  78701 
(512)477-6704 

■TEXAS  PUBLIC  HEALTH  ASSOCIAl  ION  EAST  TEXAS  REGIONAL 
MEETING,  Longview,  Sept  18  19,  1986.  Ray  Reeves  or  Terri  Smith,  PO 
Box  4246,  Austin,  TX  78765  (512)451-1846 

■TEXAS  RADIOLOGICAL  SOCIE  lY  INTERIM  MEETING,  Houston,  Sept 
1986.  Leslie  Lemak,  MD,  PO  Box  27705,  Houston,  TX  77227 
(713)757-1000,  ext  1788 

■TEXAS  SOCIEIT  OF  ANESTHESIOLOGISTS  ANNUAL  MEETING,  Aus- 
tin, Sept  5-7,  1986.  Mar>' Jones,  TSA,  1905  N Umar  Blvd,  #107,  Austin, 
TX  78705 

■TEXAS  SOCIE'IY  OF  PEDIA  TRIC  SURGEONS  ANNUAL  MEETING, 
Corpus  Christi,  Sept  26-28,  1986.  Mary  Greene,  1801  N Umar  Blvd, 
Austin,  TX  78701  (512)477-6704 


OCTOBER 

5TH  WORI.D  CONGRESS  ON  MEDICAL  INFORMATICS,  Washington, 
DC,  Oct  26-30,  1986.  Secretariat.  Office  of  Continuing  Medical  Educa- 
tion, George  Washington  University,  2300  K St,  NW,  Wa,shington,  DC 
20037  (202)676-8929 

lOTH  NATIONAL  CONFERENCE  ON  CORRECTIONAL  HEALTH  CARE, 
Washington,  DC,  Oct  30-Nov  1.  1986.  Jodie  Manes,  Director  of  Market- 
ing and  Research,  McClurg  Court  Center,  333  E Ontario  St,  Chicago,  11. 
60611  (312)440-1574 

AMERICAN  ACADEMY  OF  PHYSICAL  MEDICINE  AND  REHABILITA 
TION  ANNUAL  MEETING,  Baltimore,  Oct  19-24,  1986.  Fay  Kaye,  Con- 
vention/Meeting Manager,  30  N Michigan  Ave,  Suite  922,  Chicago,  IL 
60602  (312)236-9512 

AMERICAN  ASSOCIATION  FOR  HAND  SURGERY  ANNUAL  MEETING, 
Los  Angeles,  Oct  23-26,  1986  Wyndell  Merritt,  MD,  Executive  Sec 
retary,  2934  Fish  Hatchery  Rd,  Suite  218,  Madison,  WI  53713 
(608)273-8940 

AMERICAN  ASSOCIATION  FOR  lABORATORY  ANIMAL  SCIENCE 
37TH  ANNUAL  MEETING,  Chicago,  Oct  5 10,  1986.  Don  Keene, 
Executive  Director  or  Anita  Young,  Publications,  210  N Hammes  Ave, 
Suite  205,  Joliet,  IL  60435  (815)729-1161 

AMERICAN  COLLEGE  OF  CLINICAL  PHARMACOLOGY  ANNUAL 
MEETING,  Philadelphia,  Oct  16-17,  1986  William  Chaveas,  Executive 
Director,  19  South  22nd  St,  Philadelphia,  PA  19103  (215)563-9560 

AMERICAN  COLLEGE  OF  GAS!  ROENTEROLOGY  ANNUAL  MEETING 
AND  POSTGRADUATE  COURSES,  Atlanta,  Oct  15-19,  1986.  Gardner 
McCormick,  Executive  Director,  13  Elm  St,  Manchester,  MA  01944 
(617)927-8330,  Telex  940103 

AMERICAN  COLLEGE  OF  SURGEONS  CLINICAL  CONGRESS,  New 
Orleans,  Oct  19-24,  1986.  E.  W.  Gerrish,  MD,  55  E Brie  St,  Chicago,  IL 
60611  (312)664-4050 

AMERICAN  DENTAL  ASSOCIATION  ANNUAL  MEETING,  Miami,  Oct 
200  18-21,  1986.  Edward  Jeske,  211  E Chicago  Ave,  Chicago,  11.60611 

(312)440-2657 


AMERICAN  DIETETIC  ASSOCIATION  69TH  ANNUAL  MEETING,  Las 
Vegas,  Oct  27-31,  1986.  Barbara  Mueller,  Department  of  Meetings,  430 
N Michigan  Ave,  Chicago,  IL  6061 1 (31 2)280-5031 

AMERICAN  HEART  ASSOCIATION;  40TH  ANNUAL  FALL  CONFER- 
ENCE AND  SCIENTIFIC  SESSIONS  OF  COUNCIL  FOR  HIGH  BLOOD 
PRESSURE  RESEARCH,  Cleveland,  Ohio,  Oct  7-10,  1986.  Leonard 
Cook,  7320  Greenville  Ave,  Dallas,  TX  75231  (214  )750-5437 

■AMERICAN  HEART  ASSOCIATION,  TEXAS  AFFILIATE.  COMMITTEE 
AND  BOARD  OF  DIRECTORS  MEETING,  Austin,  Oct  21-22,  1986.  Pat 
Larson,  PO  Box  15186,  Austin,  TX  78761  (512)836-7220 


AMERICAN  PSYCHIATRIC  ASSOCIATION,  INSTITLITE  ON  HOSPITAL 
AND  COMMUNITY  PSYCHIATRY  ANNUAL  MEETING,  San  Diego,  Oct 
26-30,  1986.  Kathleen  Bryan,  Director,  Meetings  Management,  1400  K 
St,  NW,  Suite  503,  Washington,  DC,  20005  ( 202)682-6100 

AMERICAN  SCHOOL  HEALTH  ASSOCIATION  ANNUAL  MEETING  AND 
EXHIBITION,  Denver,  Oct  8-11,  1986.  Dana  Davis,  Executive  Director, 
PO  Box  708,  Kent,  OH  44240  (216)678-1601 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS  ANNUAL  MEETING, 
las  Vegas,  Oct  17-21,  1986.  William  Marinko,  515  Busse  Hwy,  Park 
Ridge,  11.  60068,  (312  )825-5586 

amf.rk:an  society  of  maxillofacial  surgeons  annual 

MEETING,  Los  Angeles,  Oct  26-31,  1986.  Henry  Kawamoto  Jr,  MD, 
Secretary,  2001  Santa  Monica  Blvd,  Santa  Monica,  CA  90404 
(213)829  0391 

AMERICAN  SOCIETY  OF  PIASTIC  AND  RECONSTRUCTIVE  SUR- 
GEONS ANNUAL  MEETING,  Los  Angeles,  Oct  26-31,  1986.  Carol 
lazier,  233  N Michigan  Ave,  Suite  1900,  c;hicago,  IL  60601 
(312)856-1818 

ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES  ANNUAL  MEET- 
ING, New  Orleans,  Oct  25-30,  1986.  Kathleen  Turner,  1 Dupont  Circle 
NW,  Ste  200,  Washington,  DC,  20036  (202)828-0400 

AUSTRALIAN  COLLEGE  OF  GENERAL  PRACTITIONERS  ANNUAL 
MEETING,  Adelaide,  South  Australia,  Oct  24-29,  1986.  Max  Moore, 
MD,  Chairman,  Professions  Executive  Committee,  South  Australia  Jubi- 
lee 150,  GPO  Box  1986,  Adelaide,  South  Australia  5001 

■NATIONAL  AGRICULTURAL  CHEM1C;ALS  ASSOCIATION.  FALL  CON- 
FERENCE ON  PREVENTION,  RECOGNITION  AND  TREATMENT  OF 
AGRICHEMICAL  REIATED  EXPOSURES,  San  Antonio,  Oct  23-24,  1986 
Communications  Depa-stment,  NACA,  1 1 55  15th  St,  NW,  9th  Floor, 
Wa.shington,  DC,  20005  (202)296-1585 


In  ten  years,  you  could  be  paying  far  more  for  professional 
liability  insurance  than  you  now  make  in  a year  of  practice.: 
The  American  Medical  Association  is  fighting  to  keep  lia-  ; 
bility  costs  under  control:  reviewing  tort  reform,  working  , 
with  national  policymakers,  promoting  state  coalitions  to  ad- 
dress the  issue,  distributing  patient  information  material,  and 
informing  physicians  on  how  to  avoid  lawsuits. 

Do  you  want  something  done  about  professional  liability]  j 
Join  the  AMA. 

i 

For  information,  call  toll-free  800/621-8335  | 

(in  Illinois,  call  collect  312/645-4783),  or  write;  | 

The  American  Medical  Association 

Division  of  Membership  535  North  Dearborn  Chicago,  Illinois  60610  ^ 


Be  part  of  the  space  challenge. 


Since  1966  Kelsey-Seybold  Clinic  has  been 
conducting  NASA’s  Occupational  Medi  - 
cine  and  Environmental  Health  Program 
at  the  Johnson  Space  Center  (Houston). 

We’ve  been  partners  with  NASA  in 
providing  medical  services  to  its  employ- 
ees. Our  physicians  have  conducted 
astronaut  candidate  examinations,  served 
on  important  advisory  committees  and 
been  on  the  leading  edge  of  the  new 
technology  affecting  health  care. 


□ 


We  presently  have  an  opening  at 
the  Johnson  Space  Center  (Houston). 
The  ideal  candidate  will  be  board  certified 
in  occupational  medicine  or  aerospace 
medicine  and  a current  or  previous  flight 
surgeon.  We’ll  consider  physicians  expe- 
rienced and  certified  in  all  branches  of 
preventive  medicine. 

Ideal  working  conditions  (no 
nights,  weekends  or  holidays),  competi- 
tive salary,  regular  hours,  exceptional 
benefits.  Relocation  allowance  available. 
Contact  Walter  R.  Hein,  MD,  Project 
Manager  at  (713)483-4111  (M-F,  9-3) 


Kelsey-Seybold  Clinic,  EA. 


6624  Fannin,  Houston,  TX.  77030 


S^Cr'r^'TT'  S W/UT'TC  TEXAS  A&M  UNIVERSITY 

1 1 <X  W rll  1 E COLLEGE  OF  MEDICINE 

FOOTBALL  WEEKEND 

MEETINGS 


OFFICE 

PRIMARY  CARE 

OFFICE 

GYNECOLOGY 

PEDIATRICS 

EMERGENCIES 

October  17-18,  1986 

October  24-25,  1986 

Oct.  31 -Nov.  1,  1986 

College  Station,  Texas 

Austin,  Texas 

Dallas,  Texas 

A&M  vs  Baylor 

Texas  vs  SMU 

SMU  vs  A&M 

LIMITED  NUMBER  OF  FOOTBALL  TICKETS  MAY  BE  AVAILABLE  FOR  EACH  GAME 

CONTACT:  For  more  information  or  to  register  for  the  above  courses  contact:  Office  of  Continuing  Medical  Education 

Scott  and  White-101.  Temple,  Texas  76508,  (817)  774-2350. 


Timberlawn  Psychiatric  Hospital 


• 206  Inpatient  Beds 

• Day  Hospital 

• Outpatient  Psychiatric  Services 

• Department  of  Child  and 
Adolescent  Psychiatry 

• Family  Assessment  Center 

• Child  Residency  Program 


• Psychiatric  Residency  Program 

• Psychiatric  Evaluation 

• Substance  Abuse  Programs  ' 

• Health  Professionals  Program 
PO.  Box  11288  Dallas,  Texas  75223 
214/381-7181 

Established  in  1917 


SEPTEMBER  1986 


Texasfhedicine 

22  Physicians  in  freestanding  emergency  centers 
27  Adult  hypertrophic  pyloric  stenosis 
32  Culture  and  sensitivity  testing  of  tumors 
69  Improving  efficiency  in  your  back  office 

I 3 Substance  abuse:  alcohol,  inhalants 


and  alcohol/drug  abuse.  We  believe  our  com- 
bination of  sensitivity  in  both  staff  and 
facility  creates  a well-balanced  environment 
to  help  patients  return  successfully  to  family, 
work  and  community. 

For  additional  information  about  our 
Medical  Staff  or  the  hospital  call  Spring 
Shadows  Glen  at  ( 713)  462-4000. 

Robert  L.  Stubblefield,  M.I).,  Medical  Director 


SHARE  DATA  BY  NEfWORKING  YOUR  PC£EE 


Your  staff  can  perform  more  efficiently  by: 

• Sharing  data  from  certain  selected  files. 

• Sharing  expensive  peripheral  equip- 
ment, and 

• Sending  electronic  mail  to  other  PCs. 

Networking  PCs  is  simple.  It  takes  an  in- 
terface card,  called  ARC-CARD,  in  each 
PC;  a cabled  network  called  ARCNET;  and 
an  operating  system  software  called  NET- 
WARE. That’s  it:  ARC-CARDs,  ARCNET, 
NETWARE. 


The  installation  takes  about  two  hours.  It  con- 
sists of  cabling  the  PCs  together,  plugging  the 
ARC-CARDs  into  them  and  loading  the  Novell 
software  onto  a hard  disc  in  the  PC  acting  as  a 
file  server. 

The  rest  is  amazing.  When  your  staff  mem- 
bers start  using  the  networked  PCs,  they'll  think 
they  are  using  a mini  computer.  That’s  the  capa- 
bility you  get  by  networking  your  PCs.  And  it’s 
yours  for  only  a fraction  of  the  cost.  Try  it.  You 
won’t  return  it.  Your  staff  won’t  let  you! 


^ . For  an  ARC-CARD  dealer  near  you.  call  (817)  771-2124  or  write  1402  W.  Adams 
-- - Ave.,  Temple,  Texas  76501.  Telex  350015  VESTRA  AUS. 
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ROCHE 

ME 

MEDICATION 

EDUCATION 


The  New  Roche  Product  Books 


• Offer  a supplement  to,  not  a substitute  for,  patient  contact 

• Support  your  specific  instructions  to  the  patient 

• Provide  a permanent  general  reinforcement  of  your  oral  counseling 


An  ongoing  Roche  commitment  to  patient  education 

Roche  has  always  believed  that  knowledge  is  each  individual’s  key  to  good 
health  and  has  long  been  committed  to  providing  health  care  information  to 
both  professionals  and  the  public.  However,  we  have  also  always  believed  that 
the  health  care  professional  is  and  should  be  the  prime  source  of  medication  in- 
formation to  patients.  The  Roche  Medication  Education  (ME)  program,  begun 
in  1978,  is  one  example  of  this  commitment. 

In  the  past  seven  years,  over  50  million  “WHAT  IF’’  and  “HOW  TO’’  booklets 
have  been  provided  by  Roche  for  distribution  to  patients  by  physicians  and 
other  health  care  professionals. 

Because  you  are  the  prime  source  of  medication  information  for  your  patients, 
we  invite  you  to  look  over  the  booklets  listed  below  and  request  a complimen- 
tary supply  of  those  applicable  to  your  practice. 

Complete  the  coupon  and  mail  it  to  Professional  Services  Department,  Roche 
Laboratories,  Division  of  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110. 


Medicines  that  matter 
from  people  who  care 


NAME 


STREET  ADDRESS 


CITY 


.STATE 


ZIP 


ROCHE 

MEDtCATIOM 

ME 

EDUCATION 


We  Wrote  the  Books  on  Patient 

Medication  Education... 


Copyright  © 

1986  by  Hoffmann-La  Roche  Inc. 
and  Roche  Products  Inc. 

All  rights  reserved. 


To  order  a complimentary  supply  of  Roche  Product  Books,  please  see  preceding  page. 
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You,  your  medical  problem 
and  your  treatment  with 


You,  your  medical  problem 
and  your  treatment  with 


You,  your  medical  problem 
and  your  treatment  with 


ROC 


I You,  your  medical  problem 

You,  your  medical  problem . ,,  and  youT  treatment  with 

and W treatment with^itH^ 


..  brand  of  tnmethopnm 
and  sulfamethoxazole/Roche 


brand  of  diazepam/Roche  (3 
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ON  THE  COVER 

Substance  abuse  is  the  subject  of  this  month's 
cover.  In  his  editorial,  “Alcohol  and  the 
driver,  " on  page  5,  Vernon  Eugene  Grove,  Jr, 
MD,  rer-iews  the  landmark  report  of  the  ,A\1A 
Council  on  Scientific  ..Vffairs,  whidi  summa- 

rizes  50  \-ears  of  study  of  alcohol-related  auto- 
mobile crashes.  “Prevention  of  inhalant  abuse 
in  Texas  children,"  an  editorial  by  Ceivando 
.Martinez,  Jr.  .MD,  begins  on  the  .same  p.tge.  Dr 
Martinez  chaired  the  Governor's  Task  Force 
on  Inhalant  Abu.se. 

COMING 

NEXT  MONTH 

Articles  scheduled  for  the  October  issue  of 
Texas  Medicine  deal  with  septic  pylephlebitis 
following  shigella  bacteremia,  folk  medicine 
and  medical  practice,  the  UTMB  infant  special 

care  unit,  and  vascular  access  for  cancer 
chemotherapy.  Tlie  Heritage  Series  examines 
politics  and  Texas  Tech  University  School  of 
Medicine. 
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magazines  at  special  educator  rates.  If  you  wish  to  select 


any  educator  rates,  be  sure  to  complete  the  section  of  the 
coupon  that  requests  your  affiliated  institution.  Please 
note  that  our  list  contains  the  prices  in  both  categories. 
You  may  renew  or  extend  your  present  subscription 
through  the  program. 
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Alcohol  and  the  driver 

The  landmark  report  ( 1 ) of  the  Council  on  Scientific  Affairs  of 
the  American  Medical  Association  summarizes  SO  years  of 
study  of  alcohol-related  automobile  crashes.  Hie  epidemic  of 
catastrophies  involving  motor  vehicles  driven  by  intoxicated 
persons  is  increasing.  Eye-opening  statistics  are  presented  and 
helpful  measures  are  suggested. 

Alcohol  is  involved  in  2S%  to  3‘i%  of  automobile  accidents 
causing  serious  injur)’,  while  in  SS%  to  6S%  of  fatal  single- 
vehicle accidents  the  driver  had  a blood  alcohol  concentration 
(BAC)  of  0.10%  or  greater.  Alcohol-related  impairment  of  driv- 
ing is  shown  to  appear  at  a much  lower  BAC.  Skilled  bus 
drivers  misjudged  a space  as  much  as  1 2 inches  narrower  than 
the  bus  at  a BAC  as  low  as  0.04%.  It  should  be  realized  that 
breath-testing  instruments  studied  “tended  to  underread  actual 
blood  alcohol  levels  by  0 to  20  mg/dl.  in  the  BAC  range  of 
0.05%  to  0.10%.”  ITie  figure  0.10%  which  legally  defines 
“being  under  the  influence  of  alcohol”  is  shown  to  be  far  too 
high.  As  a greatly  increased  risk  of  being  involved  in  a road 
crash  injury  or  death  occurs  at  a BAC  of  0.05%  or  lower,  this 
more  realistic  value  is  recommended  as  the  new  legal  standard. 

Alcohol  intoxication  complicates  injuries,  confuses  treat- 
ment, and  lessens  survival.  Neurologic  injury'  can  be  masked, 
numerous  metabolic  disturbances  can  be  concealed,  and  the 
response  to  anesthesia  is  altered.  Laboratory  animals  given  al 
cohol  demonstrated  more  extensive  intracranial  hemorrhage 
with  a lower  survival  rate  following  experimental  penetration 
of  brain  tissue. 

Alcohol  involvement  in  automobile  accidents  is  greater 
among  young  drivers  1 6 to  24  years  old.  ITiis  group  has  the 
highest  rate  of  fatal  crashes,  which  often  occur  at  a lower 
average  BAC  than  in  older  drivers.  Five  times  more  male  than 
female  teenage  drivers  perish  in  single-vehicle  fatal  accidents. 
Compared  to  a sober  driver’s  risk  of  having  a fatal  crash,  the 
risk  of  an  alcohol-impaired  16-  to  17-year-old  driver  increases 
165  times!  Younger  drivers  are  also  over-represented  in  acci- 
dents when  BACs  are  low,  suggesting  that  because  of  less  alco- 
hol tolerance  and  driving  experience,  they  are  more  subject  to 
the  influence  of  emotions  and  attitudes  leading  to  dangerous 
driving  with  even  small  amounts  of  alcohol.  Research  further 
suggests  that  drinking  and  driving  adolescent  male  drivers  are 
influenced  by  alcohol’s  effect  on  the  emotionally-charged  driv- 
ing style  regardless  of  BAC.  Thus,  the  AMA  report  suggests  no 
drinking  by  drivers  and  recommends  mandatory'  suspension  of 
a driver’s  license  for  one  year  for  any  conviction  of  moving 
i violation  if  any  alcohol  is  found  in  the  driver’s  blood. 

Control  measures  showing  positive  results  that  appear  to 
reduce  alcohol-related  crashes  involving  16-  and  17-year  olds 
include  raising  the  age  for  obtaining  a driver’s  license  and  for 
drinking  legally.  License  suspension  or  revocation  was  found  to 
be  the  most  cost-effective  measure  for  reducing  the  number  of 
intoxicated  drivers. 

ITie  AMA  council  report  urges  physicians  to  support  (a) 
public  education  encouraging  drivers  not  to  drink  at  all, 

(b)  legislative  adoption  of  a 0.05%  BAC  as  per  se  evidence  of 


alcohol-impaired  driving,  and  ( c ) raising  the  legal  drinking  age 
to  2 1 years.  ITie  AMA  report  further  suggests  driver’s  license 
suspension  for  driving  under  the  influence  of  alcohol  and  en 
courages  the  automobile  industry  to  develop  a safety’  module 
that  thwarts  operation  of  an  automobile  by  an  intoxicated 
person. 

In  addition  to  the  recommendations  of  this  report,  the  Moth- 
ers Against  Drunk  Driving  ( MADD ) organization  reports  that 
Texas  is  among  a minority'  of  states  with  no  laws  prohibiting 
driving  while  drinking.  1 would  like  to  encourage  physicians 
and  patients  to  write  legislators  urging  the  above  changes  to 
be  enacted,  including  passage  of  a law  prohibiting  open  con 
tainers  of  alcoholic  beverages  in  motor  vehicles.  This  will  re- 
duce accidents,  save  lives,  and  decrease  litter  on  highway  s.  By 
patient  counseling  and  participation  in  educational  programs, 
public  attitude  about  alcohol  use  while  driving  can  be  changed. 

Even  small  amounts  of  alcohol  can  produce  increased  driv- 
ing hazards  by  causing  behavioral  change  in  a legally  sober 
person,  and  the  JAMA  article  explains  why  there  is  no  safe 
drinking  level  for  drivers.  The  article  will  be  invaluable  for  all 
who  wish  to  help  by  providing  basic  information  for  educa- 
tion, legislative  changes,  and  modification  of  public  attitudes. 
We  are  all  affected  by  the  intoxicated  driver. 

VERNON  EUGENE  GROVE,  JR,  MD 

800  E .SOth  St,  #2 1”,  Austin,  TX  T'SmS 
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Prevention  of  inhalant  abuse  in 
Texas  children 

If  you  have  tried  to  buy  a can  of  spray  paint  at  your  local 
hardware  store  lately,  you  may  have  discovered  that  these 
products  are  kept  behind  a locked  display  case  and  that  you 
cannot  even  send  in  your  1 4-year-old  to  buy  it  because  it’s 
against  the  law  to  sell  spray  paint  to  minors. 

You  may  also  know  that  youngsters — e.specially  poorer 
Mexican-American  children  less  than  1 5 years  old — like  to  get 
high  on  spray  paint.  Airplane  glue  sniffing  was  once  the  sport, 
but  the  manufacturers  were  made  to  add  a repellant  and  that 
ended  that  practice.  But  children  being  children,  and  with 
some  adults  showing  the  way,  getting  high  on  .spray  paints  and 
other  volatile  substances  (eg,  commercial  cements,  liquid 
paper ) became  popular,  and,  deadly. 

From  a medical  and  public  health  standpoint,  the  inhalation 
of  toxic  products  is  a unique  and  important  phenomenon.  First 
of  all,  it  is  widespread.  One  survey  using  acceptable  meth 
odology  found  a .36%  prevalence  rate  ( 1 ).  Ehis  is  a third  of  the 
children  in  some  inner  city  schools,  high  on  organic  com- 
pounds that  are  absorbed  via  the  pulmonary'  system,  go  di- 
rectly to  the  CNS,  and  have  been  shown  to  produce  organic 
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mental  disorders,  both  transient  (2  ) and  chronic  (3),  periph- 
eral neuropathies  (4),  and  cerebellar  degeneration  (5).  Local 
irritative  changes;  metabolic  (6),  hepatic,  and  renal  abnor- 
malities (7);  and  sudden  death  (8)  due  to  arrhythmia  have  also 
been  reported. 

Several  years  ago  in  my  community,  some  retail  merchants 
were  found  to  have  stockpiles  of  spray  paints  on  their  premises 
and  were  doing  brisk  business  selling  to  children.  A local  ordi- 
nance was  passed  prohibiting  the  sale  to  minors  and  then,  in 
1983,  a state  law  calling  for  the  closed  display  of  these  prod- 
ucts was  enacted.  ITiere  has  been  some  objection  to  this  mea- 
sure: “It  produces  an  inconvenience  and  it  inhibits  the  free 
interplay  of  customer  and  merchant.  Besides,  children  are 
going  to  get  high  one  way  or  another.” 

ITiey  probably  are,  but  no  one  has  any  illusions  about  stamp- 
ing out  inhalant  abuse  completely.  We  just  want  to  stanch  it 
some.  Also,  in  theory  this  is  one  drug  abuse  problem  that  is 
preventable:  ITiere  is  no  multi-billion  dollar  advertising  cam- 
paign out  there  encouraging  children  to  get  high  on  spray 
paint,  and  the  practice  is  irritating  to  user  and  usually  detect- 
able by  concerned  adults.  Consequently,  broadly  based  ap- 
proaches, such  as  public  awareness  campaigns  and  attempts  to 
reduce  access,  have  a relatively  greater  impact  on  the  problem. 
In  San  Antonio,  since  the  local  and  state  ordinances  were 
passed  restricting  access,  and  since  a veiy  successful  public 
awareness  program  was  instituted,  juvenile  arrests  for  intoxica- 
tion with  inhalants  have  dropped  precipitously.  Statewide  fig- 
ures are  not  available. 

All  physicians  should  certainly  he  aware  of  the  health  haz- 
ards involved  in  this  case,  the  most  medically  dangerous  of  all 
the  drug  abuse  problems.  However,  we  should  also  recognize 
that  this  is  not  just  a problem  of  the  poor  and  of  the  barrios. 
During  hearings  conducted  by  a state  task  force  looking  at  this 
issue,  it  was  discovered  that  the  inhalation  of  toxic  substances 
by  Texas  children  is  occurring  to  some  extent  all  over  the 
state:  It  has  been  reported  in  small  towns  and  in  middle  class 
urban  neighborhoods.  So  the  next  time  you  go  to  buy  some 
spray  paint  for  your  favorite  lawn  chair,  make  sure  that  your 
retail  store  manager  makes  it  a bit  more  inconvenient  for  you 
by  using  a closed  display  case.  He  may  be  saving  some  child's 
health,  and  he’ll  be  obeying  the  law. 

CERVANDO  MARTINEZ,  JR,  MD 

Chairman,  Governor’s  Task  Force  on  Inhalant  Abuse:  Profes.sor,  Department  of 
Psychiatrv',  The  Universitv'  of  Texas  Health  Science  Onter,  "’03  Floyd  Cmrl  Dr, 
San  Antonio,  TX  "'8284-7792 


6.  Taher  SM,  Anderson  RJ,  McCartney  R,  et  al;  Renal  tubular  acidosis 
associated  with  toluene  “sniffing.”  N Engl  J Med  290(  14);765— 768, 
1974. 

Baerg  RD,  Kimberg  DV:  Centrilobular  hepatic  necrosis  and  acute 
renal  failure  in  ‘solvent  sniffers.”  Ann  Intern  Med  73:713—720,  1970. 
8.  Bass  M:  Sudden  sniffing  death.  JAMA  212 :20"'5— 2079,  1970. 


New  department  offers  practice 
management  tips 

How  do  you  get  control  of  the  back  office — the  core  of  your 
practice  where  the  physical  arrangements  and  routine  proce- 
dures can  either  promote  the  smooth,  swift  flow  of  patients 
throughout  your  day,  or  contribute  to  time  loss,  wasted  energy, 
and  lowered  productivity'? 

Careful  planning  and  attention  to  details  at  the  outset  can 
pay  off  in  long-term  efficiency  and  a satisfactory  flow  of  patient 
contacts.  Practice  management  expert  George  S.  Conomikes 
has  a dozen  ideas  that  might  work  well  for  you.  They  are 
explained  in  a new  bimonthly  department,  “Practice  Manage- 
ment,’’ which  begins  on  page  69- 

In  future  issues,  look  for  ways  to  tame  your  telephone,  pa- 
tient recall  systems  that  work,  how  to  cut  collection  costs, 
how  to  meet  the  competition,  practice  development  tech- 
niques, and  more. 

Whenever  and  wherever  you  can  reduce  even  minor  snags 
in  your  office  and  business  routines,  you’ll  do  yourself,  your 
staff,  and  your  patients  a favor.  As  a bonus,  you’ll  have  a bit 
more  time  and  energy  for  the  science  and  art  of  medicine. 
Toward  that  goal,  Texas  Medicine  olfers  this  series  of  practice 
management  articles. 

RAE  VAJGERT 

Managing  Editor,  Texas  Medicine 
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Historian  seeks  health-related 
silent  films,  citations,  memories 

For  a book  to  be  entitled  Bringing  Medicine  to  the  Masses,  I 
am  try  ing  to  locate  any  surviving  medical  or  health-related 
motion  pictures  produced  prior  to  1928.  I am  particularly  in- 
terested in  finding  films  made  for  lay  audiences,  on  such  topics 
as  hygiene,  nutrition,  tuberculosis,  venereal  diseases,  child 
care,  and  eugenics.  I would  also  appreciate  hearing  from  any- 
one who  remembers  seeing  such  films  in  school,  in  the  Army, 
or  in  theaters,  before  1928;  and  from  anyone  who  knows  of 
specific  references  to  such  films  in  published  or  unpublished 
literature  and  documents  from  the  pre-1928  period. 

MARTIN  S.  PERNICK 

As,s<)ciale  Professor.  Department  of  History.  The  University  of  Michigan.  Ann 
Arbor.  MI  -18109. 


Sherman  doctors’  compassion, 
generous  response  praised 

In  these  days  of  acrimonious  discussion  concerning  medical 
care  cost  containment,  increasing  tort  liability,  and  accusations 
of  professional  acquisitiveness,  1 thought  it  might  be  refreshing 
to  pass  on  a positive  note  to  your  readers  concerning  physi 
cians.  As  the  medical  director  for  Burlington  Industries,  I often 
am  distressed  to  have  to  witness  the  effects  on  a community 
when  a textile  plant  is  closed.  We  recently  announced  the 
closing  of  our  plant  in  Sherman,  Texas,  which  was  to  take 
effect  at  the  end  of  April  1986.  The  plant  manager  was  pleas- 
antly surprised  to  receive  a letter  stating,  “In  recognition  of 
Burlington  employees’  (community)  participation  and  now  un 
fortunate  set  of  circumstances,  the  following  physicians  wish 
to  offer  their  assistance  during  this  transition” 

Iliere  followed  a set  of  specifications  which  these  physicians 
were  willing  to  offer  our  employees,  the  most  prominent  of 
which  was  that  discharged  employees  and  their  dependents 
would  be  offered  medical  and  surgical  care  at  half  price  or 
their  insurance  benefits,  whichever  was  greater.  There  were 
additional  helpful  embellishments,  but  the  general  tone  was 
one  of  a wish  to  offer  positive  assistance.  The  note  closed  by 
saying:  “We  are  not  trying  to  establish  a free  clinic  but  would 
like  to  assist  Burlington  employees  during  this  difficult  period.” 
The  note  was  signed  by  19  practicing  physicians  from  the 
community  of  Sherman  representing  a full  spectrum  of  medical 
specialties. 

This  spontaneous  expression  of  compassion  and  generosity 
on  the  part  of  this  group  of  community  physicians  was  so 
impressive  to  us  that  we  wished  to  share  it  with  you  and  the 
other  physicians  in  the  state.  It  seems  that  there  are  still  physi- 
cians imbued  with  the  compassion  and  nobility  of  character  to 


which  Robert  Louis  Stevenson  alluded  many  years  ago.  We  are 
pleased  to  have  the  opportunity  to  work  in  the  same  commu- 
nities with  such  physicians  and  wish  to  acknowledge  their 
generosity  and  thoughtfulness. 

DONALD  M.  HAYES,  MD 

Director,  Health  and  Hygiene,  Burlington  Industries,  Inc,  PO  Box  2 1 207,  Circens- 
boro,  NC  2^420 
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IT’S  ALL  THE  COVERAG 
THAT  YOU  WILL  EVER  NEED! 

NEW  BENEFITS 


$ 

$ 


COSTOFL/V/NG  GUARDIAN 

This  optional  benefit  provides  a schedule  that  in- 
creases monthly  claim  payments  for  total  or  partial 
disability  to  cope  with  inflation. 

INCREASING  PRE  DISABILITY  BASE  EARNINGS 

Automatically  increases  base  amount  on  each  anni- 
versary of  partial  disability  to  prevent  erosion  of 
claim  payments  should  earnings  while  partially  dis- 
abled increase  due  to  inflation. 


$ WAITING  PERIOD  FOR  PARTIAL  DISABILITY 

The  waiting  period  for  partial  disability  is  now  the 
same  as  the  waiting  period  you  select  for  total  dis- 
ability, 30,  90  or  180  days. 

$ PARTIAL  DISABILITY  BENEFITS 

Benefits  becoming  due  are  payable  at  50  percent  o 
your  monthly  benefit  for  total  disability  until  the  Ic 
term  payment  schedule  applies  at  the  seventh 
month. 


$ INNOVATIVE  SOCIAL  “SUBSTITUTE” 

A $1000  monthly  benefit  is  available  under  TMA’s  low 
cost,  180  day  waiting  period  to  members  who  want  in- 
surance payment  as  a substitute  if  a disability  does  not 
qualify  for  Social  Security  disability  payments.  The 
$1000  is  payable  even  if  payments  are  made  by  Social 
Security. 


‘THE  TRIED  AND  TRUE" 


$ Bonafide  long  term  benefit  periods  for  total 
disability,  to  age  70. 

$ Long  term  benefits  for  partial  disability,  at  no 
additional  cost. 

$ Definition  of  disability  protects  you  at  your 
medical  specialty,  at  no  additional  cost. 


$ You  may  be  insured  for  the  maximum  , 
monthly  benefit,  up  to  $8000,  regardless  ol 
other  disability  insurance  you  have  in  force 

I 

$ At  time  of  claim,  the  full  TMA  monthly  ber' 
fit  is  paid  regardless  of  monies  you  may  re- 
ceive from  other  disability  policies,  salary 
continuation,  investments.  Social  Security,  i 


Refer  to  the  “Center  Section”  of  the  TMA  Insurance  Brochure 
dated  August,  1986  for  examples.  If  you  do  not  have  a brochure,' 
call  1-800  252-9318.  | 

TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  PROGRAM 

1901  NORTH  LAMAR  BLVD  • AUSTIN,  TEXAS  78705  | 

underwritten  by  \ 

PRUCO  LIFE  INSURANCE  COMPANY  of  TEXAS  j 

a subsidiary  of  the  PRUDENTIAL  I 


I 


FMA  INACTION 


jrMA  president  to  join 
'Payment  Review  Commission 

llic  director  of  the  Office  of  Technolog)’ 
Vssessment  has  appointed  Texas  Medical 
Vssociation  President  Jim  Bob  Brame, 
vID,  Eldorado,  as  a commissioner- 
lesignate  to  the  Physician  Payment  Re- 
.'iew  Commission.  The  commission  will 
jnake  annual  recommendations  to  the 
l"ongress  regarding  adjustments  to  the 
reasonable  charge  levels  for  physicians’ 
services  under  Medicare  and  the  meth- 
)ds  for  paying  for  such  services.  The 
commission  also  will  advise  the  Secretarv 
:)f  Health  and  Human  Serv  ices  regarding 
i relative  value  scale,  which  the  secretary 
IS  mandated  to  develop. 

1 As  a commissioner-designate.  Dr 
iBrame  will  attend  the  commission’s 
meetings  and  executive  sessions,  but  he 
will  not  have  voting  privileges  until  he 
jbecomes  a commissioner.  Dr  Brame  is 
expected  to  become  a commissioner  in 
iMay  198"',  unless  the  commission’s  mem- 
bership is  expanded  before  that  date. 

The  commission  is  a product  of  Public 
ilaw  99-272,  the  Consolidated  Omnibus 
Budget  Reconciliation  Act  of  1985 
COBRA ).  The  Office  of  Technologv’  As- 
sessment must  report  annually  to  Con- 
gress on  the  functioning  and  progress  of 
the  commission,  but  the  commission  re- 
mains a separate  agency  from  OTA. 

J The  commission’s  membership  in 
(eludes:  Philip  R.  Lee,  San  Francisco,  di- 
irector  of  the  Institute  for  Health  Policy' 
Study  at  the  University  of  California  at 
San  Francisco,  chairman;  Oliver  Beahrs, 
,MD,  Rochester,  Minn,  chairman  of  the 
iBoard  of  Regents  of  the  American  Col- 
ege  of  Surgeons;  Robert  Butler,  MD,  New 
fork  City,  former  director  of  the  National 
Institute  of  Aging;  John  Eisenberg,  MD, 
ii*hiladelphia,  chairman  of  the  Council  of 
Medical  Societies  with  the  College  of 
I’hysicians  in  Philadelphia;  and  Fhomas  R. 
tReardon,  MD,  Portland,  Ore,  an  American 
I Vledical  Association  delegate  from  the 
! Medical  Staff  Section  and  a past  president 
I )f  the  Oregon  Medical  Association.  Non- 
ilphysician  members  of  the  commission 
: are:  Karen  Davis,  PhD,  Baltimore,  former 
I Health  Care  Financing  Administration  ad- 


ministrator, who  is  associated  with  Johns 
Hopkins  University;  John  Gilroy,  Port 
Washington,  NY,  of  the  American  Associa- 
tion of  Retired  Persons;  Mark  Hornbrook, 
Portland,  Ore,  of  Kaiser-Permanente;  Car- 
olyn Lockart,  Phoenix,  of  the  American 
Nurses  Association;  Walter  McNerney, 
Chicago,  former  chief  executive  officer  of 
Blue  Cross-Blue  Shield;  and  Uwe  Rein- 
hardt, PhD,  Princeton,  NJ,  an  economist 
from  Princeton  University. 


Panel  elects  May  Owen,  MD, 
to  Women’s  Hall  of  Fame 

Former  Texas  Medical  Association  Presi- 
dent May  Owen,  MD,  Fort  Worth,  will  be 
inducted  into  the  Texas  Women’s  Hall  of 
Fame  Sept  18. 

An  1 1 -member  panel,  including  Gov 
Mark  White  and  members  of  the  Gover- 
nor’s Commission  for  Women,  chose  Dr 
Owen  for  her  contributions  to  health 
care,  one  of  12  categories  in  which  out- 
standing Texas  women  were  honored.  l>r 
Owen  was  cited  for  her  discover)'  in 
1936  that  talcum  powder  used  in  sur 
gical  gloves  caused  scar  tissue  and  infec- 
tion. After  her  observation,  glove  powder 
was  made  in  absorbable  form  Her 
1960- 1961  term  as  president  of  TMA 
marked  the  first  time  a woman  had  held 
the  office. 

In  1966,  she  established  the  May 
Owen  Trust  Fund  to  finance  low  interest 
medical  student  loans.  Her  recent  contri- 
bution of  more  than  $40,()()()  brought  the 
fund’s  assets  to  $ 1 million.  During  the 
last  20  years,  the  trust  has  provided  finan- 
cial assistance  for  more  than  400  medical 
students. 

A pathologist.  Dr  Owen  received  her 
MD  degree  in  1921  from  the  Louisville 
Medical  School.  She  did  graduate  work  at 
the  Mayo  Clinic’s  Department  of  Surgical 
Patholog)'  and  at  New  York’s  Bellevue 
Hospital  Medical  Examiners  Department. 
She  also  conducted  special  studies  in 
hematolog)'  at  the  University  of  Ohio. 

She  began  her  work  as  a pathologist  in 
Fort  Worth  in  1928. 

Among  her  many  medical  leadership 
roles  are  the  presidencies  of  the  Tarrant 
County  Medical  Society,  the  Texas  So- 
ciety of  Pathologists,  and  the  Thirteenth 
District  Medical  Society.  Among  her 
awards  are  TMA’s  Distinguished  Service 


Award,  the  Tarrant  County  Medical  So- 
ciety  ’s  “Gold  Headed  Cane,”  the  Texas 
Society  of  Pathologist’s  George  T.  Cald- 
well Award,  and  the  Fort  Worth  Sertoma 
Club’s  “Service  to  Mankind  Award.”  The 
Fort  Worth  medical  museum  is  named 
the  May  Owen  Hall  of  Medical  Science  in 
her  honor. 


TMAA  to  honor  Mr  Williston 
during  fall  conference 

C.  Lincoln  Williston  will  be  the  guest  of 
honor  at  a brunch  hosted  by  the  Texas 
Medical  Association  Auxiliaiy,  Friday,  Sept 
1 2,  in  Austin.  The  event  coincides  with 
the  auxiliaiy  ’s  fall  meeting,  which  follows 
the  theme,  “Update  ‘86.  ” 

Texas  Accent,  TMAA’s  member  publica- 
tion, notes,  “At  the  end  of  1986,  Mr 
Williston  will  retire,  leaving  a proud  his- 
tor)’  of  serv  ice  and  accomplishments 
A full-time  staff  member  for  the  auxiliaiy 
had  begun  her  employment  only  a year 
before  Line  Williston  joined  TMA,  and 
the  auxiliaiy'  had  just  over  4,700  mem 
bers.  Since  then,  the  auxiliaiy  has  grown 
in  size  and  scope,  now  boasting  almost 
8,500  members  and  a full-time  staff  of 
three.” 


May  Oiven.  MD.  Fort  Worth,  will  he  inilm  tecl  into 
the  Texas  Women's  Hall  of  Fame  Sept  18 
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General  counsel  advises  caution 
when  buying  liability  insurance 

As  a result  of  the  increasing  cost  and  de- 
creasing availability  of  professional  lia- 
bility insurance,  unauthorized  insurers 
may  be  soliciting  physicians  for  pre- 
miums, according  to  Texas  Medical  Asso- 
ciation’s general  counsel. 

The  general  counsel  advises  physicians 
that  before  an  unauthorized  insurer 
(an  insurance  company  not  licensed  in 
Texas ) legally  can  sell  insurance  in  Texas, 
it  must  be  shown  that  similar  insurance 
cannot  be  procured  from  licensed  insur- 
ers in  the  state.  Further,  the  Texas  Insur- 
ance Code  requires  that  the  insurance 
must  be  placed  through  a licensed  Texas 
surplus  lines  agent  who  resides  in  Texas. 
The  code  requires  that  a licensed  surplus 
lines  agent  must  prove  financial  solvency 
and  demonstrate  capacity  in  respect  to 
its  responsibility  to  insureds  under  poli- 
cies of  surplus  lines  insurance  or  show 
proof  of  an  adequate  bond  and  surety  to 
the  State  Board  of  Insurance. 

TMA’s  attorneys  advise  physicians  to 
check  with  the  Texas  State  Board  of  In- 
surance before  purchasing  coverage  from 
an  out-of-state  insurance  company  not 
using  a licensed  Texas  surplus  lines  agent 
to  sell  the  insurance. 


TMA  disability  insurance  offers 
soUd  protection 

Ronald  J.  Pinkenburg,  MD,  Tyler,  chair- 
man of  Texas  Medical  Association’s  Com- 
mittee on  Association  Insurance  Pro- 
grams, has  announced  improvements  in 
the  association’s  long-term  disability  in- 
surance program.  The  improvements, 
which  took  effect  Aug  1 , 1 986,  offer 
solid,  across-the-board  protection. 

A new  optional  benefit,  the  “Cost  of 
Living  Guardian,”  protects  claim  pay- 
ments against  inflation  by  providing  a 6% 
annual  increase  in  claim  payments  for 
total  or  partial  disability  up  to  a maxi- 
mum of  eight  years  on  continuing  claims. 
No  increases  are  granted  after  age  65.  In 
dollars,  each  $1,000  of  monthly  payment 
progresses  to  a $1,593  monthly  payment 
when  the  claim  extends  for  the  full  eight- 
year  period. 

The  improvement  also  applies  a 6% 
annual  increase  to  pre-disability  earnings 


while  a physician  is  claiming  partial  dis- 
ability benefits.  This  annual  increase  pre- 
vents erosion  of  benefits  payable  if  the 
partially  disabled  physician  increases  fees 
or  receives  a salary'  increase  to  cope  with 
inflation. 

The  committee  has  changed  the  wait- 
ing period  for  partial  disability  during  the 
first  six  months  to  coincide  with  the 
waiting  period  the  insured  has  selected 
for  total  disability'.  After  the  waiting  pe- 
riod has  been  satisfied,  partial  disability 
benefits  equal  50%  of  the  insured’s 
monthly  benefit  for  total  disability'. 

The  program  now  offers  optional  cov- 
erage that  pays  a $ 1 ,000  monthly  benefit 
to  those  who  want  assurance  of  a pay- 
ment in  the  event  that  they  become  to- 
tally disabled  and  their  disability  does 
not  meet  the  requirements  for  the  Social 
Security  disability'  benefit.  As  a general 
rule,  substitute  arrangements  of  this  type 
pay  only  the  approximate  $800  Social  Se- 
curity disability'  benefit.  After  a waiting 
period  of  1 80  days,  TMA’s  $ 1 ,000  benefit 
is  payable  even  if  the  insured  also  re- 
ceives a Social  Security  payment. 

A brochure  describing  TMA’s  disability 
insurance  has  been  mailed  to  physicians. 
Anyone  who  has  not  received  the  bro- 
chure may  call  TMA’s  Insurance  Service 
Office  at  1-800-252-9318. 


HEALTH  LINE 


Rules  describe  prevention 
of  gonococcal  ophthalmia 

The  Texas  Department  of  Health  (TDH) 
has  adopted  rules,  effective  July  1,  1986, 
describing  approved  medications  for  use 
as  prophylaxis  of  gonococcal  ophthalmia 
in  the  newborn. 

According  to  Section  97. 1 36  of  the 
Texas  Venereal  Disease  Rules  and  Regula- 
tions, every  physician,  nurse,  midwife,  or 
other  person  in  attendance  at  childbirth 
shall  apply  or  cause  to  be  applied  to  the 
child’s  eyes  one  of  the  following: 

1.  A 1%  ophthalmic  tetracycline  solu- 
tion (drops)  or  ointment  in  each  eye 
within  two  hours  after  birth,  or 

2.  A 0.5%  ophthalmic  erythromycin 
solution  (drops)  or  ointment  in  each  eye 
within  two  hours  after  birth,  or 


3.  Two  drops  of  a 1 .0%  silver  nitrate 
solution  in  each  eye  within  two  hours 
after  birth. 

The  Texas  Department  of  Health  may 
provide  an  approved  prophylaxis  without 
charge  to  health  care  providers  if  the 
newborn’s  financially  responsible  adult  is 
unable  to  pay.  According  to  the  rules,  no 
charge  shall  be  made  by  the  health  care 
provider  for  the  prophylaxis  that  is  re-  j 
ceived  free  of  charge  from  the  TDH.  j 

Copies  of  these  rules  were  sent  to  hos-  j 
pital  administrators  in  late  June. 

Manner’s  metabolic  therapy 
deemed  useless  for  cancer 

I 

“The  American  Cancer  Society  has  found  1 
no  evidence  that  treatment  with  meta- 
bolic cancer  therapy  as  advocated  by 
Harold  W.  Manner,  PhD,  results  in  objec- 
tive benefit  for  cancer  patients.” 

The  TMA  House  of  Delegates  upheld 
that  view  when,  in  May,  it  adopted  the 
ACS  statement  regarding  Manner’s  meta- 
bolic therapy. 

“In  fact,”  the  statement  continues, 

“some  components  of  the  treatment  pose 
serious  risks  which  could  lead  to  death  in 
some  patients.  Texas  Medical  Association 
strongly  urges  persons  with  cancer  who 
contemplate  undergoing  metabolic  can- 
cer therapy  to  discuss  their  treatment  op- 
tions with  their  physicians  and/or  other 
knowledgeable  experts.” 

Presenting  and  recommending  adop- 
tion of  the  statement  was  the  TMA  Com- 
mittee on  Cancer,  chaired  by  Donald  C. 
Spencer,  MD,  Austin. 

Among  other  things.  Manner’s  meta- 
bolic therapy  includes  intravenous  ad- 
ministration of  Amygdalin  (laetrile). 


TDH  reports  more  births, 
fewer  infant  deaths  in  1985 

The  infant  mortality  rate  in  Texas 
dropped  to  another  all-time  low  of  9.8 
per  1,000  live  births  during  1985.  This 
was  nearly  .6%  less  than  the  previous 
low  of  10.4  in  1984. 

The  Texas  Department  of  Health  noted 
this  decrease  in  the  infant  mortality  rate 
in  its  release  of  the  final  vital  statistics  for 
the  calendar  year  1985. 


Texas  Medicine 


In  ten  years^flour  malpractice 

just  a memory 


carrier  may  be 

Unless  it’s  Medical  Protective. 

As  you  consider  professional  liability  insurance, 
consider  this.  The  coverages  stated  in  the  policy  are 
basically  a promise  — a promise  to  be  here  when 
needed  regardless  of  legal  climate  or  economic 
conditions.  A company’s  ability  to  keep  this  promise 
is  critical  because  your  financial  security  may 
depend  on  it.  Unfortunately,  too  many  firms  are  now 
finding  the  task  impossible. 

Analyze  your  liability  insurance  options  carefully 
just  as  you  would  any  important  investment.  Go 
beyond  the  agent  and  the  policy  to  the  company  that 


stands  behind  both.  How  long  has  it  been  in  opera- 
tion? Has  it  weathered  some  of  the  tough  times?  Will 
it  be  there  for  you  when  you  need  help? 

The  Medical  Protective  Company  pioneered  profes- 
sional liability  coverage  before  the  turn  of  the 
century  and  has  served  doctors  exclusively  ever 
since.  Over  500,000  of  them.  Through  good  times 
and  bad.  We’ll  be  here  when  you  need  us. 

Contact  The  Medical  Protective  Company  through 
one  of  our  general  agents.  History  shows  we  keep 
our  promises. 


f s:  t J Cfi tV  f,'  P u cy  i'  S! Cj^  (■  c »/  S',  Ufj^Vf^A't^rr 


BrjceCrim.  Keith  H.  Prince  Wayne  L.  Kirk.  Mark  Lee  Gunter,  Richard  B.  Ross 

Charles  F.  Curtice,  Daniel  S.  Marley  Suite  155,  7887  Katy  Freeway 

Suite  570,  Allied  Lakewood  Bank  Center,  6301  Gaston  Avenue  Katy  Hollow  Office  Park 

Dallas  TX  75214-3947,  (2141  821-46  40  Houston,  TX  77024,  (713)  682-8024 


Michael  Rollans 
Thomas  A.  Weisman 
512  GPM  Life  Building 
San  Antonio,  TX  78216,  (512)  344-5901 
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In  addition,  the  department  noted  the 
following; 

During  1985  there  were  308,027 
babies  born  to  Texas  mothers,  an  in- 
crease of  9,271  or  3 1%  over  1984. 

ITiere  were  1 18,183  deaths  of  Texans 
during  the  year.  The  death  rate  was  7.2 
per  1 ,000  population,  continuing  the 
downward  trend  that  began  in  1979. 

Claiming  40,079  lives,  heart  disease 
continued  to  be  the  leading  cause  of 
death,  followed  by  cancer  with  24,032 
deaths.  Cerebrovascular  disease  was  third 
with  8,793  deaths,  and  accidents,  ac- 
counting for  7,095  deaths,  were  fourth. 
These  four  leading  causes  of  death  were 
responsible  for  68%  of  the  total  deaths 
in  1985. 


SOCIOFX:ONOMICS 


Board  approves  104.7%  hike 
for  JUA  insurance  rates 

The  State  Board  of  Insurance  ( SBI ) has 
approved  a request  from  the  Texas  Medi- 
cal Liability'  Insurance  Underwriting  As- 
sociation (Joint  Underwriting  Associa- 
tion ) for  a 104.7%  overall  total  limits 
rate  increase  for  professional  liability  in- 
surance for  physicians  and  a 1 09.9% 
overall  total  limits  rate  level  increase  for 
hospitals.  The  increases  are  effective  Sept 
1 , 1 986,  for  new  business  and  after  ap 
propriate  notice  has  been  given  to 
policyholders  for  renewal  business. 

The  board  approved  the  increases  dur- 
ing its  meeting  July  25,  1986,  in  Austin. 
At  press  time,  petitions  for  increa.ses  in 
rates  for  excess  liability'  insurance  for 
physicians  and  ho.spitals  were  pending. 

In  April  1986,  the  JUA  had  requested 
approval  of  a 156.3%  overall  total  limits 
rate  level  increase  for  physicians,  a 
161.9%  overall  total  limits  rate  level  in- 
crease for  hospitals,  and  approval  of 
revised  excess  rate  factors.  The  JUA’s  re- 
vised petitions  reflect  the  SBI’s  staff  rec- 
ommendations for  increases  for  the  basic 
limits  for  the  JUA. 

During  the  July  meeting,  represen- 
tatives of  the  JUA  indicated  that  in  all 
likelihood,  the  as.sociation  would  sustain 
a deficit  for  1 985,  which  would  necessi- 
tate an  a.ssessment  of  policyholders. 


Sept  1 is  starting  date 
for  indigent  care  program 

The  County'  Indigent  Health  Care  (CIHC) 
Program  for  financially  destitute  county 
residents  was  scheduled  to  begin  Sept  1, 
1986.  Mandated  by  the  1985  Indigent 
Health  Care  and  Treatment  Act,  the  pro- 
gram serves  the  poor  who  are  ineligible 
for  other  state  and  federal  health  care 
programs.  To  qualify’  for  the  program,  a 
needy  person  must  ( 1 ) be  a resident  of 
the  area  served  by  the  county  program, 

( 2 ) have  countable  income  below  25% 
of  the  federal  poverty  guidelines,  and 
(3)  own  no  more  than  81,000  in  liquid 
assets. 

ITie  act  charges  the  Texas  Department 
of  Human  Services  ( TDHS)  with  develop- 
ing program  rules  consistent  with  those 
used  in  the  Aid  for  Families  with  Depen- 
dent Children  and  Medicaid  programs. 
Approximately  125  Texas  counties  must 
operate  the  program  for  all  or  that  por- 
tion of  the  county  not  fully  served  by  a 
hospital  district,  authority',  or  a public 
hospital  The  medical  ser\'ices  definitions 
and  scope  of  allowed  services  parallel  the 
Medicaid  program.  The  county  program 
must  include  ( 1 ) inpatient/outpatient 
hospital  services,  ( 2 ) physician  services, 

( 3 ) laboratory  and  x-ray  services, 

(4 ) family  planning  services,  ( 5 ) up  to 
three  prescriptions  for  drugs  per  month, 
and  ( 6 ) skilled  nursing  facility  services. 

Where  possible,  program  payment 
standards  aLso  parallel  those  of  the  Medi- 
caid program.  The  county'  program  u.ses 
the  Medicaid  interim  rate  percentages  in 
effect  before  Medicaid’s  switch  to  a diag- 
nosis related  group  ( DRG ) reimburse- 
ment method  as  the  payment  standard 
for  inpatient/outpatient  hospital  services. 
Because  the  counties  could  not  duplicate 
the  complex  Medicaid  reimbursement 
method  for  physician,  laboratory,  and 
X ray  .services,  the  county  payment  stan- 
dards for  these  services  are  based  on  the 
average  Medicaid  payment  for  a specific 
procedure.  Payment  standards  for  the  re- 
maining services  are  similar  to  those 
u.sed  in  the  Medicaid  program.  TDHS  also 
is  developing  a flat  monthly  payment 
standard  for  each  type  of  service  for 
counties  interested  in  using  an  insurance 
or  health  maintenance  organization 
( HMO ) arrangement.  Counties  are  not 
legally  liable  for  the  amount  of  a bill 


in  excess  of  the  established  payment 
standard. 

A county  is  required  to  spend  up  to 
10%  of  its  general  revenue  tax  levy 
(GRTL)  per  year  for  mandatory  services 
for  eligible  county  residents.  If  a county 
spends  more  than  10%  of  its  GRTL,  it  is 
potentially  eligible  for  80%  in  state 
matching  funds  for  the  amount  above  the 
1 0%  figure.  Legally,  when  state  assistance 
funds  are  depleted,  the  county  can  close 
down  its  program. 

Counties  have  a great  deal  of  flexibility 
in  administering  their  programs.  They 
may;  ( 1 ) arrange  for  health  care  services 
through  private  providers,  local  health 
departments,  other  public  health  care  fa- 
cilities, or  insurance  companies;  (2)  affili- 
ate with  other  governmental  entities, 
public  hospitals,  or  hospital  districts  for 
administration  and  delivery  of  health 
care  services;  and  ( 3 ) use  out-of-county 
providers. 

A mandated  provider  is  one  who  is  se- 
lected by  the  county  and  agrees  to  pro- 
vide services  to  eligible  county  residents. 
Counties  may  select  one  or  more  man- 
dated providers  and  require  residents  to 
obtain  services  from  them  except  in 
emergencies,  when  medically  inappropri- 
ate, or  when  the  provider  cannot  deliver 
the  needed  health  care.  Under  the  act, 
counties  are  not  required  to  pay  a pro- 
vider who  does  not  comply  with  certain 
requirements.  A mandated  provider 
is  not  eligible  for  payment  for  non- 
emergency services  if  the  county  re- 
quires that  the  provider  receive  prior 
approval  from  the  county. 

Nonmandated  providers  who  deliver 
or  will  deliver  mandatory  services  to  a 
person  who  may  be  eligible  are  not  en- 
titled to  reimbursement  unless  they 
( 1 ) determine  the  patient’s  county  of 
residence  as  soon  as  possible;  ( 2 ) notify 
the  county  judge  in  the  pre.sumed  county 
of  residence  by  telephone,  as  soon  as 
possible,  about  any  services  that  have 
been  or  will  be  provided  ( the  provider 
must  determine  if  the  county  has  man- 
dated providers  and  transfer  patients  to 
them,  if  the  county  requests,  unless  it  is 
medically  inappropriate  or  an  emergency 
exists);  (3)  notify  the  patient’s  presumed 
county  of  residence  by  mail  postmarked 
no  later  than  three  workdays  from  the 
date  residency  is  determined;  (4)  coop- 
erate in  medical  emergencies  with  the 


Texas  Medicine 


presumed  county  of  residence,  the  pa- 
tient, and  the  patient’s  family  in  deter- 
mining whether  the  patient  is  eligible. 

A county  must  determine  eligibility 
within  14  days  after  receiv  ing  ( 1 ) a com- 
pleted application  if  nonemergency'  ser- 
vices were  delivered,  or  (2)  notification 
and  any  available  information  if  emer- 
gency' services  were  delivered.  The 
county  may  deny  eligibility’  by  the  1 4th 
day  if  the  available  information  is  insuf- 
ficient to  complete  an  eligibility  deter- 
mination. The  patient  automatically  is 
considered  eligible  and  the  provider  is 
entitled  to  reimbursement  for  services  if 
the  county  fails  to  determine  eligibility 
within  the  14-day  period. 

A listing  of  the  counties  required  to 
operate  a program  follows.  Physicians 
who  provide  serv  ices  to  residents  of 
these  counties  can  contact  the  county 
judge  for  specific  information,  or  the 
TDHS  Indigent  Health  Care  Project  at 
(512)450-3084.  A TDHS  policy  hand- 
book for  the  program  has  been  released, 
is  available  to  the  private  sector  for  S35 
( make  check  payable  to  TDHS ),  and  can 
be  ordered  by  writing  Lawrence  Smith, 
TDHS-413-T,  PO  Box  2960,  Austin,  TX 
78769. 

— This  article  was  prepared  by  Bryan 
Sperry  and  Carol  Peters,  Indigent  Health 
Care,  Texas  Department  of  Human 
Services. 


DRG  system  determines 
hospitals’  Medicaid  payments 

At  press  time,  the  Texas  Department  of 
Human  Services  had  set  Sept  1 as  the 
start-up  date  for  the  use  of  a diagnosis 
related  group  ( DRG ) payment  system  for 
hospitals  providing  serv  ices  to  Medicaid 
patients. 

The  new  payment  policy  affects  all 
Title  XLX-approved  hospitals  providing 
inpatient  services  to  eligible  Medicaid  re- 
cipients, according  to  a summary  from 
the  National  Heritage  Insurance  Com- 
pany, the  Medicaid  fiscal  intermediaiy  in 
Texas.  Total  payment  for  a case  is  deter- 
mined by  multiplying  the  DRG’s  relative 
weight  times  the  standard  dollar  amount 
(SDA ) for  the  billing  hospital's  peer 
group.  There  is  no  additional  payment 
for  stays  that  are  excessively  lengthy 
(“day  outliers”)  or  costly  (“cost  out- 
liers” ).  Nor  are  there  urban-rural 
distinctions. 

The  hospital  peer  groups  for  DRG  re- 
imbursement are  children’s  hospitals, 
with  an  SDA  of  S2,51 1.73;  teaching  hos- 
pitals, SDA  SI, 91 1.26;  and  other  hospi- 
tals, SDA  SI, 54 1.33  'Hie  relative  weight 
of  a given  DRG  reflects  its  complexity 
and  resource  requirements  in  com 
parison  to  other  DRGs.  The  mean  length 
of  stay  is  the  average  number  of  days  that 
a patient  classified  in  that  DRG  spends  in 


the  hospital.  The  relative  weights  and 
mean  lengths  of  stay  arc  subject  to  con- 
tinuing data  analysis  and  will  be  recalcu- 
lated at  least  every  three  years. 

Medicaid  requires  standard  form 
effective  Oct  1 ; AMA  can  supply 

The  American  Medical  Association  offers 
a high  quality,  reasonably  priced  version 
of  “Standard  Form  HCFA  1500,”  a stan- 
dard health  insurance  claim  form  that 
will  be  required  for  Medicaid  claims 
effective  Oct  1 

The  AMA  charges  S34.10  per  carton  of 
1,000  single  sheets  (OP  501  );  S-*9.50  per 
carton  of  1 ,000  two-part  snap-out  ( OP 
502  );  and  S5 1 ."5  per  carton  of  1 ,000 
two-part  continuous  for  computer 
printers  ( OP  503 ).  All  shipping  and  han- 
dling charges  are  included  in  the  price, 
and  bulk  orders  are  discounted.  AMA 
members  receive  an  additional  10% 
discount. 

Inquiries  and  orders  should  be  send  to: 
AMA  Insurance  Form,  Book  and  Pam- 
phlet Fulfillment,  American  Medical  A.sso- 
ciation,  PO  Box  109*6,  Chicago,  11. 
60610,  Visa  and  Mastercard  purchases 
may  be  made  througli  the  AMA’s  toll  free 
number  1—800—621—8335, 

Fhe  Standard  Form  HCFA  1500  is  the 
product  of  the  AMA's  efforts  to  develop  a 


Counties  required  to  operate  County  indigent  Health  Care  programs  for  financially  destitute  coutity  residents  as  of  Sept  1.  1986. 
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“universal”  form.  It  already  is  required 
for  Medicare,  and  has  been  adopted  for 
use  by  the  Civilian  Health  and  Medical 
Program  of  the  Uniformed  Services 
(CHAMPUS),  the  US  Department  of  Labor 
for  Federal  Worker’s  Compensation  and 
Black  Lung  programs,  and  by  many  pri- 
vate insurance  companies. 

Carriers  to  process  clean  claims 
within  27  days  beginning  Sept  30 

ITie  Health  Care  Financing  Administra- 
tion ( I ICFA ) has  set  Sept  30  as  the  dead- 
line by  which  Medicare  carriers  must  be 
processing  “clean”  claims  within  27  days 
of  their  receipt. 

To  help  the  carriers  comply,  William 
Roper,  MD,  HCFA  administrator,  has  re- 
leased SI 5 million  from  the  contractor 
contingency  fund  to  provide  financing 
needed  to  expedite  speedier  claims  pro- 
cessing. ITie  extra  financing  will  ease 
what  I ICFA  says  is  one  of  the  reasons  for 
slowing  claims  processing,  which  is 
budget  cuts  mandated  by  the  Gramm- 
Rudman  provisions.  Fhe  second  reason 
for  the  slow-down,  HCFA  maintains,  is  a 
greater-than-expected  increase  in  the 
volume  of  claims. 

HCFA  expects  all  carriers  to  process 
90%  of  clean  claims  within  the  27-day 
limit.  The  administration  estimates  that 
approximately  70%  of  claims  are  clean, 
although  other  observers  say  the  figure  is 
too  high. 

According  to  the  American  Medical  As- 
sociation’s report  of  the  action,  “The  an- 


“Your  work's  really  piling  up,  so  enjoy  yourself 
while  you  can.” 


nouncement  is  perceived  as  an  attempt 
to  head  off  prompt  payment’  legislation 
that  would  require  HCFA  to  pay  Medi- 
care claims  in  22  days,  or  be  compelled 
to  pay  interest.” 

During  its  annual  meeting  June  15-19, 
the  American  Medical  Association 
adopted  a resolution  calling  for  interest 
payments  on  uncontested  Medicare 
claims  that  are  not  paid  within  30  days 
after  their  receipt.  Fhe  final  resolution 
combined  resolutions  from  Texas,  Cali- 
fornia, and  New  Jersey.  The  Texas  resolu- 
tion originated  with  the  Young  County 
Medical  Society. 


HCFA  renews  contract 

with  Texas  Medical  Foundation 

The  Health  Care  Financing  Administra- 
tion ( HCFA ) has  awarded  the  Texas 
Medical  Foundation  (TMF)  an  SI 8.1  mil- 
lion, two-year  extension  of  its  contract 
as  the  state’s  peer  review  organization. 
The  contract  takes  effect  Oct  1,  1986, 
and  again  makes  TMF  responsible  for 
evaluating  the  medical  necessity'  of  and 
quality  of  care  received  during  Medicare 
hospitalizations. 

John  M.  Smith,  Jr,  MD,  San  Antonio, 
president  of  TMF,  announced  the  con- 
tract, noting,  “I  am  delighted  with  HCFA’s 
vote  of  confidence  in  the  Texas  PRO. 
Since  the  federal  government  has  con- 
tinued to  increase  its  emphasis  on  the 
quality  of  care  Medicare  patients  receive, 
our  contract  renewal  appears  to  indicate 
approval  of  TMF’s  extensive  quality  as- 
surance measures.” 


Physicians  may  specify  brands 
for  Medicaid  patients 

Although  the  Texas  Department  of  Hu- 
man Services  (TDHS)  uses  financial  in- 
centives to  encourage  pharmacists  to 
dispense  generically  equivalent  drugs, 
physicians  remain  free  to  prescribe 
any  medications  they  choose  for  their 
patients. 

Pharmacists  may  decline  to  dispense 
certain  medications  if  they  will  be  reim- 
bursed at  a lower  rate  based  on  the  cost 
of  a generically  equivalent  drug,  rather 
than  the  actual  cost  of  a brand  name 
product.  If  a Medicaid  patient’s  best  in- 


terests require  that  a brand  name  medi- 
cation be  dispensed,  the  physician  must 
sign  the  prescription  form  on  the  “Dis- 
pense as  Written  ” line  and  add  the  words 
“Brand  Necessary”  on  the  face  of  the  pre- 
scription. This  action  insures  that  the 
patient  will  receive  the  prescribed  medi- 
cation and  that  the  pharmacist  will  be 
reimbursed  the  full  cost  of  the  brand 
name  drug. 

On  Dec  1,  1985,  TDHS  began  to  limit 
pharmacists’  reimbursement  for  prescrip- 
tion drug  products  dispensed  if  one  or 
more  generically  equivalent  drugs  are 
available.  ITiis  limitation,  the  Texas  Maxi- 
mum Allowable  Cost  (MAC)  program, 
was  designed  to  save  money  in  Medi- 
caid’s vendor  drug  program. 

Texas  Medical  Association  and  several 
other  professional  organizations  worked 
with  TDHS  to  add  the  override  provision 
to  the  vendor  drug  program. 


CAPITA!.  COMMENTS 


Congressional  committees  favor 
ending  physician  fee  freeze 

At  press  time,  a pending  meeting  of  the 
House  Budget  Committee  was  to  recon- 
cile proposals  from  two  House  commit- 
tees, both  of  which  end  the  prolonged 
Medicare  fee  freeze.  They  differ  in  the 
size  of  the  increases  that  they  authorize. 
At  the  same  time,  the  Senate  Finance 
Committee  did  not  take  up  the  fee  freeze 
question,  thus  allowing  it  to  expire  Dec 
31,  1986. 

Following  intense  lobbying  efforts 
from  the  American  Medical  Association 
and  medical  society  executives  and  key 
physician  legislative  contacts  from  Texas 
and  elsewhere,  the  federation  of  medi- 
cine scored  its  biggest  victory  in  the 
House  Ways  and  Means  Committee.  The 
committee  narrowly  adopted,  by  a vote 
of  18-16,  an  amendment  from  Rep  Jake 
Pickle  ( D-Tex ).  The  Pickle  amendment 
ends  the  freeze  on  what  Medicare  pays 
for  physician  services.  Every  physician 
who  sees  Medicare  patients  receives  a 
1987  update  in  their  prevailing  charge 
profiles  based  on  the  increase  in  the 
Medicare  Economic  Index.  The  Con- 
gressional Budget  Office  estimates  that 
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Physicians  Computerized  Office 
Management  System 


WE  MAKE 
HOUSE  CALLS 


/MEDS  will  individually  tailor  an  Office  Management 
system  to  fit  your  practice  needs.  Texas  based, 
MEDS  has  been  satisfying  the  data  processing 
needs  of  physicians  across  the  Southwest  for  over 
eight  years.  MEDS  systems  help  simplify  and 
streamline  the  increasingly  complex  problem  of 
managing  your  practice.  Contact  us  so  that  we 
can  show  you  all  the  ways  your  practice  can 
benefit  from  a system  of  your  own 


/MEDS  PROVIDES 


• Electronic  claims  submissions 

• State  of  the  art  hardware 

• Ongoing  on  site  training 

• Patient  scheduling  and  recall 

• Insurance  filing  and  tracking 


Corporate  Office  Dallas 
Ten  Thousand  Central  Suite  1000 
10000  North  Central  Expy,  Dallas,  Texas  75231 
(214)  739-3737 


Medical  Data  Systems,  Inc 
CALL  TOLL  FREE 
1 (800) 272-MEDS 


Austin  Office 
H & K Executive  Suites 
1 04  S Mays  Round  Rock,  Texas  78664 
(512)  388-4642 
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this  will  be  3 2%.  Participating  physicians 
would  receive  an  additional  1 % . 

llie  AMA’s  report  of  the  adoption  of 
the  amendment  noted,  “ ITiis  once  again 
proves  that  broad-based  federation  in- 
volvement on  a legislative  issue  can  truly 
make  a difference.  In  this  case,  ONE 
VOTE  made  a difference.  Had  there  been 
one  less  vote  for  the  Pickle  amendment, 
there  would  have  been  a tie  vote,  and 
the  profe.ssion  WOl  ’l.D  NOT  HAVE 
PREVAILED.” 

Meanwhile,  the  House  Energy  and 
Commerce  C^ommittee  proposed  that 
prevailing  charges  for  ‘‘participating  phy- 
sicians ” be  increased  in  1987  by  the 
Medicare  Economic  Index.  Again,  the 
Congressional  Budget  Office  estimates 
this  increase  will  equal  3 2%.  'iTie  com- 
mittee also  suggests  that  on  assigned 
claims,  the  prevailing  charge  and  actual 
charges  of  ‘‘nonparticipating  physicians” 
be  increased  315%.  On  unassigned 
claims,  the  prevailing  charge  for  a non- 
participating physician  would  be  in- 
creased by  1 % , and  actual  charges  would 
be  increased  by  the  same  amount.  On 
any  procedures  where  the  HHS  Secretary' 
reduces  the  prevailing  charge  through 
application  of  the  “inherently  reason- 
able” criteria,  the  actual  charge  would  be 
limited  to  125%  of  the  prevailing  charge. 

In  a letter  to  Sen  Lloyd  Bentsen 
( D-Tex ),  Texas  Medical  Association  Presi- 
dent Jim  Bob  Brame,  MD,  Eldorado,  em- 
phasized the  unfairness  of  the  freeze. 

“The  medical  profession,  and  our  pa- 
tients, are  being  punished  for  funding 
problems  fostered  by  a Congressional  de- 
cision to  make  the  Medicare  program 


universal  for  all  persons  over  65  without 
regard  to  need,”  he  wrote.  “Billions  of 
dollars  each  year  are  spent  to  pay  for 
health  care  for  persons  who  are  clearly 
able  to  afford  to  pay  for  their  own  care, 
with  the  obvious  and  sometimes  tragic 
consequences  for  those  who  have  less, 
and  yet  need  more  care.” 


NEWSMAKERS 


KEN  REED,  MD,  The  University  of  Texas 
Medical  School  at  Houston,  has  won  the 
1986  John  P.  McGovern  Outstanding 
Teacher  Award  for  the  school.  Dr  Reed, 
an  associate  professor  in  the  department 
of  psychiatry'  and  behavioral  sciences, 
also  won  the  John  11.  Ereeman  Eaculty 
Teaching  Award  in  1984  as  the  Medical 
School’s  Outstanding  Teacher  in  Basic 
Sciences.  He  is  the  first  faculty  member 
to  receive  both  awards. 

KERN  WILDENTHAL,  MD,  PHD,  has  been 
named  president  of  The  University  of 
Texas  Health  Science  Center  at  Dallas.  Dr 
Wildenthal  has  been  dean  of  Southwest- 
ern Medical  School  at  the  health  science 
center  since  1980.  He  is  an  internationally 
reoegnized  researcher  with  a distin- 
guished career  in  cardiac  physiology'. 

CHARITS  C.  SPRAGUE,  MD,  was  named 
president  emeritus  of  Ehe  University  of 
Texas  Health  Science  Center  at  Dallas.  Dr 
Sprague  retired  from  his  adminLstrative 
position  at  the  health  .science  center  at 
the  end  of  August,  and  after  an  interim 


period  will  become  chief  operating  offi- 
cer of  Southwestern  Medical  Eoundation. 
Dr  Sprague  was  the  first  and  only  presi- 
dent of  the  Dallas  Health  Science  Center, 
which  was  established  in  1972  to  contain 
Southwestern  Medical  School,  Southwest- 
ern Graduate  School  of  Biomedical  Sci- 
ences, and  the  School  of  Allied  Health 
Sciences. 

ALBERT  E.  GUNN,  MD,  Houston,  has 
been  elected  chairman  of  the  board  of 
regents  of  the  National  Library  of  Medi- 
cine at  the  National  Institutes  of  Health. 
Dr  Gunn  is  medical  director  of  the  Re- 
habilitation Center  at  The  University  of 
Texas  M.D.  Anderson  Hospital  and  Tumor 
Institute. 

HARI.E\'  SYBERS,  MD,  professor  of  pa- 
thology and  laboratory  medicine  at  The 
University  of  Texas  Medical  School  at 
Houston,  is  the  recipient  of  the  1986 
John  Freeman  Faculty  Teaching  Award. 
Given  annually  by  the  senior  class,  the 
award  signifies  enthusiasm  and  drive  to- 
ward effective  teaching,  personal  interest 
in  students’  problems  and  their  educa- 
tional goals,  and  high  standards  for 
.students. 

CHRISTOPHER  M.G.  BUTTERY,  MD,  di- 
rector of  the  Corpus  Christi-Nueces 
County  Health  Department  since  1980, 
has  resigned  to  become  commissioner  of 
health  in  Virginia.  A past  president  of  the 
A.ssociation  of  Public  Health  Physicians, 

Dr  Buttery  has  been  deeply  involved  in 
computerizing  local  health  statistics  and 
in  maternal  and  child  health. 
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NQTHX:  To  AH  Physicians 


w 

W me  are  developing  a 
blood  screening  test  for 

Malignant  Hyperthermia 


Individuals  who  may  be 
susceptible  to  this  condi- 
tion are  needed  tocomplete 
assay  development. 


Please  Contact: 

Dr.  Dean  S.  Skelley 


r^ClAS 


MCLAS  Technologies  Inc. 

18585  Sigma  Road 
San  Antonio,  TX  78258 
512/491-0757  Outside  Texas:  1-800-527-3196 


Texas  Medicine 


Every  day  more  and  more 
physicians  are  hearir^ 
something  remarkabte 
ftom  some  of  their 
hypertensive  patients... 


SILENCE 


from  the  ones  on  once-daily 

INDERAL  LA 


(PROPRANOIDLHCI) 


with  a side-effect  profile  unsurpassed 
by  atenolol  or  metoprolol. 


As  seen  in  this  double-blind, 
crossover,  placebo-controlled 
study’ 

Which  shows  you  how  truly 
well  tolerated  once-daily 
INDERAL  LA  can  be. 

What  comes  as  no  surprise, 
of  course,  is  that  it  gives  you 
the  antihypertensive 
effectiveness  you’ve  come  to 
expect  from  INDERAL. 


Selected  Side  Effects 


INDERAL  LA  as  well  tolerated  as  atenolol  and  metoprolol  in  a 
double-blind,  crossover,  placebo-controlled  study  of  138  hypertensives' 


Comfortable  control.  Once  a day. 
It’s  the  last  word. 


Hypertensives:  Feeling  well  and 
doing  well,  all  in  one. 

INDERAL  LA 


(PROPRANOLOL  HCI) 


LONG  ACTING 
CAPSULES 


or 

INDERIDE  LA 

(PROPRANOLOL  HQ  [INDERAL  LA]/  SpsutE?"® 

HYDROCHLOROTHIAZIDE) 

As  with  all  fixed-combination  antihypertensives,  INDERIDE  LA 
is  not  Indicated  for  the  initial  treatment  of  hypertension. 


INDERAL  LA,  should  not  be  used  in  the  presence  of  congestive 
heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree,  and  bronchial  asthma. 

Please  turn  page  for  brief  summary  of  prescribing  information. 


Feeling  well  and  doing  well,  all  in  one. 


Qj^Qg_Q^j|^Y  LONG  ACTING  CAPSULES 


INDERAL  LA 

(PROPRANOLOL  HCI) 


80  mg  120  mg  160  mg 


LONG  ACTING  CAPSULES 

INDERIDE  LA 

Each  capsule  contains  propranolol  HCI 
(INDERAL®  LA),  80  mg,  120  mg,  or  160  mg, 
and  hydrochlorothiazide,  50  mg 


80/50  120/50  160/50 


BRIEF  SUMMARY //^0/T/^L//.LPfl£SCR/8/A/G  INFORMATION.  SEE  PACKAGE  CIRCULARS ) 
INDERAL'^  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (Long  Acting  Capsules) 
INDERIDE'^  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL®  LA)  and 
HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 

INDERAL  LA  and  INDERIDE  LA  Capsules  should  not  be  considered  simple  mg-for-mg 
substitutes  for  INDERAL  and  INDERIDE  Tablets  Please  see  package  circulars 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Propranolol  is  contraindicated  in 
1)  cardiogenic  shock.  2)  sinus  bradycardia  and  greater  than  first  degree  block,  3)  bron- 
chial asthma,  4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  is  secondary 
to  a tachyarrhythmia  treatable  with  propranolol 

Hydrochlorothiazide:  Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria 
or  hypersensitivity  to  this  or  other  sulfonamide-derived  drugs. 

WARNINGS 

Propranolol  hydrochloride  (INDERAL®  LA):  CARDIAC  FAILURE:  Sympathetic 
stimulation  may  be  a vital  component  supporting  circulatory  function  in  patients  with  con- 
gestive heart  failure,  and  its  inhibition  by  beta  blockade  may  precipitate  more  severe  fail- 
ure Although  beta  blockers  should  be  avoided  in  overt  congestive  heart  failure,  it 
necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of  failure  who  are 
well  compensated,  and  are  receiving  digitalis  and  diuretics  Beta-adrenergic  blocking 
agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  block- 
ers can,  in  some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of 
heart  failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the 
response  observed  closely,  or  propranolol  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of 
propranolol  therapy.  Therefore,  when  discontinuance  of  propranolol  is  planned  the 
dosage  should  be  gradually  reduced  and  the  patient  carefully  monitored  In  addition, 
when  propranolol  is  prescribed  for  angina  pectoris,  the  patient  should  be  cautioned 
against  interruption  or  cessation  of  therapy  without  the  physician's  advice.  If  pro- 
pranolol therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisa- 
ble to  reinstitute  propranolol  therapy  and  take  other  measures  appropriate  for  the 
management  of  unstable  angina  pectoris.  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at 
risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications 


THYROTOXICOSIS:  Bela  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symp- 
toms of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid 
function  tests. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycar- 
dia requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  Is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability 
of  the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anes- 
thesia and  surgical  procedures 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL,  NOT  RECEIVE 
BETA  BLOCKERS.  INDERAL  should  be  administered  with  caution,  since  it  may  block  bron- 
chodilation  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta 
receptors. 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be 
more  difficult  to  adjust  the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied 
by  a precipitous  elevation  of  blood  pressure. 

Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal  disease 
In  patients  with  renal  disease,  thiazides  may  precipitate  azotemia  In  patients  with 
impaired  renal  function,  cumulative  effects  of  the  drug  may  develop 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  pre- 
cipitate hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentia- 
tion occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  GENERAL:  Propranolol  should  be  used 
with  caution  in  patients  with  impaired  hepatic  or  renal  function  Propranolol  is  not  indicated 
for  the  treatment  of  hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal 
may  lead  to  a return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe 
heart  disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydro- 
genase 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs,  such  as 
reserpine,  should  be  closely  observed  if  propranolol  is  administered  The  added  catechol- 
amine-blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  ner- 
vous activity,  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal 
attacks,  or  orthostatic  hypotension 


CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies 
in  animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies,  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigenic 
effects  at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any 
impairment  of  fertility  that  was  attributable  to  the  drug 
PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic 
in  animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human 
dose  There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Propranolol 
should  be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus 

NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exer- 
cised when  propranolol  is  administered  to  a nursing  mother 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide:  GENERAL  Periodic  determination  of  serum  electrolytes  to 
detect  possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals. 

All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or 
electrolyte  imbalance,  namely:  Hyponatremia,  hypochloremic  alkalosis,  and  hypokale- 
mia Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the 
patient  is  vomiting  excessively  or  receiving  parenteral  fluids  Medication  such  as  digitalis 
may  also  influence  serum  electrolytes.  Warning  signs  irrespective  of  cause  are:  Dryness  of 
mouth,  thirst,  weakness,  lethargy,  drowsiness,  restlessness,  muscle  pains  or  cramps,  | 
muscular  fatigue,  hypotension,  oliguria,  tachycardia,  and  gastrointestinal  disturbances  j 
such  as  nausea  and  vomiting  il 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is 
present,  or  during  concomitant  use  of  corticosteroids  or  ACTH 
Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  fieart  to  the  toxic  effect  of 
digitalis  (eg.  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by 
use  of  potassium  supplements,  such  as  foods  with  a high  potassium  content 
Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment,  ] 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hypona-  I 
tremia  may  occur  in  edematous  patients  in  hot  weather;  appropriate  therapy  is  water  ; 
restriction,  rather  than  administration  of  salt,  except  in  rare  instances  when  the  hyponatre-  . 
mia  IS  life-threatening.  In  actual  salt  depletion,  appropriate  replacement  is  the  therapy  I 
of  choice  I 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving  11 
thiazide  therapy  |I 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged  11 
Diabetes  mellitus  which  has  been  latent  may  become  manifest  during  thiazide  U 
administration  ■ 

If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing  11 
diuretic  therapy  H 

Thiazides  may  decrease  serum  PBI  levels  without  signs  of  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazides  Pathologic  changes  in  the  parathyroid  B 
gland  with  hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients  I 
on  prolonged  thiazide  therapy  The  common  complications  of  hyperparathyroidism,  such 
as  renal  lithiasis.  bone  resorption,  and  peptic  ulceration,  have  not  been  seen  Thiazides 
should  be  discontinued  before  carrying  out  tests  for  parathyroid  function 
DRUG  INTERACTIONS  Thiazide  drugs  may  increase  the  responsiveness  to 
tubocurarine. 

The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy 
patient  Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine.  This  diminu- 
tion IS  not  sufficient  to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 
PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be 
weighed  against  possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal 
jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in 
the  adult 

NURSING  MOTHERS:  Thiazides  appear  in  human  milk.  If  use  of  the  drug  is  deemed 
essential,  the  patient  should  stop  nursing 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Most  adverse  effects  have  been  mild 
and  transient  and  have  rarely  required  the  withdrawal  of  therapy 
Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypo- 
tension, paresthesia  of  hands:  thrombocytopenic  purpura,  arterial  insufficiency  usually  of 
the  Raynaud  type 

Central  Nervous  System  Lightheadedness;  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue:  reversible  mental  depression  progressing  to  catatonia;  vi- 
sual disturbances,  hallucinations,  an  acute  reversible  syndrome  characterized  by  disori- 
entation for  time  and  place,  short-term  memory  loss;  emotional  lability;  slightly  clouded 
sensorium,  and  decreased  performance  on  neuropsychometrics. 

Gastrointestinal  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis;  ischemic  colitis. 

Allergic  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  ach- 
ing and  sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory  Bronchospasm 

Hematologic  Agranulocytosis:  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune.  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes;  male  impo- 
tence; and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (prac- 
tolol)  have  not  been  associated  with  propranolol. 

Hydrochlorothiazide: 

Gastrointestinal  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  consti- 
pation; jaundice  (intrahepatic  cholestatic  jaundice),  pancreatitis;  sialadenitis. 

Central  Nervous  System.  Dizziness,  vertigo;  paresthesias;  headache;  xanthopsia. 
Hematologic  Leukopenia;  agranulocytosis,  thrombocytopenia;  aplastic  anemia 
Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
or  narcotics) 

Hypersensitivity:  Purpura,  photosensitivity,  rash;  urticaria;  necrotizing  angiitis  (vascu- 
litis, cutaneous  vasculitis);  fever;  respiratory  distress,  including  pneumonitis;  anaphylac- 
tic reactions 

Other  Hyperglycemia,  glycosuria;  hyperuricemia;  muscle  spasm;  weakness;  restless- 
ness; transient  blurred  vision 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be 
reduced  or  therapy  withdrawn 

* The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
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The  current  litigation  explosion  means  that  Texas 
physicians  must  cope  in  a volatile  liability  arena. 
Never  before  have  reliable  insurance  services  been  so 
important  nor  selection  of  your  insurance  carrier 

more  meaningful. 

INTEGRITY  . . . the  most  critical  ingredient  in 
choosing  appropriate  protection.  It  means  your  insur^ 
ance  policy  is  hacked  by  a genuine  intent  to  keep  the 

odds  in  your  favor. 

TMLT  has  set  a standard  of  medical  liability  proteC' 
tion.  Our  very  concept  of  insurance  means  integrity. 
Call  us.  The  Texas  Medical  Liability  Trust - 
exclusively  for  Texas  physicians. 
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Physicians  practicing  in 
Texas’  freestanding 
emergency  centers 


The  rapid  growth  of  freestanding  emergency’  cen- 
ters in  the  state  and  the  nation  raises  questions 
about  which  physicians  are  choosing  these  clinics 
as  practice  settings.  This  article  presents  informa- 
tion obtained  through  questionnaires  and  tele- 
phone inten’iews  with  42  physicians  practicing  in 
Texas  freestanding  emergency’  clinics.  Comparison 
of  study  information  with  existing  data  on  state 
and  national  physician  samples  indicates  differ- 
ences in  training  age.  work  schedule,  and  hospital 
privileges  characterizing  the  freestanding  eyner- 
gency  physicians  as  a group  distinct  from  physi- 
cians in  more  traditional  practice  settings. 


Freestanding  emergency  centers,  proprietary’ 
clinics  where  medical  care  is  available  seven 
days  a week  without  appointment  for  paying 
patients,  have  developed  rapidly  both  nationally  and 
locally.  In  the  years  since  1973  when  the  first  free- 
standing emergency'  center  was  opened,  the  num- 
ber of  these  clinics  has  reached  an  estimated  1,300 
nationally  ( 1 ).  The  exact  number  of  freestanding 
emergency  centers  (FECs)  in  Texas  is  difficult  to 
obtain.  In  1983,  the  number  was  estimated  at  63, 
with  Texas  leading  the  nation  in  number  of  FECs 
per  state  ( 2 ).  By  the  end  of  1984  the  estimate  had 
practically  doubled  to  115,  with  Houston  reported 
as  having  a higher  ratio  of  FECs  to  population  than 
any  other  American  city  ( 3 ) 

ITie  development  and  rapid  spread  of  these  new 
entities  in  the  primary’  health  care  delivery’  system 
“have  profound  public  policy  implications  relating 
to  the  quality’,  continuity’,  and  availability  of  medical 
care,  as  well  as  the  general  commercialization  of 
medical  practice”  ( 4 ).  Despite  the  importance  of 
the  EEC  movement,  relatively  few  research  studies 
about  these  facilities  have  appeared  ( 5 ).  ITiree  re- 
cent studies  (6-8)  compare  the  patient  population 
of  Houston  EECs  with  a national  sample  of  patients 
of  primary'  care  physicians  in  private  practices. 

Study  results  indicate  that  significant  differences 
exist  between  the  practice  profile  of  EECs  and  that 
of  physicians  in  more  traditional  settings. 

Fhe  physician  profile  of  emergenc-y  centers  has 
yet  to  be  described.  Questions  about  the  motivation 
and  qualifications  of  physicians  who  own  and/or 
staff  FECs  have  been  raised  ( 7-9 ),  but  no  research 
data  have  yet  been  published  that  would  allow  a 
comparison  of  the  EEC  phy’sician  group  with  physi- 
cians who  practice  in  other  settings.  ITie  study 
reported  here  is  an  initial  attempt  at  such  a com- 
parison. We  gathered  information  from  physicians 
whose  practices  were  either  partially  or  wholly 
based  in  Texas  FECs  and  compared  these  findings 
with  existing  information  on  local  and  national  phy’- 
sician samples  where  available.  The  variables  of 


training,  age,  schedule,  salary’,  hospital  privileges,  I 
and  degree  of  satisfaction  w ith  practice  setting  were 
used  to  determine  the  existence  of  any  distinguish- 
ing features  that  might  characterize  the  EEC  physi- 
cians as  a group.  Identification  of  any  such  features 
should  enable  a more  accurate  assessment  of  the 
current  and  future  impact  of  these  centers  on  physi- 
cian choice  of  practice  setting. 

Methods 

We  developed  a questionnaire  to  gather  information 
on  EEC  physicians  and  their  working  conditions. 

The  questionnaire  was  mailed  to  1 0 1 medical  direc- 
tors of  EECs,  representing  approximately  90%  of 
the  EECs  in  the  state. 

The  mailed  surx'ey  received  only  25  responses.  To 
augment  this  disappointing  rate  of  return,  we  used 
the  same  questionnaire  in  telephone  interviews 
w’ith  an  additional  1 7 EEC  physicians.  Approxi- 
mately 100  phone  calls  were  required  to  obtain 
these  interv'iews  due  to  outdated  telephone  listings,  1 
unavailability’  of  physicians  who  were  occupied 
with  patients,  or  coverage  of  clinics  by  residents  at  | 
the  time  of  the  call.  Geographical  distribution  and 
address  availability'  were  the  two  factors  influencing 
the  choice  of  the  FECs  called.  Each  telephone  inter- 
view was  prefaced  by  questions  to  determine 
whether  the  physician  had  already  returned  a 
mailed  questionnaire  or  whether  the  individual  who  ' 
took  the  call  was  a resident  providing  coverage  for 
the  usual  doctor.  If  either  was  the  case,  the  call  was 
terminated  without  pursuing  an  interview.  Informa- 
tion obtained  throu^i  telephone  interviews  was 
compared  to  data  from  mailed  questionnaires  to  en- 
sure that  the  switch  in  methodology  did  not  bias 
responses. 

Responses  to  the  mailed  questionnaires  and  tele- 
phone interviews  came  from  42  physicians  in  l6 
Texas  cities.  Fhis  sample  represents  37.3%  of  the 
estimated  115  EECs  in  the  state. 

The  information  gathered  from  the  sample  was 
then  compared  with  existing  demographic  and 
socioeconomic  data  on  physicians  practicing  in  the 
United  States  or  in  Texas  only,  when  the  latter 
figures  were  available.  Sources  used  were  Socio- 
economic Characteristics  of  Medical  Practice  1985 
( 10 ) and  information  obtained  from  the  American 
Medical  Association  and  the  Texas  State  Board  of 
Medical  Examiners. 

Results 

TRAINING 

TTie  first  variable  analyzed  was  that  of  training.  The 
ty  pe,  location,  and  length  of  training  of  the  FEC 
phy  sician  sample  was  compared  with  information 
on  all  Texas  physicians.  Of  the  EEC  physicians,  36 
(85.7%  ) were  medical  doctors  and  six  (14.3%  ) 
were  doctors  of  osteopathy.  Comparable  percent- 
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I Comparison  of  physician  characteristics 

All  rcxa.s  Hhy.sicians 

N = 2^,080 

FE'C  I’hysieians 
N - 42 

Medical  degrees  MDs  = 9S  1 % 

lX)s  = 4.9% 

Foreign  medical  graduates  18  9% 

MDs  = 85.7% 
DOS  ^ 14  .5% 
16.7% 

Hospital  privileges  90  S% 

.58.1% 

Mean  work  hours  per  week  60  4 

50  or  less 

j Signitii.imt  at  001  level  using  chi  square  with  Yates'  eorreetion 
; applied  due  to  small  sample  size 


ages  for  state  physicians,  using  27,080  as  the  total 
number  of  physicians  practicing  in  the  state,  were 
95. 1 % medical  doctors  and  4.9%  doctors  of  os- 
teopathy. The  number  of  FEC  physicians  who  were 
i foreign  medical  graduates  was  7,  or  16.7%,  of  the 
: sample.  The  comparable  percentage  for  the  state 
was  slightly  higher.  18.9%  (Fig  1 ).  Twenty-nine 
I (69.0%  ) of  the  FEC  physicians  had  received  their 
I medical  degrees  after  1970,  with  the  range  of 
graduation  years  from  1950  to  1983.  Texas  physi- 
cians  as  a whole  are  somewhat  older  with  4 3. 7% 
having  received  their  medical  degrees  after  1970. 
The  length  of  graduate  medical  education  also  dif- 
fered: Seventeen  (40.5%  ) of  the  FEC  physicians  had 
I less  than  two  years,  6 ( 14.3%  ) had  two  years,  1 3 
(31.0%  ) had  three  years,  and  6 ( 14.3%  ) had  four  or 
more  years.  Comparable  figures  for  physicians  in  the 
! state  or  in  the  nation  were,  regrettably,  not  avail- 
I able.  Almost  half,  18  (42.9%  ),  of  the  FEC  physicians 
1 had  worked  in  other  settings,  either  private  prac- 
I tice  or  hospital  emergency  departments  prior  to 
employment  in  the  freestanding  emergency  clinics. 

I The  reported  specialty  distribution  among  FEC 
j physicians  is  predominantly  in  primary  care  (Eig  2 ). 

. Because  primary  care  physicians  represent  only  a 
small  proportion  of  the  state  medical  community, 

^ the  percentages  of  these  specialties  among  all  Texas 
physicians  are  much  lower.  'Fhe  concentration  of 
I primary  care  specialists  among  FEC  physicians  is 
understandable  given  the  nature  of  the  care  they 
provide. 

I WORKING  CONDITIONS 

Information  obtained  about  the  working  conditions 
I for  physicians  in  EECs  focused  on  the  ownership  of 
the  facilities,  the  salaries,  the  hours,  whether  the 
physicians  had  hospital  privileges,  and  how  satisfied 
I they  were  with  practicing  in  an  FEC.  Well  over  half 
of  the  EECs  ( 29.0%  ) were  owned  by  physicians.  Of 
I these,  1 5 were  owned  by  the  physicians  responding 
, to  the  questionnaires.  Thirty-three  ( 78.6%  ) of 
iFEC  physicians  made  annual  salaries  of  more  than 
1 860,000;  3 (7.1%  ) made  between  $56,000  and 
1 $60,000,  and  5(1 1.9%  ) made  less  than  $50,000. 
jOne  physician  did  not  respond  to  this  question. 
iComparison  figures  for  general  and  family  physi- 
icians  in  the  v.^est  south  central  portion  of  the  coun- 
try, according  to  Socioeconomic  Characteristics  of 
\Medical  Practice  1983  (10),  show  that  the  mean 
annual  net  income  after  expenses  and  before  taxes 
Iwas  $93,200.  Since  the  scale  used  in  our  question- 
|naire  did  not  distinguish  salaries  beyond  $60,000, 
Smore  specific  comparison  using  the  regional  mean 
lis  not  possible. 

i The  same  source  (10)  gives  60.4  hours  per  week 
as  the  average  number  of  hours  spent  in  profes- 
I sional  activities  by  general  and  family  physicians 
. of  the  west  south  central  region.  Close  to  three 


fourths,  70.6% , of  the  EEC  physicians  responding 
indicated  that  they  worked  50  hours  a week  or  less. 
Only  16  ( 38. 1 % ) of  the  FEC  physicians  had  hospital 
privileges.  The  percentage  of  physicians  nationally 
having  privileges,  90.5%,  is  much  higher  (Fig  1 ). 

DEGREE  OF  SATISFACTION 
Concerning  degree  of  satisfaction  with  their  prac- 
tice environment,  20  ( 47.6%  ) of  the  FEC  physicians 
said  they  were  very  satisfied,  14  ( 33. 3%  ) indicated 
that  they  were  satisfied,  7 ( 16.7%  ) were  somewhat 
dissatisfied,  and  one  physician  was  very’  dissatisfied. 
When  asked  about  the  most  attractive  features  of 
practicing  in  FECs,  close  to  half  the  physicians,  19 
(45.2%  ),  mentioned  the  hours.  Other  features  men- 
tioned in  descending  frequency  were:  the  concept 
of  EECs,  26.2% ; the  salary',  23  8%;  the  good  facilities 
and  equipment,  21.4%;  the  lack  of  call  and  hospital 
duties,  19%.  Fhe  most  frequently  mentioned  disad- 
vantage of  practicing  in  an  FEC  was  lack  of  patient 
continuity,  indicated  by  13  (31.0%  ).  Eight  physi- 
cians ( 19%  ) said  there  were  no  disadvantages. 

When  asked  what  advice  they  would  give  to  a 
physician  considering  a position  in  a freestanding 
emergency  clinic,  20  ( 47.6%  ) of  the  FEC  physicians 
said  they  would  offer  encouragement;  14  (33.3%  ) 
said  they  would  advise  caution.  Other  advice  was  to 
obtain  training  in  emergency  medicine  and  family 
practice  and  knowledge  about  the  business  aspects 
of  freestanding  clinics. 


ITie  length  of  time  that  the  FEC  physicians  had 
worked  in  the  freestanding  clinics  was  as  follows: 

13(31  0%  ) had  worked  there  for  less  than  one  year, 
19  (45.2%  ) between  one  and  three  years,  4 (9.5%  ) 

2.  Comparison  of  physicians  by  specialty  distribution 

All  Texas  Physicians 

FEC  Physicians 

N = 27,080  • 

N = 42 

(%  ) 

(%) 

Family  physicians 

8 1 

28  5 

General  practitioners 

7.8 

214 

Emergency  medicine 

14 

19  0 

Internal  medicine 

8 4 

16  6 

Other 

74.3 

14  3t 

'Physicians  engaged  in  direct  patient  care,  not  including  interns 
tSurgery,  "^1%;  anesthesiology.  4.8%;  aerospace  medicine.  2.4%. 

3.  Comparison  of  two  groups  of  FEC  physicians. 

FEC  Physician- 

FEC  Physician- 

owners 

employees 

N=15(%  ) 

N = 27(%  ) 

Salary  ’SS60.000 

0 

29  6 

Satisfied  with  practice 

100  0 

70.3 

Most  frequently  cited 
rea.son  for  practicing 

Autonomy: 

Hours: 

in  FEC; 

53  3 

44.4 

23 
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for  three  to  four  years,  and  6 (14.3%  ) for  more  than 
four  years.  When  asked  how  long  they  anticipated 
working  in  their  present  positions,  6 (14.3%  ) said 
less  than  a year,  1 1 ( 26.2%  ) said  between  one  and  3 
years,  22  (52.4%  ) said  for  the  foreseeable  future, 
and  3 (7. 1%  ) were  uncertain.  Four  (9  5%  ) of  the 
FEC  physicians  had  worked  in  freestanding  clinics 
during  their  residency  training. 

EFFECTS  OF  OWNERSHIP 

Perceptions  of  working  conditions  within  an  PEC 
would  obviously  be  affected  if  the  physician  de- 
scribing those  conditions  is  also  the  owner.  An 
analysis  comparing  the  responses  about  salary',  satis- 
faction, advantages,  and  disadvantages  of  working  in 
FECs  demonstrates  differences  between  the  physi- 
cian owners  and  nonowners  ( Pig  3 ) None  of  the 
physician  owners  were  among  the  eight  respon- 
dents making  less  than  $6 1 ,000,  nor  were  any  own- 
ers among  the  respondents  who  were  less  than 
satisfied  with  practicing  in  an  FEC.  Surprisingly,  two 
owners  were  among  the  1 1 respondents  who  antici- 
pated working  in  their  present  position  for  only  one 
to  three  more  years.  One  of  these  physicians  indi- 
cated that  practicing  in  an  PEC  was  the  quickest 
way  to  get  started  in  a new  city,  suggesting  that 
the  PEC  was  a stepping  stone  to  another  kind  of 
practice. 

Similar  distinctions  were  evident  between  the  re- 
sponses of  owners  and  nonowners  about  other  as- 
pects of  PEC  practice.  Among  the  chief  reasons 
given  for  choosing  to  practice  in  an  PEC,  eight  of 
the  1 5 owners  cited  autonomy,  control,  and  inde- 
pendence. Por  nonowners  the  most  frequently 
named  reason  was  the  hours,  mentioned  by  1 2 of 
27  physicians.  In  naming  advantages  of  PEC  prac- 
tice, owners  most  often  referred  to  the  variety  and 
type  of  patients  and  patient  problems  seen,  cited  by 
nine  owners.  Again  nonowners,  1 3 of  26,  mentioned 
the  hours  most  often  and  aspects  of  patients  and 
their  problems  second.  Concerning  disadvantages, 
seven  owners  said  there  were  none,  as  compared  to 
three  of  the  27  nonowners.  The  lack  of  follow-up 
and  continuity  was  mentioned  by  ten  of  the  non- 
owners,  while  lack  of  control  was  mentioned  by  five. 

In  terms  of  advice  to  physicians  considering  work 
in  an  PEC,  12  of  27  nonowners  recommended  cau- 
tion; only  8 of  27  offered  encouragement.  ITie  own- 
ers, on  the  other  hand,  were  more  likely  to  give 
encouragement,  7 of  the  14  responding  to  that 
question,  but  5 of  the  owners  also  specified  that 
caution  needed  to  be  exercised.  The  preoccupation 
with  caution  for  both  groups  focused  on  the  quality 
of  PEC  management,  the  degree  of  commitment  to 
patient  care,  and  the  possibility  for  exploitation  of 
physician  employees.  Two  nonowners  indicated 
that  management’s  emphasis  in  their  PECs  was  on 
corporate  profits  rather  than  quality  patient  care. 


Discussion 

A discussion  of  study  findings  must  begin  on  a cau- 
tionary note.  Freestanding  emergency  centers  are 
not  identical  one  to  another.  Only  a few  generaliza- 
tions about  them  can  be  made  with  accuracy.  This  is 
even  more  true  of  the  physicians  who  work  in 
them.  Given  the  rapid  development  and  sometimes 
equally  rapid  disappearance  of  individual  freestand- 
ing facilities,  it  may  be  that  many  of  the  physicians 
who  work  in  them  today  may  not  be  working  in 
them  tomorrow.  Moreover,  the  sample  reported 
here  is  a small  one  representing  less  than  40%  of 
the  estimated  number  of  FECs  in  Texas.  All  these 
points  should  be  kept  in  mind  when  interpreting 
the  study  results. 

Despite  these  constraints,  study  results  demon- 
strate that  PEC  physicians  are  clearly  distinguishable 
from  the  majority  of  physicians  practicing  in  more 
traditional  settings.  The  clearest  difference  is  that 
the  proportion  of  osteopaths  among  FEC  physicians 
is  much  larger  than  the  proportion  of  DOs  to  MDs 
in  Texas.  Another  difference  is  suggested  by  the  pro- 
portion of  PEC  doctors  who  have  had  less  than  two 
years  of  graduate  medical  education.  Although  it 
was  common  prior  to  1 970  for  general  and  family 
physicians  to  have  only  one  year  of  graduate  train- 
ing (11),  since  the  1 969  approval  of  the  American 
Board  of  Pamily  Practice  as  a primary  specialty 
board,  the  numbers  of  younger  general  and  family 
physicians  with  only  one  year  of  training  have  de- 
creased. One  would  expect,  then,  that  the  largest 
proportion  of  PEC  physicians  with  less  than  two 
years  of  training  would  be  those  who  had  received 
their  medical  degrees  prior  to  the  early  1970s.  In 
fact,  it  is  the  more  recent  graduate  of  whom  this  is 
more  likely  to  be  true.  Of  the  1 7 FEC  physicians 
having  less  than  two  years  of  training,  1 3 (more  I 
than  three  fourths ) received  their  medical  degrees 
after  1974.  Since  by  that  date,  residencies  of  three  ] 
years  had  become  standard,  the  brevity  of  training 
of  this  group  of  PEC  physicians  distinguishes  them 
from  the  majority  of  physicians  in  their  age  group. 

The  high  concentration  of  primary  care  and 
emergency  medicine  physicians  among  FEC  doctors 
is  understandable  given  the  types  of  patient  prob- 
lems most  frequently  seen  in  FECs  (6—8).  Of  the  six 
PEC  physicians  with  training  in  nonprimary  care 
specialties,  four  of  them  indicated  that  they  were 
planning  to  work  in  PECs  for  a limited  time.  For  the 
other  two,  one  who  listed  his  specialty  as  aerospace  j 
medicine  was  also  board  eligible  in  emergency 
medicine;  and  the  second  who  trained  as  an  anes- 
thesiologist had  practiced  as  a family  physician  in 
Canada  for  1 4 years. 

ITie  brief  tenure  of  the  physicians  working  in  the 
FECs  can  probably  be  explained  by  the  fact  that 
such  clinics  represent  a relatively  new  option  for 
physician  employment.  Of  the  42  PECs,  29  (69.0%  ) j 
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were  owned  by  physicians.  ITiis  figure  is  close  to 
the  72.9%  found  in  a national  FEC  survey  for  physi- 
cian ownership.  Although  our  questionnaire  asked 
only  whether  the  FEC  was  owned  by  a physician,  1 5 
(35.7%  ) of  the  respondents  indicated  that  they 
were  the  owners. 

Issues  surrounding  professional  autonomy  were 
evident  in  many  replies  given  by  the  FEC  physi- 
cians, whether  owners  or  nonowners.  These  issues 
are  perhaps  the  most  pressing  that  face  physicians 
today  (12,13).  That  the  lack  of  professional  auton- 
omy is  felt  keenly  by  some  FEC  physicians  is  made 
quite  clear  by  questionnaire  responses.  One  physi- 
cian, a corporate  employee,  responded  that  the 
I management  of  his  FEC  “seeks  to  disenchant  young 
physicians  by  fostering  a passive-dependent  individ- 
ual wbo  only  is  concerned  with  her/his  paycheck. 

All  those  years  of  training  to  be  somebody’s  ‘boy,’” 
concluded  the  respondent. 

Nevertheless,  34  (81.0%  ) of  the  FEC  physicians 
indicated  that  they  were  either  satisfied  or  very'  sat- 
isfied with  their  FEC  setting.  This  finding  should  be 
interpreted  in  the  light  of  other  studies  on  physician 
; satisfaction.  Prybil  and  Mechanic  have  both  noted 
little  difference  in  overall  satisfaction  of  physicians 
in  different  types  of  settings  ( 14,1 5 ).  Madison  et  al 
(16)  concluded  that  this  stability’  of  physician  satis- 
faction across  settings  can  be  explained  by  two  fac- 
tors. First,  physicians  find  their  way  into  the  form  of 
practice  that  is  best  suited  for  them.  Second,  prac- 
tice settings  may  vary  considerably  on  some  highly 
valued  dimensions  but  offer  significant  compen- 
satory advantages  on  other  dimensions.  Such  a bal- 
ance of  advantages  and  disadvantages  is  evident  in 
the  FEC  physicians  responses,  and  the  limitation  on 
hours  of  work  emerges  as  a highly  prized  feature  in 
this  trade-off. 

The  relatively  small  proportion  of  FEC  physicians 
who  have  hospital  privileges,  38% , is  a reflection  of 
I the  strictly  ambulatory  nature  of  FEC  care.  I,ack  of 
; hospital  responsibilities  and  no  after  hours  call  are 
I two  factors  likely  to  explain  the  lighter  work  load  of 
' the  majority  of  FEC  physicians,  50  hours  or  less  per 
week  compared  with  60.4  hours  per  week  for  a 
i sample  of  regional  physicians.  These  characteristics 
are  two  more  that  clearly  distinguish  FEC  physicians 
as  a group  from  physicians  in  other  practice 
settings. 

, In  summary,  the  FEC  physicians  in  this  study  do 
have  a group  profile  that  differs  from  that  of  state  or 
national  physician  profiles  on  variables  of  training, 
age,  schedule,  and  hospital  privileges.  The  impact  of 
FECs  on  future  practice  patterns  of  physicians  will 
largely  be  determined  by  the  response  of  the  public 
to  these  new  primary  care  sites.  For  the  moment, 
the  response  of  Texas  physicians  to  the  choice  of  an 
FEC  as  a practice  setting  seems  to  be  limited  to  a 
■particular  segment  of  doctors  who  are  less  likely  to 


have  completed  residency  programs  and  who  place 
a high  priority  on  fixed  hours. 
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Adult  hypertrophic 
pyloric  stenosis: 
case  report 


Gctstric  resection  and  Billroth  I anastomosis  with- 
out vagotomy  were  used  successfully  to  treat  a 6'’- 
year-old  white  man  for  adult  hypertrophic  pyloric 
stenosis.  We  summarize  current  concepts  of  etiol- 
ogy and  diagnosis  of  the  disorder  and  briefly  de- 
scribe recommended  treatment  Fewer  than  200 
cases  of  adult  hypertrophic  pyloric  stenosis  have 
been  reported  in  the  English  literature. 


Adult  hypertrophic  pyloric  stenosis  is  a rare 
disorder  occurring  primarily  in  men.  A re- 
view of  the  literature  in  1969  ( 1 ) noted  64 
cases  that  had  been  reported  from  1940  to  1950. 
Since  1950,  only  98  cases  have  been  cited,  and 
fewer  than  200  cases  have  been  cited  in  the  English 
literature  ( 2 ).  This  report  describes  the  diagnosis 
and  treatment  for  adult  hypertrophic  pyloric  ste- 
nosis in  a 6‘'-year-old  man.  We  also  discuss  possible 
causes  of  the  disorder  and  treatments  that  have 
been  used. 

Case  report 

A 67-year-old  white  man  was  admitted  to  the  Olin  E. 
Teague  Veterans’  Center  in  July  1983  with  chief 
complaints  of  nausea,  vomiting,  and  bloating  of  one 
week’s  duration.  He  could  not  retain  food.  His  local 
physician  had  prescribed  Donnatal  with  no  benefit. 
The  patient  had  no  previous  gastrointestinal  symp- 
toms and  specifically  denied  weight  loss,  heartburn, 
and  indigestion.  He  had  tolerated  heavy  labor  with- 
out difficulty. 

For  the  previous  two  years  the  patient  had  been 
eating  small  meals  approximately  six  times  a day.  He 
had  a childhood  history  of  “six-week  colic”  with 
projectile  vomiting  that  cleared  without  surgeiy. 

The  patient’s  oldest  son  had  projectile  vomiting 
at  one  month  of  age  which  also  resolved  sponta- 
neously. 

On  admission  the  patient  was  6 ft  3 in  tall, 
weighed  1 60  lbs,  and  appeared  healthy.  The  ab- 
domen was  not  distended  and  bowel  sounds  were 
normal.  There  was  slight  epigastric  tenderness.  CBC 
and  SMA-15  were  normal;  plain  films  of  the  ab- 
domen were  normal.  Gastric  suction  was  initiated 
to  decrease  gastric  edema  and  to  detect  residual 
stomach  contents.  We  obtained  2,300  cc  of  yellow 
fluid,  which  was  hemoccult  negative.  After  four  days 
of  nasogastric  suction,  an  upper  gastrointestinal 
tract  series  revealed  a pyloro-antral  area  that  did  not 
distend.  An  elongated  channel  of  contrast  material 
was  seen  in  this  area,  but  there  was  no  ulcer.  We 
considered  the  diagnoses  of  adult  hypertrophic 
pyloric  stenosis  or  a tumor  of  the  distal  antrum. 
Gastroscopy  was  then  performed.  Acute  erosiv'e  gas- 
tritis was  noted,  and  biopsies  showed  inflammation 
only.  A pinpoint  opening  at  the  pylorus  would  not 


dilate  and  thus  precluded  entiy  of  the  gastroscope 
into  the  duodenum.  ITie  endoscopist  diagnosed 
adult  hypertrophic  pyloric  stenosis. 

Peripheral  parenteral  nutrition  consisting  of 
amino  acid  and  intralipids  was  instituted  and 
nasogastric  suction  continued  until  the  patient  was 
taken  to  the  operating  room  one  week  later.  At  sur- 
gery, a markedly  thickened  pyloric  muscle  was 
found  and  only  a small,  1 to  2 mm  lumen  was  found 
at  the  pyloric  site  ( Fig  1 ).  The  pathology  report 
later  revealed  marked  hypertrophy  of  the  pyloric 
muscle  which  measured  1 4 mm  thick  ( Fig  2 ).  The 
duodenum  was  normal  distal  to  the  obstruction.  \X  e 
then  performed  a hemigastrectomy  with  Billroth  1 
anastomosis. 

The  patient  had  an  uneventful  postoperative 
course.  He  ate  normal  meals  and  on  discharge  was 
regaining  strength.  Six  months  after  surgeiy  the  pa- 
tient had  normal  strength  and  a weight  of  220  lbs 
with  no  abdominal  discomfort  and  no  gastroin- 
testinal complaints. 

Etiology 

ITie  etiologv’  of  adult  hypertrophic  pyloric  stenosis 
remains  unclear.  The  symptoms  are  more  indicative 
of  an  acquired  condition  than  of  a delayed  mani- 
festation of  congenital  pyloric  stenosis.  Markowitz 
( 3 ) suggests  that  in  infantile  pyloric  stenosis  there 
may  be  a predisposing  stress  ulceration  at  the 
pylorus.  In  the  adult  patient,  however,  inflammation 
of  the  musculature  excludes  the  possibilitv-  of  adult 
hypertrophic  pyloric  stenosis  ( 4 ).  Both  infantile  and 
adult  hypertrophic  pyloric  stenosis  occur  predomi- 
nantly in  males,  suggesting  that  presentation  in  the 
adult  man  may  be  a delayed  onset  of  congenital 
pyloric  stenosis.  Pv  lorospasm,  another  etiologic  pos- 
sibility, is  far  more  common  than  adult  hypertrophic 
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Pyloric  stenosis 


pyloric  stenosis  and  is  not  thought  to  be  an  impor- 
tant factor. 

Neuromuscular  incoordination  and  changes  in 
Auerbach’s  plexus  may  cause  degeneration  of  the 
nerve  network,  a finding  in  infants  with  pyloric 
stenosis.  Vagal  hyperactivity,  which  may  cause  hy- 
pertrophy of  the  muscle,  has  also  been  implicated 
( 5 ).  An  elevated  level  of  gastrin  has  been  suggested 
as  a cause.  Although  animals  with  hyperga,strinemic 
mothers  show  an  increased  incidence  of  pyloric 
stenosis,  there  is  no  correlation  between  elevated 
gastrin  levels  as.sociated  with  adult  humans.  Sug- 
gested classification  of  the  condition  is  given  in 
Fig  3. 


2 Showing  open 
specimen  with  small  2 
mm  pyloric  channel 


Diagnosis 

Patients  with  adult  hypertrophic  pyloric  stenosis 
may  sometimes  have  had  pain  and  vomiting  for 
years  with  occasional  relief  after  vomiting.  Early  sa- 
tiety, epigastric  discomfort  aggravated  by  food  in- 
gestion, nausea,  and  vomiting  are  symptoms  that 
may  be  associated  with  pyloric  stenosis.  Physical 
examination  is  not  revealing. 

Endo.scopically,  Schuster  and  Smith  have  de- 
scribed the  pylorus  as  looking  like  a cervix  (6).  This 
“cervix  sign”  is  constant  and  persists  after  anti- 
cholinergic premedication  and  pressure  by  the  en- 
doscope, a response  unlike  that  of  a temporary 
pylorospasm.  To  differentiate  obstruction  from  ordi- 
nary temporary’  spasm,  atropine  has  been  used  ( 7 ). 

Radiographically,  there  may  be  a smooth  tapering 
of  the  distal  antrum  representing  the  elongated 


pyloric  channel,  often  with  “funneling”  of  the  prox- 
imal end.  Kleitsch  ( 8 ) refers  to  the  “string  sign,”  an 
extremely  thin  line  of  barium,  in  the  canal. 

Treatment 

The  only  recommended  treatment  for  symptomatic 
adult  hypertrophic  pyloric  stenosis  is  surgery.  Many 
types  of  operations  have  been  described  in  the 
literature,  from  pyloromyotomy  to  gastric  resection. 
Without  surgery,  carcinoma  cannot  otherwise  be  ex- 
cluded. Because  of  possible  diverticulum  formation, 
pyloromyotomy  in  the  adult  has  been  criticized. 
Other  critici,sms  of  pyloromyotomy  include  recur- 
rence and  lack  of  biopsy.  Gastroenterostomy  is 
sometimes  performed,  but  this  treatment  has  a 
higher  failure  rate  than  a Billroth  I anastomosis  (5). 
It  has  been  reported  that  success  was  obtained  with 
endoscopic  dilation  alone.  Brahos  and  Mack  suc- 
cessfully treated  a case  of  adult  hypertrophic 
pyloric  stenosis  with  double  pyloroplasty  transect- 
ing the  pylorus  in  two  places  (9). 

Our  patient  was  treated  with  antrectomy  and  Bill- 
roth 1 anastomosis.  Not  only  is  this  treatment  a rela- 
tively simple  operation,  it  affords  good  drainage,  a 
complete  specimen  for  further  evaluation,  and  ex- 
cellent relief  of  .symptoms. 
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,1.  Classification  of  adult  hypertrophic  pyloric  stenosis 

1 Primary  "idiopathic”  muscular  hypertrophy  not  associated  with 
significant  pathologic  lesions;  this  can  be  either  focal,  multi- 
nodular, or  circular 

2 Secondary  muscular  hypertrophy  associated  with  significant 
pathologic  lesions  near  the  pylorus  (either  gastric  or  duodenal) 

3 Congenitally  narrow  pyloric  canal  with  muscular  hypertrophy 
(4). 
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Infection  and 
hypertrophy  of  the 
lingual  tonsil  as  a cause 
of  airway  obstruction 


Tonsillar  tissue  is  one  of  the  most  common  sites  of 
infection.  Antimicrobial  therapy  usually  controls 
the  infection  quickly.  Certain  infectious  processes 
of  the  upper  air  passages  may  cause  obstruction  of 
the  ainvay.  This  is  more  likely  to  occur  if  there  is 
marked  edema  or  hypertrophy  of  the  tissue.  We 
present  a case  report  of  ainvay  obstruction  caused 
by  hypertrophy  and  infection  of  the  lingual  tonsils 
and  briefly  discuss  other  infections  in  this  region 
that  may  also  cause  upper  ainvay  obstruction. 


Infection  of  the  lingual  tonsil  is  usually  similar  to 
faucial  tonsillitis  and  is  therefore  usually  man- 
aged in  the  same  manner.  We  have  treated  a pa- 
tient who  had  lingual  tonsillitis  and  airway  obstruc- 
tion severe  enough  to  require  tracheostomy  and 
later  required  extensive  surgery’  for  removal  of  the 
hyperplastic  lymphoid  tissue. 

Case  report 

A 40-year-old  white  woman  was  seen  in  the  emer- 
gency room  at  Lubbock  General  Hospital  with  a 
complaint  of  sore  throat  of  six  hours’  duration.  Her 
medical  history’  included  a tonsillectomy  at  age  1 1 . 
Examination  showed  acute  pharyngitis.  A throat  cul- 
ture was  obtained,  and  she  received  an  injection  of 
procaine  penicillin.  Over  the  next  36  hours  the 
symptoms  became  more  severe.  She  developed 
hoarseness,  difficulty'  swallowing,  .some  difficulty’  in 
speaking,  and  nausea.  At  that  time  she  was  seen  in 
the  family  practice  center. 

The  patient  weighed  more  than  360  pounds;  her 
temperature  was  39.0°  C ( 101.7°  F)  orally,  puLse  rate 
88,  respirations  28,  and  blood  pressure  1 30/70  mm 
Hg.  She  did  not  appear  to  be  in  any  acute  distre,ss, 
but  swallowing  was  painful.  Her  speech  had  a defi- 
nite nasal  character.  ITie  throat  examination  re- 
vealed enlarged  erythematous  lingual  tonsillar  tissue 
that  touched  the  uvula  and  was  covered  with  pur- 
ulent exudate  ( Fig  1 ).  There  were  tender  anterior 
cervical  nodes.  The  remainder  of  the  examination 
was  normal.  She  was  admitted  to  the  hospital  where 
fluids  and  penicillin  were  given  intravenously.  A 
tracheostomy  tray  was  placed  in  the  patient’s  room 
and  an  otolaryngology  consultation  was  requested. 

l,aboratory  studies  showed  a hemoglobin  level  of 
1 2.9  gm/dL,  hematocrit  of  40. 1 % , and  white  blood 
count  of  20,000  with  35%  segmented  neutrophils, 
54%  bands,  9%  lymphocytes,  2%  monocytes.  ITie 
throat  culture  taken  36  hours  earlier  was  reported 
as  normal  flora.  A lateral  radiograph  of  the  neck 
showed  marked  swelling  of  the  base  of  the  tongue 
with  narrowing  of  the  airway  ( Fig  2 ). 

Soon  after  admission  the  patient  felt  a “pop”  in 
her  throat  and  began  spitting  bloody  sputum  and 
saliva.  We  believed  that  this  was  probably  due  to 


rupture  of  a tonsillar  abscess  or  rupture  of  a lingual 
varicosity’.  She  did  not  show  clinical  ev'idencc  of 
toxicity’  or  airway  obstruction,  but  the  bleeding 
continued.  Over  the  next  half  hour  she  filled  about 
three  emesis  basins  with  blood  and  sputum.  Be- 
cause of  the  continued  bleeding  she  was  taken  to 
surgery’  for  examination  and  more  definitive  treat- 
ment under  general  anesthesia.  If  an  abscess  was 
found  it  could  be  drained,  and  if  a bleeding  varix 
was  present  it  could  be  cauterized. 

During  induction  of  anesthesia  the  patient  devel- 
oped severe  respiratory’  obstruction  of  such  a de- 
gree that  the  anesthesiologist  was  unable  to  maintain 
the  airway  or  intubate  the  patient.  An  immediate 
tracheostomy  was  performed  to  provide  an  airway. 
This  was  extremely  difficult  because  of  the  marked 
obesity'. 

Gnce  the  airway  was  established,  the  phary  nx  and 
lary’nx  were  visualized.  TTiere  was  marked  enlarge- 
ment of  the  lymphoid  tissue  at  the  base  of  the 
tongue  extending  into  the  valleculae  and  over  the 
epiglottis,  causing  almost  complete  airway  obstruc- 
tion. There  was  no  evidence  of  a ruptured  ab.scess, 
but  this  was  difficult  to  evaluate  due  to  increased 
bulk  of  the  tissue.  The  “pop  ” that  the  patient  experi- 
enced was  never  explained.  There  was  no  bleeding 
from  major  vessels  or  lingual  varices,  but  there 
were  multiple  small  bleeding  points  throughout  this 
hypertrophic  and  hyperemic  tissue.  These  areas 
were  cauterized,  and  multiple  small  biopsy  speci- 
mens were  obtained.  The  larynx  appeared  to  be  free 
of  this  lymphoid  tissue. 

Postoperatively  the  patient  did  well.  She  required 
two  units  of  packed  red  blood  cells,  which  stabi- 
lized her  hemoglobin  at  1 1.3  gm/dl.  and  hematocrit 
at  34.5%.  A culture  obtained  at  the  time  of  admis- 
sion to  the  hospital  grew  beta  hemolytic  strep- 
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of  tongue  with 
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tococci.  Her  temperature  returned  to  normal  in  48 
hours.  The  patholog>'  examination  of  the  biopsy 
specimen  showed  lymphoid  hyperplasia  with  inflam- 
mation but  no  neoplastic  changes.  ITie  tracheostomy 
tube  was  removed,  but  because  of  beginning  airway 
obstruction  it  was  replaced  a few  hours  later. 

Because  of  the  location  and  extent  of  the  lingual 
tonsillar  hypertrophy,  a regular  excision  of  this 
tissue  was  not  considered  feasible.  It  was  feared  that 
there  would  be  excessiv  e bleeding  that  would  be 
difficult  or  impossible  to  control.  We  therefore  ar- 
ranged for  the  patient  to  be  transferred  to  a center 
where  laser  surgery'  could  be  carried  out  with  less 
risk  of  hemorrhage. 

leaser  surgery  was  performed  at  Scott  and  White 
Medical  Center  Hospital.  At  that  time  there  was  ex- 
tensive lingual  tonsillar  hypertrophy  involving  the 
base  of  the  tongue,  valleculae,  and  epiglottis.  The 
hyperplastic  tissue,  including  the  epiglottis,  was  ex- 
cised using  laser  technique.  There  was  no  unusual 
bleeding,  and  the  patient’s  postoperative  course  was 
uneventful.  ITie  tracheostomy  tube  was  removed 
without  problems. 

The  patient  has  returned  to  her  work  as  a nurse. 
She  has  no  difficulty'  speaking  or  swallowing,  but 
states  that  she  is  not  able  to  sing  as  she  could  before 
her  illness  and  surgery'. 


Discussion 

The  lingual  tonsil  is  a non-encapsulated  nodular  ir- 
regular mass  of  lymphoid  tissue  at  the  base  of  the 
tongue.  It  extends  from  the  circumvallate  papillae 
to  the  root  of  the  epiglottis  and  forms  a portion  of 
Waldeyer's  ring  ( 1 ).  This  tissue  may  be  involved  in 
disease  conditions  similar  to  those  affecting  the 
palatine  and  phary  ngeal  lymphoid  tissue.  ITiis  in- 
cludes acute  and  chronic  infections,  granulomas, 
and  malignancy  (2). 

Lingual  lymphoid  tissue  may  enlarge,  and  this  is 
common  following  puberty'  ( 3 ) and  may  also  follow 
tonsillectomy  or  repeated  infections.  There  may  be 
no  symptoms  associated  with  this  hypertrophy,  or 
there  may  be  minor  complaints.  These  include  local 
irritation,  a “lump”  or  “catch”  in  the  throat,  cough- 
ing, or  discomfort  on  swallowing.  ITiis  lymphoid 
hypertrophy  can  be  demonstrated  radiographically 
(4)  as  well  as  on  physical  examination. 

Infections  of  the  upper  airway  that  may  cause  air- 
way obstruction  include  Ludw  ig’s  angina,  severe 
acute  tonsillitis,  peritonsillar  abscess,  retro- 
phary  ngeal  abscess,  and  epiglottitis. 

Ludw  ig’s  angina  is  an  infection  of  the  sublingual 
and  submandibular  spaces  which  may  be  caused  by 
Staphylococcus  aureus,  the  viridans  group  of  strep- 
tococci, Pseudomonas  aeruginosa,  Escherichia 
coli.  Hemophilus  influenzae,  Candida  albicans,  or 
anaerobic  bacteria,  particularly  Bacteroides  fragi- 
lis  ( 5 ). 

Acute  tonsillitis  may  be  due  to  viruses,  beta- 
hemolytic  streptococci.  Hemophilus  species.  Strep- 
tococcus pneumoniae,  and  S aureus.  Peritonsillar 
abscess  and  retropharyngeal  abscess  is  caused  by 
the  same  organisms.  An  abscess  of  the  lingual  tonsil 
may  occur,  but  this  is  rare  ( 3 )■ 

In  children,  epiglottitis  is  almost  always  caused  by 
a single  organism.  Hemophilus  influenzae  type  b 
( 6 ).  This  condition  is  more  common  in  childhood, 
but  may  also  occur  in  adults  (7). 

All  of  these  infections  may  cause  airway  obstruc- 
tion, and  ensuring  a patent  airway  is  of  paramount 
importance  in  therapy.  A competent  airway  can  be 
established  using  either  an  endotracheal  or  naso- 
tracheal tube,  or  by  tracheostomy.  General  anes- 
thesia or  neuromuscular  blockade  may  worsen 
the  degree  of  airway  obstruction  by  relaxing  the 
pharyngeal  musculature  ( 5 ).  In  retrospect,  it  might 
have  been  wiser  to  first  determine  the  nature  and 
extent  of  our  patient’s  problem  by  using  a flexible 
laryngoscope  for  examination.  An  elective  trache- 
ostomy under  local  anesthesia  could  then  have  been 
performed  before  inducing  general  anesthesia.  This 
would  have  avoided  the  difficulties  encountered  in 
doing  the  emergency  tracheostomy. 

After  the  infection  and  inflammation  subsided, 
there  was  still  significant  airway  obstruction.  Re- 
moval of  the  hypertrophic  tissue  was  necessary  to 
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provide  definitive  therapy. 

Lingual  tonsillectomy  is  generally  performed  by 
tenaculum  snare  and  suction  bovie.  The  procedure 
usually  works  well  with  minimal  bleeding,  particu- 
larly for  lingual  tonsils  that  protrude  into  the  pal- 
atine tonsillar  fossa.  If  the  lingual  tonsils  extend 
inferiorly,  there  may  be  severe  bleeding  that  can  be 
difficult  to  control  ( 3 ).  Due  to  the  extent  of  the 
hyperplasia  and  the  obesirv'  of  our  patient,  we  be- 
lieved that  this  traditional  method  of  excision  posed 
risk  of  bleeding  that  could  not  be  controlled.  Other 
methods  of  therapy  were  therefore  considered. 

The  carbon  dioxide  laser  has  been  used  to  excise 
large  obstructing  lingual  tonsils.  Hemostasis  is  as- 
sured with  this  technique  ( 8 ).  This  procedure  is  not 
widely  available.  We  were  able  to  refer  our  patient 
to  a center  where  laser  surgery'  was  used  to  suc- 
cessfully remove  the  obstructing  lymphoid  tissue. 

It  was  necessary'  to  excise  the  epiglottis  to  accom- 
plish this. 

Summary 

This  patient  demonstrated  an  unusual  case  of  lingual 
tonsillitis.  She  had  extensive  hypertrophy  of  the  lin- 
gual tonsils  and  developed  a beta  hemolytic  strep- 
tococcal infection  of  this  tissue.  She  may  have  had 
an  abscess  of  the  lingual  tonsil,  although  this  was 
never  visualized.  All  of  these  factors  resulted  in 
upper  airway  obstruction  severe  enough  to  require 
emergency  tracheostomy.  Her  morbid  obesity  made 
this  a difficult  procedure.  Because  of  her  obesity 
and  the  extent  of  the  lymphoid  hyperplasia,  the  tra- 
ditional method  for  lingual  tonsillectomy  was  con- 
sidered too  dangerous.  Laser  surgery  was  used  to 
successfully  remove  the  tissue.  The  patient  made  a 
satisfactory  recovery'. 
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There  is  an  urgent  need  for  a drug  sensitivity  assay 
that  can  predict  for  response  or  lack  of  response  of 
an  individual  patient’s  tumor  to  a particular  anti- 
cancer agent  Such  an  assay  system  would  allow 
the  physician  to  select  the  drug  with  the  most  anti- 
tumor activity  and  to  avoid  the  side  effects  of  in- 
effective anticattcer  agents.  In  recent  years  there 
has  been  a major  effort  to  develop  such  a predic- 
tive drug  sensitivity  assay.  The  most  recent  assay 
system  developed  is  ccdled  the  human  tumor  clon- 
ing system  (HTCS).  This  assay  has  been  successful 
in  predicting  a response  of  the  patient's  tumor  to  a 
particular  anticancer  agent  56%  to  8-4%  of  the 
time  and  can  predict  nonresponse  ~’6%  to  100%  of 
the  time.  This  latter  fact  indicates  that  the  assay 
has  its  greatest  utility  in  preventing  adminis- 
tration of  anticancer  agents  that  will  have  no 
clinical  cwtivity.  In  addition  to  predicting  response 
of  patients’  tumors,  the  assay  is  also  being  used  in 
a national  effort  to  screen  for  new  anticancer 
agents.  Continued  improvements  on  the  current 
HTCS  are  necessar)’  before  it  becomes  part  of  the 
routine  clinical  care  for  the  patient  with  malig- 
nancy’. However,  the  initial  results  ivith  the  assay 
are  promising  enough  to  indicate  that  eventually 
such  an  assay  ivill  be  of  use  to  the  physician  caring 
for  the  patient  with  cancer. 
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One  of  the  most  difficult  problems  facing 

clinical  oncologists  today  is  the  selection  of 
the  most  appropriate  chemotherapy  for  a 
patient’s  malignancy.  The  object  of  the  selection  is 
to  choose  the  anticancer  drug  or  drugs  that  have 
the  greatest  effect  against  the  patient’s  tumor.  One, 
of  course,  wants  to  avoid  using  drug(  s)  that  have 
little  effect  but  have  substantial  side  effects.  Unfor- 
tunately, the  selection  of  agents  for  treatment  of 
cancer  is,  for  the  most  part,  still  empirical.  There  is 
a great  need  for  an  in  vitro  test  to  predict  for  the 
response  or  lack  of  response  of  a patient’s  tumor  to 
a particular  chemotherapeutic  agent.  Such  a test 
would  help  pinpoint  the  most  effective  drug  with 
which  to  treat  the  patient.  In  addition,  patients 
could  be  saved  from  the  side  effects  of  ineffective 
drugs.  Since  the  194()s  there  has  been  an  effort  to 
develop  such  a predictive  test.  However,  none  of 
these  early  predictive  tests  have  been  consistently 
useful  ( 1,2  ).  One  of  the  most  recent  predictive 
tests,  developed  by  Hamburger  and  Salmon  at  the 
University  of  Arizona,  is  called  the  human  tumor 
stem  cell  assay  or  human  tumor  cloning  system 
( HTCS ) ( 3,4 ).  This  new  in  vitro  predictive  test  has 
looked  promising  for  predicting  patient  response  or 
lack  of  response  and  has  renewed  interest  in  predic- 
tive assay  systems.  This  report  reviews  the  evidence 
for  the  usefulness  of  the  human  tumor  cloning 


system  for  prediction  of  patient  response  to  chemo- 
therapy and  discusses  other  functions  (eg,  deter- 
mination of  prognosis)  that  the  assay  might  serve. 

Assay  methods 

In  order  for  a malignancy  to  be  tested  for  drug  sen- 
sitivity, the  tumor  needs  to  be  sampled.  Tumor  for 
culture  and  sensitivity  testing  can  be  obtained  from 
malignant  pleural  or  pericardial  effusions,  ascites, 
bone  marrow-containing  tumor  cells,  or  solid  tumor 
sampling  (primary'  or  metastatic  lesions).  Solid  tu- 
mors or  lymph  nodes  containing  tumor  cells  are 
minced  into  2-  to  5-mm  fragments  and  placed  in 
tissue  culture  medium  under  aseptic  conditions. 
Ihese  solid  tumor  specimens  can  survive  being 
shipped  considerable  distances.  Upon  receipt  at  the 
laboratory,  the  2-  to  5-mm  fragments  are  reduced  to 
suspensions  of  single  tumor  cells  by  mechanical  and 
enzy  matic  methods  (5-7).  Ascitic,  pleural,  pericar- 
dial fluids,  and  bone  marrows  are  obtained  by  stan- 
dard techniques.  ITie  fluid  or  marrow  is  placed  in  a 
sterile  container  containing  10  units  of  preservative- 
free  heparin  per  milliliter  of  malignant  fluid  or  mar- 
row. The  fluids  or  marrow  can  also  be  shipped  con- 
siderable distances  to  the  reference  laboratory. 

Upon  receipt  at  the  laboratory,  the  fluids  are  cen- 
trifuged and  the  tumor  cells  are  isolated  as  single 
cell  suspensions. 

Fig  1 outlines  the  steps  in  the  drug  sensitivity 
testing  of  the  tumor  cells.  Basically,  after  the  single 
cell  suspension  is  prepared,  the  cells  are  exposed  to 
the  drug  or  drugs  being  tested  against  the  tumor. 
After  a 1 -hour  exposure,  the  cells  are  washed  ( to 
simulate  the  disappearance  of  the  drug  from  the 
body ),  and  the  cells  are  plated  in  a top  layer  of  agar 
overlaid  on  a bottom  layer  of  agar  plus  nutrients 
(Fig  1 ).  All  plating  is  done  in  35-mm  Petri  dishes. 

ITie  Petri  dishes  ( control  and  drug-exposed  plates ) 
are  placed  in  a CO^  incubator  at  37°  C for  14  days. 
On  day  14  of  culture,  the  plates  are  removed  and 
the  number  of  colonies  formed  on  drug-treated 
plates  is  compared  to  the  number  of  colonies  formed 
on  control  plates.  (Fig  1 shows  an  example  of  tumor 
colonies  growing  on  the  plates. ) The  results  are  ex- 
pressed as  the  percent  of  colonies  that  survived 
drug  treatment.  Currently,  the  most  common  defini- 
tion of  a response  in  vitro  is  less  than  a 50%  sur- 
vival of  tumor  colony  forming  units  in  drug-treated 
versus  control  plates.  ITiat  means  that  if  a particular 
drug  causes  less  than  50%  of  colonies  to  survive  on 
drug-treated  plates,  that  drug  is  considered  effective 
in  the  culture  system  and  it  should  be  effective  for 
the  patient. 

Predictive  value  of  the  human  tumor  cloning 
assay  for  patient  response 
The  first  major  application  of  the  human  tumor 
cloning  assay  has  been  for  the  prediction  of  re- 
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sponsc  or  lack  of  response  of  an  individual  patient’s 
tumor  to  a particular  anticancer  agent  ( 8,9 ).  ITiese 
initial  clinical  trials  appeared  encouraging  and  were 
the  basis  of  a large  number  of  subsequent  studies 
(10-17).  The  results  of  these  large  clinical  trials 
(with  more  than  50  patients  in  each  study ) are  de- 
tailed in  Fig  2.  Overall,  the  percent  true  positives 
[the  cloning  assay  predicted  a particular  drug  would 
work  against  the  patient’s  tumor  and  the  tumor  did 
respond  with  a partial  (greater  than  50%  decrease 
in  tumor  size)  or  a complete  response  (complete 
disappearance  of  tumor)]  ranged  from  56%  to  84%. 
ITiis  finding  is  really  quite  respectable  considering 
that  the  majority  of  the  patients  had  tumors  that  had 
already  been  refractory  to  first-line  chemotherapy. 

In  these  refractory  patients,  a drug  that  actually 
worked  was  found  56%  to  84%  of  the  time.  ITie 
percent  true  negatives  ( the  cloning  assay  predicted 
a particular  drug  would  not  work  against  the  pa- 
tient’s tumor  and  the  tumor  did  not  respond ) ranged 
from  76%  to  100%.  This  basically  means  that  the 
patients  could  have  been  saved  from  the  side  effects 
of  inactive  hut  toxic  agents  76%  to  100%  of  the  time. 

Although  the  results  outlined  above  indeed  look 
promising,  there  are  still  several  problems  that  pre- 
vent the  human  tumor  cloning  assay  from  becoming 
a routine  procedure  in  the  practice  of  clinical  on- 
cology. First,  not  all  patients’  tumors  form  colonies 
in  the  assay.  This  is  clearly  a major  problem.  As 
noted  in  Fig  3,  depending  on  the  type  of  malig- 
nancy, only  1 1 % to  54%  of  patients’  tumors  form 
enough  colonies  ( more  than  30  colonies  per  plate ) 
for  accurate  drug  sensitivity  testing.  There  is  a tre- 
mendous amount  of  work  ongoing  to  improve  the 
percentage  of  patients’  tumors  that  form  enough 
colonies  for  drug  sensitivity  testing.  These  improve- 
ments include  the  use  of  nutrients  and  growth  fac- 
tors ( 18—22)  as  well  as  different  substrates  for 
tumor  growth  (23)  and  different  vessels  for  grow- 
ing the  tumor  colonies  ( 24 ).  It  is  clear  that  these 
modifications  are  improving  the  percent  of  patients’ 
tumors  that  form  colonies.  However,  more  work  is 
needed  so  all  patients’  tumors  will  be  evaluable  for 
drug  sensitivity  testing. 

Second,  there  is  a lack  of  randomized  trials  to 
indicate  superiority  of  assay  selections  over  a choice 
of  drug(s)  by  the  clinician.  The  most  rigorous  test 
to  determine  whether  or  not  the  HTCS  is  of  use  in 
clinical  oncology  would  be  a trial  in  which  patients 
are  randomized  between  a choice  of  chemotherapy 
by  the  cloning  system  versus  a choice  of  chemo- 
therapy by  an  experienced  clinical  oncologist. 

These  important  randomized  trials  are  ongoing  at 
this  time  (25,26).  Once  again,  the  results  of  these 
ongoing  randomized  trials  are  necessary  before  the 
cloning  assay  can  be  utilized  in  the  routine  practice 
of  oncology. 


Other  applications  of  the  human  tumor 
cloning  assay 

PREDICTION  OF  PA  FIEN  F RESPONSE 
Clinicians  utilizing  the  HTCS  have  observed  that 
the  more  colonies  that  form  in  the  Petri  dish,  the 
shorter  the  survival  time  for  the  patient.  Although 
there  have  been  no  prospective  trials  of  this  obser- 
vation, in  retrospective  analyses  it  has  been  shown 
for  patients  with  ovarian  cancer,  breast  cancer,  head 
and  neck  cancer,  lung  cancer,  and  neuroblastoma, 
that  the  higher  the  number  of  colonies  formed  from 
a tumor,  the  shorter  the  survival  ( 5,27-30 ).  As  an 
example  of  these  findings,  the  median  survival  for 
patients  with  non-small  cell  lung  cancer,  whose  tu- 
mors formed  more  than  35  colonies  in  the  culture 
plate,  was  14  months,  while  the  survival  for  patients 
whose  tumors  formed  less  than  35  colonies  in  the 
culture  plate  was  27  months  ( 30).  These  data  indi-  , ^ , 

cate  that  colony  formation  in  the  human  tumor  culture  of  human 

tumors  in  the  human 
tumor  cloning  system. 
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cloning  system  may  indeed  be  a prognostic  factor 
for  patient  survival. 

SCREENING  FOR  NEW  ANTICANCER  AGENTS 
It  is  clear  that  new  drugs  are  needed  for  the  treat- 
ment of  patients  with  cancer.  To  date,  the  systems 
utilized  to  screen  for  or  to  detect  the  currently 
available  anticancer  agents  have  largely  been  animal 
leukemia  systems.  It  is  no  coincidence  that  most  of 
the  drugs  currently  available  for  treating  patients 
are  active  against  leukemias  and  lymphomas  in  man 
but  are  largely  inactive  against  the  most  common 
solid  tumors. 

In  an  attempt  to  determine  if  the  HTCS  could  be 
utilized  to  screen  for  new  anticancer  agents  with 
activity  against  human  tumors,  the  National  Cancer 
Institute  instituted  a major  program  to  perform  a 
prospective  study  with  the  system  (31).  This  pro- 
spective, well-controlled,  blinded  study  was  re- 
cently completed  and  showed  that:  (a)  the  HTCS 
detected  standard  anticancer  agents  ( such  as  Adria- 
mycin ) and  clearly  rejected  inactive  agents  ( such  as 
sodium  chloride);  and  (b)  the  HTCS  detected  14 
new  compounds  with  good  activity  against  human 
tumors  growing  in  vitro  but  no  activity  against  the 
usual  animal  tumors,  lliese  14  compounds  are  now 
being  further  developed  and  will  be  prospectively 
brought  into  clinical  trials  to  determine  whether 
they  do  indeed  have  good  clinical  activity  against 
the  common  solid  tumors  in  patients. 

Conclusion 

The  human  tumor  cloning  system  represents  an  in 
vitro  system  that  can  predict  response  or  lack  of 
response  of  an  individual  patient’s  tumor  to  a spe- 
cific anticancer  agent.  Unfortunately,  there  are  a 


number  of  problems  that  need  to  be  addressed  be- 
fore the  system  can  be  utilized  in  the  general  care 
of  the  patient  with  cancer.  These  problems  include 
the  inability  to  grow  all  patients’  tumors  and  the 
lack  of  the  properly  controlled  randomized  clinical 
trials  to  definitively  prove  the  assay  is  more  useful 
for  selecting  the  appropriate  chemotherapy  than  is  a 


J.  Percentage  of  tumors  with  adequate  growth  (at  least  30  colo- 
nies per  Petri  dish)  in  vitro. 


Tumor  Type 

# With  Adequate  Growth/Total  Attempted 

% 

Adrenal  gland 

4/20 

20 

Bladder 

S8/1^3 

.34 

Brain 

73/198 

37 

Breast 

786/2620 

.30 

Carcinoid 

2/12 

I"' 

Cervix 

9/30 

18 

Endometrial 

42/100 

42 

Gallbladder 

7/33 

20 

Head  and  neck 

68/380 

18 

Kidney 

1 40/378 

3^ 

Leukemia,  acute 

8/39 

14 

Liver 

21/'’7 

27 

Lung 

Non-small  cell 

267/833 

32 

Small  cell 

69/288 

24 

Lymphoma 

Hodgkins 

15/1.39 

1 1 

Non-Hodgkins 

38/329 

1 1 

Melanoma 

127/ ,364 

33 

Myeloma 

11/98 

1 1 

Neuroblastoma 

64/220 

29 

Ovary 

626/1.392 

43 

Pancreas 

6"’/l'’6 

,38 

Mesothelioma 

43/80 

54 

Prostate 

34/206 

26 

Sarcoma 

82/336 

23 

Stomach 

.36/192 

19 

Testis 

40/143 

28 

Thyroid 

1 1/39 

19 

Unknown  primary 

104/371 

28 

2.  Clinical  trials 
conducted  to 
determine  the 
usefulness  of  the 
cloning  assay  for 
predicting  patient 
response  to 
chemotherapy  (true 
positives)  and  lack  of 
response  to 
chemotherapy  (true 
negatives).  Names 
under  the  bars 
represent  the  series 
from  which  the  data 
were  derived 


Percent  True  Positives 


Percent  True  Negatives 
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clinical  oncologist  making  the  selection.  Both  of 
these  problems  are  being  addressed  in  ongoing 
studies.  When  these  studies  are  completed,  the  role 
of  the  human  tumor  cloning  system  in  the  care  of 
the  patient  with  cancer  should  be  clearly  defined. 
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Weritage  Series  “Babe”  Didrikson 

SUSAN  E.  CAM^FF,  PHI)  Zaharias:  her  personal 

and  public  battle 
with  cancer 


"Babe”  Didrikson  Zaharias,  perhaps  the  most 
multitalented  athlete  of  all  times,  was  equally  dis- 
tinguished as  a medical  humanitarian.  Her  own 
recurring  cancer  served  as  impetus  for  her  to  edu 
cate  the  nation  about  the  disease.  She  also  devoted 
herself  to  fundraising  efforts  and  serving  as  an 
inspirational  self-help  model  The  interplay  be- 
tween her  athletic  career  and  the  life -strategies  it 
afforded  her  and  her  personal  and  public  struggle 
with  cancer,  add  new  significance  to  our 
understanding. 

All  my  life  I’ve  been  competing — and  competing 
to  win.  1 came  to  realize  that  in  its  way,  this  can- 
cer was  the  toughest  competition  I’d  faced  yet. 

1 made  up  my  mind  that  1 was  going  to  lick  it  all 
the  way.  1 not  only  wasn’t  going  to  let  it  put  me 
on  the  shelf.  1 was  determined  to  come  back  and 
win  golf  championships  just  the  same  as  before 
(!)• 


Written  by  “Babe”  Didrikson  Zaharias  in 
her  1955  autobiography,  This  Life  Tve 
Led,  this  passage  reveals  the  determina- 
tion and  unswerving  competitive  nature  of  the 
woman  the  Associated  Press  named  the  “greatest 
female  athlete  of  the  half  century”  in  1950. 

Mildred  Ella  Didrikson,  the  multi-talented  “Texas 
Tomboy,”  was  internationally  renowned  for  her  feats 
in  the  athletic  arena.  Her  victories  and  near-legend- 
ary  feats  included:  taking  two  gold  medals  and  a 
silver  at  the  1932  Los  Angeles  Olympics;  scoring 
over  100  points  in  a basketball  game;  driving  a golf 
ball  327  yards;  winning  82  golf  tournaments  be- 
tween 1935  and  1953;  and  becoming  the  Ladies’ 
Professional  Golf  Association’s  ( LPGA ) leading 
money-winner  for  four  consecutive  years — 
1948-1951  (2). 

Exceptional  not  only  for  the  records  she  set  and 
her  short  stint  as  a harmonica-playing  stage  enter- 
tainer, Didrikson  captured  the  American  imagination 
with  her  Texas-sized  bragging,  predictions  of  her 
performances,  quick  quips  to  the  press,  and  down- 
home  frankness. 

Didrikson  was  to  utilize  all  of  her  bravado  to  con- 
front and  manage  the  most  stressful  and  monu- 
mental challenge  of  her  life;  her  recurring  bouts 
with  cancer,  first  of  the  colon,  then  of  the  pelvic  area. 

A colostomy  was  performed  at  the  Hotel  Dieu  in 
Beaumont  on  April  17,  1953;  Dr  Robert  Moore  of 
The  University  of  Texas  Medical  Branch  at  Cial- 
veston  was  the  surgeon  and  W.  E.  Tatum,  her  family 
physician  in  Beaumont,  assisted  ( 3 ).  After  more 
than  four  hours  of  surgery.  Dr  Moore  conferred  with 
Betty  Dodd,  Babe’s  closest  friend,  and  George 
Zaharias,  her  husband.  He  told  them  that  more  can 


cer  had  been  found  in  Babe’s  lymph  nodes  It  ap- 
pears that  Betty  and  George  followed  Moore’s 
advice  and  concealed  from  Babe  that  some  cancer 
still  remained  despite  the  surgery.  This  concealment 
may  account  in  large  part  for  the  series  of  events 
that  followed. 

Believing  her  cancer  cured,  Babe  scoffed  at 
Tatum’s  suggestion  that  she  might  never  be  able  to 
play  golf  again.  The  press  bolstered  the  David  vs 
Goliath,  Babe  vs  Cancer  metaphor  that  so  informed 
her  three-year  struggle  with  the  disease.  Babe's  can- 
cer became  the  “hole  she  couldn't  birdie,  ” the 
“hurdle  she  could  leap,  ” the  ‘roughest  contest  of 
her  life,”  the  “course  she  must  run,  ” and,  in  her  own 
words,  the  “biggest  competitive  round  of  my  life.” 

Four  months  after  the  colostomy,  a 1953  Time 
article,  “The  Babe  Is  Back,  ” contained  a photograph 
of  Babe  swinging  a golf  club.  The  caption  stated: 
“Golfer  Zaharias:  I'he  muscle  is  spiritual”  ( 4 ).  Be- 
cause she  viewed  her  recovery'  as  a contest.  Babe 
was  able  to  utilize  media  support  as  she  had  as  a 
competitor — to  further  her  own  ends.  By  relying  on 
the  athletic  model  that  stressed  endurance,  striving 
for  “personal  bests,  ” and  public  approval,  she  know- 
ingly surrounded  herself  with  familiar  and  suc- 
ce.ssful  life  strategies. 

A strategy'  that  became  increasingly  vital  for 
Babe’s  well-being  was  her  activism  on  behalf  of 
cancer  education  and  fund  raising,  which  began  on 
her  40th  birthday  with  the  inauguration  of  Babe 
Didrikson  Zaharias  Week,  June  22  — 28,  1953.  Nearly 
two  thousand  goff  courses  cooperated  in  “Zaharias 
Week  ” with  all  proceeds  going  to  the  Damon  Runyon 
G.ancer  Foundation  ( 5 ). 

Returning  to  the  links  a mere  1 4 weeks  after  her 
surgery.  Babe  finished  third  in  the  Tam  O’Shanter 
tournament  ( 6 ).  The  next  week  she  finished  third  in 
the  World  Golf  Championship  (7).  In  May  1954 
Babe  won  five  tournaments  including  the  US 
Women’s  Open  Goff  championship,  held  in  Salem, 
Mass  ( 8 ).  As  the  press  recalls  the  moment  of  her 
victory,  a crowd  of  6,000  watched  her  finish  1 2 
strokes  ahead  of  her  nearest  rival.  Following  her  last 
putt  and  a roar  from  the  crowd.  Babe  was  immersed 
in  a flood  of  hugs  and  kisses  from  George,  Betty,  and 
rival  golfers.  Babe  phoned  her  doctors  from  the 
course,  and  when  she  thanked  Dr  Robert  Moore  for 
all  he’d  done,  Moore  replied,  ‘Tou  did  it  yourself. 
Babe.  ...  It  was  your  faith.  Babe  . . that  and  your 
courage”  (9).  Her  conversation  with  Tatum  was 
similarly  warm  and  loving.  Babe  had  developed 
close  and  meaningful  relationships  with  her  physi 
cians  and  their  families,  so  that  sharing  her  victory 
with  them  was  a natural  extension  of  the  bond  that 
had  developed. 

Despite  her  athletic  accomplishments  in  1954, 
physical  developments  boded  ill  for  Didrikson.  On  a 
fishing  trip  in  the  spring  of  1955,  Babe,  determined 
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to  dislodge  her  vehicle  stuck  in  the  sand,  shoveled 
vigorously.  She  was  awakened  that  night  by  a ter- 
rible back  pain,  attributed  it  to  the  shoveling,  and 
sought  immediate  medical  help  through  painkillers. 
Retrospectively,  Betty  surmised:  “Now  that  1 look 
back,  this  was  the  beginning  of  the  end.  The  cancer 
had  returned  but  it  took  months  to  find  it”  (10). 

Babe’s  tumor  record  from  John  Sealy  Hospital  at 
UTMB,  where  she  moved  after  tests  in  Beaumont 
brought  neither  answers  nor  relief,  revealed  little  as 
to  the  cause  of  her  pain.  A June  17,  1955,  medical 
chart  entry  states:  “Pt  was  doing  well  until  October 
1954  when  severe  pain  in  rt.  buttock,  leg  and  calf 
began  following  an  apparent  injury  described  as  try- 
ing to  move  an  automobile  which  was  stuck,  and 
after  stamping  a golf  ball  into  the  ground  with  her 
rt.  foot.  Pain  has  been  intermittent  since  then  be- 
coming more  severe  and  more  continuous”  (11). 

On  June  22,  1955,  Babe  was  operated  on  by  Dr 
Snodgrass  at  John  Sealy  for  the  removal  of  a herni- 
ated disk  in  her  back  (11),  then  thought  to  be  the 
cause  of  her  pain. 

Two  months  later  on  Aug  5,  1955,  Babe  was  told 
she  had  “a  small  cancer  lesion”  in  the  pelvic  area 
(12).  Warning  signs  for  this,  via  vaginal  bleeding 
that  had  occurred  for  at  least  three  months  before 
the  second  diagnosis  of  cancer,  had  not  been  noted 
in  her  medical  chart  until  Aug  4,  1955,  when  talks 
between  Babe,  her  physician  in  Beaumont,  and 
UTMB  physicians  revealed  and,  consequently,  re- 
corded this  (11,  Chart  Entry,  8/4/55).  Whether  Babe 
concealed  this  bleeding,  thinking  it  irrelevant,  is  left 
to  conjecture.  On  the  day  the  cancerous  lesion  was 
found,  an  innovative  x-ray  treatment,  designed  to 
alleviate  her  recurring  pain,  commenced  (12). 

George  Zaharias,  himself  skillful  at  manipulating 
reporters  from  his  professional  wrestling  days  as 
“ITie  Crying  Greek  from  Cripple  Creek,”  met  the 
press  on  this  day  and  told  them  the  Babe  "...  took 
the  bad  news  like  the  mighty  champion  she  had 
always  been  . . .”  ( 13).  (In  an  eerie  twist  of  literary 
premonition,  it  is  on  Aug  5,  the  day  the  x-ray  treat- 
ments began,  that  Babe’s  autobiography  ends. ) 
Throughout  the  ordeal,  however.  Babe  was  dog- 
gedly optimistic.  This  can  be  explained  in  part  by 
her  desire  to  keep  the  LPGA  going  strong.  More 
importantly,  her  attitude  reflected  her  commitment 
to  serve  as  a role  model  and  inspiration  for  other 
cancer  patients. 

Only  15  or  16  days  after  her  colostomy  two  years 
earlier.  Babe  had  posed  in  bed  for  a press  confer- 
ence. Recalling  how  she  had  set  her  hair  in  prepara- 
tion for  the  cameras,  she  said,  “1  knew  that  it  would 
encourage  other  cancer  patients  if  they  saw  me  get 
well.  1 wanted  the  public  to  know  I was  alright”  ( 1 , 
p 2 1 4 ).  At  that  time,  another  patient  in  the  Hotel 
Dieu  had  refused  a colostomy.  At  Babe’s  urging,  this 
patient  permitted  the  operation  to  be  performed  ( 1, 
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p 214).  In  short,  Babe  had  a profound  impact  on 
other  cancer  patients  as  a self-appointed  pioneer  in 
patient  self-help,  and  as  one  who  “went  public”  with 
the  disease — in  an  era  when  this  was  rarely  done. 

Her  influence  on  cancer  education  and  fund  rais- 
ing was  similarly  immense.  From  her  hospital  bed  in 
John  Sealy  Hospital  in  Galveston,  on  Sept  12,  1955, 
Babe  and  George  announced  The  Babe  Didrikson 
Zaharias  Fund,  Incorporated  ( 1 4 ).  As  one  Associ- 
ated Press  release  characterized  the  scene,  “A  bit 
weak  from  her  long  hospital  stay  . . Babe  was  smil- 
ing big  as  she  announced  the  establishment  of  the 
. . . fund  from  a sun  porch  at  the  hospital”  (15). 

Babe  described  the  fund’s  goals  as  "...  a nation- 
wide fund  to  help  the  needy  people  who  are  not 
able  to  pay  to  find  out  if  they  have  cancer”  ( 1 6 ). 

The  nonprofit  fund’s  first  project  was  the  establish- 
ment of  a tumor  clinic  at  UTMB  (16). 

Babe  left  the  hospital  two  days  later.  Throughout 
the  remainder  of  1955  she  resided  in  Tampa  with 
George  and  Betty.  Although  at  times  she  felt  well 
enough  to  play  golf,  her  physique  was  noticeably 
deteriorating,  and  she  could  be  unexpectedly  over- 
whelmed with  pain.  The  pain  centered  in  her  left 
foot  as  “the  cancer  had  affected  the  sciatic  nerve 
that  ran  down  her  leg”  (17). 

Babe,  unable  to  bear  the  pain  in  her  foot  and  leg, 
returned  to  John  Sealy  Hospital  in  Galveston  in  De- 
cember of  1955  where  she  stayed  until  the  end  of 
Januar\"  1956.  After  a short  stay  at  home.  Babe  re- 
turned to  UTMB  in  March  of  1956,  where  she  re- 
mained until  her  death  (17,  pp  215-217).  Babe 
Didrikson  Zaharias  died  at  John  Sealy  Hospital  on 
Sept  27,  1956.  at  age  45. 

ITiroughout  1955  and  1956  Babe  and  George 
continued  their  efforts  on  behalf  of  the  Babe 
Zaharias  Open,  an  annual  Beaumont  event  origi- 
nated in  1953  (18),  and  the  Zaharias  Cancer  Fund. 

At  an  LPGA  tournament  in  June  of  1956,  in  honor  of 
Babe’s  43rd  birthday,  Betty  raised  about  S5,000  for 
the  Zaharias  Cancer  Fund  ( 1 7,  p 2 17 ).  Less  than  a 
month  later.  Babe  underwent  a chordotomy — “a 
surgical  division  of  the  nerve  tract  of  the  spinal 
cord” — to  relieve  her  pain  (19). 

Hovered  over  by  the  press  in  her  bouts  with  can- 
cer, Babe  and  her  personal  struggle  took  on  Olym- 
pian proportions  in  the  public  perception.  Article 
titles  alone  give  ample  evidence  of  the  vital  role  she 
had  come  to  play  as  a symbolic  survivor  of  cancer; 
“The  Girl  Who  Lived  Again,”  Reader’s  Digest  {Oct 
1954);  “Cheerful  Babe  Continues  Stubborn  Battle 
Against  Cancer  as  42nd  Birthday  Nears”  (AP  June 
1956);  “Babe  Loses  Strength,  Weight  But  Continues 
To  Put  Up  Fight”  (AP  August  1956);  “Babe’s  Grit 
i Praised  by  Physicians,”  United  Press  ( 1956);  “Physi- 
cians Report  Babe  Doing  Well,”  Associated  Press 
( 1956);  and  “Tributes  from  World  Over  Pour  Down 
on  Babe  at  Birthday  Party,”  Associated  Press  ( 1956) 
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(20).  The  press’  coverage  of  Babe’s  decline,  cloaked 
as  it  was  in  sports  metaphor,  was  palatable  to  an 
American  public  all  too  prone  to  deny — and  back 
away  from — the  ugly  realities  of  the  disease. 

As  for  Babe,  she  chose  to  share  her  struggle  in 
sports  metaphor;  she  was  never  quite  at  ease  or 
totally  self-revealing  in  publicly  discussing  her  pain 
or  her  dying.  Throughout  her  ailments,  Babe  re- 
frained from  emotionalism.  Even  without  employing 
sentimentality  she  knew  how  to  mobilize  the  pub- 
lic. She  understood  the  love  of  fans  for  an  athlete 
and  she  used  that  love  to  involve  her  fans  in  her 
cancer  fight.  The  American  public  became  the  audi- 
ence for  her  struggle  through  carefully  orchestrated 
press  conferences  from  her  bedside.  This  was  done 
at  some  personal  sacrifice.  At  times  the  press’  cover- 
age seemed  invasive  and  almost  circus-like,  particu- 
larly upon  her  death  (8,  p 7).  Yet,  through  this 
mutually  caring  and  yet  somewhat  exploitative  rela- 
tionship between  Babe  and  the  press,  her  cancer 
became  mentionable  and  tolerable  to  the  American 
people.  Her  personality,  coupled  with  the  media’s 
packaging  of  her  illness,  coalesced  to  make  her  sym- 
bolic, to  many,  as  the  one  who  could  lick  what  one 
reporter  called  “The  Black  Beast”  of  cancer  (21). 

Babe’s  legacy  as  a sports  figure — she  was  selected 
Woman  Athlete  of  the  Year  by  the  Associated  Press 
six  times,  a feat  equaled  by  no  other  person  (2) — is 
matched  by  her  legacy  as  a medical  humanitarian; 
the  Zaharias  golf  tournaments  and  the  Zaharias  Can- 
cer Fund  distinguish  her  as  one  who  was  committed 
to  both  the  furtherance  of  women’s  professional  golf 
and  cancer  education.  Babe  realized  that  her  medi- 
cal treatment  would  attract  national  attention.  Her 
goal  throughout  in  “going  public”  with  her  ailment 
was  to  minimize  the  fear,  uncertainty,  and  sense 
of  isolation  experienced  by  others  in  a similar 
condition. 

Her  efforts  on  behalf  of  cancer  education  were 
successful  and  greatly  appreciated,  evidenced  in  the 
award  she  received  from  the  American  Cancer  So- 
ciety in  1954  (22).  She  also  received  the  award  of 
the  Public  Health  Cancer  Association  of  America 
“for  contributing  the  nation’s  most  outstanding  ser- 
vice in  cancer  education  and  control”  (23).  Further, 
she  garnered  the  esteem  and  gratitude  of  the  John 
Sealy  Hospital  staff,  as  symbolized  in  the  plaque 
which  still  resides  in  the  corridor  of  the  radiother- 
apy department  commemorating  her  efforts  which 
culminated  in  the  purchase  of  a then  “top-of-the- 
line”  radioactive  cobalt  machine  for  UTMB.  And  fi- 
nally, a resolution  was  passed  in  the  Texas  House  of 
Representatives  on  Jan  22,  1957,  paying  tribute  to 
“the  memory  of  this  gallant  Texas  lady  . . . for  her 
athletic  career”  and  “her  dramatic  fight  against  can- 
cer . . .”  (23). 

Medically,  Babe’s  management  reveals  the  earlier 
tendency  among  cancer  specialists  and  family  mem- 


bers to  refrain  from  truth-telling  with  cancer  pa- 
tients ( 24 ).  So  a profound  irony  exists  in  that  when 
Babe  initially  “went  public”  with  her  cancer,  she  did 
so  believing  herself  cured,  when  in  fact  she  was 
unknowingly  harboring  the  disease.  This  conceal- 
ment was  typical  of  the  time,  and  one  can’t  help 
but  wonder  whether  her  struggle  might  have  been 
easier  had  she  known  the  truth  after  the  initial 
surgery.  . 

When  all  of  Babe’s  and  the  press’  hyperboles  were 
said  and  done.  Babe’s  legacy  to  the  American  public 
on  the  cancer  issue  was  a mixed  one.  She  surely 
provided  a much  needed  consciousness  and  fund- 
raising role  to  a nation  that  shared  her  struggle 
against  cancer.  She  posed  at  the  same  time,  how- 
ever, as  one  ready,  and  perhaps  even  able,  to  emerge 
victorious  over  any  foe,  including  cancer.  This  very 
bravado,  that  sheltered  her  adoring  public  from  her 
true  lack  of  information,  uncertainties,  and  dis- 
tresses, was  a misleading  posture,  although  not,  ini- 
tially, one  of  Babe’s  own  construction.  It  obscured 
the  precise  sentiments  and  isolationism  that  so  char- 
acterized her  own  travail  and  the  experiences  of 
other  cancer  patients.  Ironically,  both  the  lack  of 
truth-telling  and  the  employment  of  sport  metaphor 
both  aided  and  hindered  Babe’s  capacity  to  cope 
with  her  death.  As  a result,  rather  than  offering  to 
other  cancer  patients  a realistic  model  that  stressed 
genuine  communicativeness,  introspection,  and 
resolution.  Babe’s  bravado  proffered  instead  a con- 
queror’s independent  stoicism.  For  other  cancer  pa- 
tients and  their  supportive  kin  this  suggested  an 
unrealistic  model  that  demanded  of  them  denial, 
courage,  good  humor,  and  distorted  hope — a tempt- 
ing and  disturbing  model  for  an  American  public 
which  all  too  eagerly  denies  and  avoids  the  frighten- 
ing and  bewildering  “black  beast  of  cancer”  and  its 
patients. 
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I through  6/22/55.  From  typed  records.  Also  available  on 
' microfilm  at  Moody  Medical  Library,  Cialveston. 

1 2.  Babe  Zaharias  Gets  Treatment  for  New  Cancer.  As- 
|sociated  Press,  Aug  5,  1955,  in  Babe  Didrikson  Zaharias 

I papers  at  John  Gray  Library,  Beaumont,  Tex;  and  Babe 
! Rests  in  2nd  Bout  With  Cancer,  Associated  Press,  Aug  7, 

I 1955,  in  Babe  Didrikson  Zaharias  papers  at  John  Gray  Li- 
brary, Beaumont,  Tex. 

! 1 3.  Babe  Zaharias  Gets  Treatment  for  New  Cancer.  As- 

isociated  Press,  Aug  5,  1955. 

14.  Zaharias  Cancer  Fund  Story  (Sports  Guide,  mimeo- 
graphed guide  distributed  to  sports  writers ),  Babe 
Didrikson  Zaharias  papers  at  John  Gray  Library;  and  Fund 
for  Detection  of  Cancer  Established  by  Babe  Zaharias. 
Beaumont  Enterprise,  Sept  12,  1955,  p 1 1. 

15.  Fund  for  Detection  of  Cancer  Established  by  Babe 
Zaharias.  Beaumont  Enterprise,  Sept  12,  1955,  p 1 1. 

16.  Zaharias  Cancer  Fund  Story  (Sports  Guide,  mim- 
eographed guide  distributed  to  sports  writers ),  p 1 of  2. 

17.  Johnson  WO,  Williamson  NP:  'Whatta  Gal’:  The 
Babe  Didrikson  Story.  A Sports  Illustrated  Book.  Boston, 
Little,  Brown  and  Company,  1975,  p 211. 

18.  Scurlock  T:  Babe  Biographical.  Babe  Didrilcson 
iZaharias  papers  at  John  Gray  Library,  Beaumont,  Tex.  Babe 
Iwon  it  in  1953,  placed  2nd  in  1954,  and  13th  in  1955. 

19.  Pain  Relief  Operation  Done  on  Babe.  July  13,  1956; 
and  Babe’s  Pain  Easing  After  Operation.  July  14,  1956. 

Both  are  from  unidentified  sources,  and  both  are  in  the 
'Babe  Didrikson  Zaharias  papers  at  John  Gray  Library’,  Beau- 
mont, Tex. 

20.  Reynolds  Q:  The  Girl  Who  Lived  Again.  Reader’s 
'iDigest,  Oct  1954,  pp  50-55;  (Cheerful  Babe  Continues  Stub- 
jborn  Battle  Against  Cancer  as  42nd  Birthday  Nears,  from 
,vvire  service  reports,  June  26,  1956;  Babe  Loses  Strength, 
Weight  But  Continues  to  Put  Up  Eight,  from  wire  .service 
reports,  Aug  25,  1956;  Babe’s  Grit  Praised  by  Physicians, 

I United  Press,  Aug  29,  1956;  Physicians  Report  Babe  Doing 
Well,  Associated  Press,  July  15,  1956;  Tributes  from  World 
Over  Pour  Down  on  Babe  at  Birthday  Party,  Associated 
■[Press,  June  27,  1956;  all  appeared  in  unidentified  news- 
ipapers,  all  in  Babe  Didrikson  Zaharias  papers  at  John  Gray 
Library,  Beaumont,  Tex. 

" 21.  Scurlock  B:  Babe  Is  Warm  Personal  Memory.  Beau - 
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mont  Journal,  Sept  28,  1956. 

22.  Babe  received  the  award  for  her  "...  Noble  Assis- 
tance in  the  Crusade  to  Conquer  Cancer.”  The  certificate 
resides  in  the  Babe  Didrikson  Zaharias  Memorial  Museum, 
Beaumont,  Tex. 

23.  House  Simple  Resolution  No  41,  State  of  Texas 
House  of  Representatives,  honoring  Babe  Didrikson 
Zaharias,  Jan  22,  1957. 

24.  In  1953,  31%  of  ( 442 ) physicians  surveyed  said 
they  always  or  usually  told  the  patient  of  the  cancer  diag- 
nosis, while  69%  said  they  usually  did  not  or  never  told 
the  patient.  In  I960,  16%  of  ( 5,000 ) physicians  said  they 
always  told  the  patient,  while  22%  said  they  never  told  the 
patient.  By  1970,  66%  of  ( 178)  physicians  surveyed  some- 
times informed  the  patient,  while  only  9%  never  told  the 
patient.  See  Novack  DH,  Plumer  R,  Smith  RI,,  et  al:  Changes 
in  physicians’  attitudes  toward  telling  the  cancer  patient. 
JAMA  241(9 ):897-900,  1979.  Also  see  Oken  D;  What  to 
tell  cancer  patients:  a study  of  medical  attitudes.  JAMA 
175(Pt  2 ):  1 120-1 128,  1961;  Schoene-Seifert  B,  Childress  J: 
How  Much  .Should  the  Cancer  Patient  Know  and  Decide? 
Ca-  A Cancer  Journal  for  Clinicians  36(2):85-93,  1986; 
and  Johnsen  AR,  Siegler  M,  Winslade  WJ;  Clinical  Ethics;  A 
Practical  Approach  to  Ethical  Decisions  in  Clinical  Medi- 
cine. New  York,  Macmillan  Ffiiblishing  Co,  Inc,  1982,  espe- 
cially “Informed  Consent,”  pp  67—69. 
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Olinical  Ahst?~acts 


Clinical  abstracts  are  selected  from  current  reviews  in  100 
internationally  recognized  journals  received  by  the  TMA  Me 
tnoricd  Library  each  month. 


Alzheimer’s  disease:  clinical  care  and  management. 
Michael  A.  Jenike,  MD.  Cliggott  Publishing  Company,  Psycho- 
sornatics,  vol  27,  no  6,  June  1986,  pp  407-410,  412-414, 

416. 

Alzheimer’s  disease  is  the  most  prevalent  form  of  severe  de- 
mentia in  the  United  States,  and  as  the  proportion  of  older 
Americans  rises,  the  absolute  number  of  such  patients  will 
increase.  The  diagnosis  is  best  made  by  looking  at  the  overall 
course  of  the  illness  and  by  ruling  out  other  causes  of  demen- 
tia, some  of  which  are  potentially  treatable.  Management  of  the 
Alzheimer  patient  necessitates  that  the  physician  assist  family 
members  and  be  familiar  with  u.se  of  psychotropics  and  cogni- 
tion-enhancing drugs.  Concomitant  depression,  psychosis, 
anxiety,  or  behavioral  problems  are  generally  responsive  to 
medication.  Consultation  with  the  family  is  discus.sed  in  terms 
of  optimizing  home  care  of  the  patient. 


Biliary  stricture  dilatation:  multicenter  review  of  clinical 
management  of  73  patients.  Peter  R.  Mueller,  MD;  Eric 
vanSonnenberg,  MD;  Joseph  T.  Ferrucci,Jr,  MD,  et  al.  ITie 
Radiological  Society  of  North  America,  Radiology,  vol  160, 
1986,  pp  17-22. 

Eighty-nine  biliary’  strictures  in  73  patients  who  had  under- 
gone percutaneous  balloon  dilatation  were  reviewed  to  de- 
termine long-term  patency  rates  and  clinical  management 
problems.  The  majority  of  dilatations  were  performed  in  pa- 
tients with  anastomotic  strictures  ( n = 44 ),  iatrogenic  stric- 
tures (n  = 28),  and  strictures  associated  with  sclerosing 
cholangitis  (N  = 17).  Patency  rates  after  36  months  or  more 
were  67%,  76%,  and  42%,  respectively.  Complications,  mostly 
minor,  occurred  in  less  than  7%  of  patients.  Of  patients  with 
significant  biliary  obstruction,  1 5%  had  little  or  no  intrahepatic 
biliary  duct  dilatation  demonstrated  by  cross-sectional  imaging 
and/or  direct  cholangiography.  No  definite  conclusions  could 
be  drawn  about  the  utility  of  long-term  internaPexternal 
stenting. 


Positron  emission  tomography  in  the  early  diagnosis  of 
Huntington’s  disease.  M R.  Hayden,  W.R.W.  Martin,  A.J. 
Stoessl,  et  al.  American  Academy  of  Neurology,  Neurology’, 
vol  36,  July  1986,  pp  888—894. 

The  authors  studied  ten  patients  with  earlv  Huntington’s  dis- 
ease and  seven  normal  age-matched  controls  with  positron 
emission  tomography  (PET)  using  fluorodeoxyglucose.  Sub- 
jects had  little  or  no  caudate  nucleus  atrophy  and  had  not 
received  any  medications.  'Hie  results  demonstrated  that  hypo- 
metabolism  of  glucose  preceded  tissue  loss.  Furthermore,  pa- 
tients with  minimal  neurologic  or  psychiatric  symptoms  and 


no  obvious  CT  changes  may  be  differentiated  from  normal 
persons  with  high  accuracy  by  PET.  PET  is  helpful  in  the  early 
diagnosis  of  Huntington’s  disease  irrespective  of  the  mode  of 
presentation.  PET  also  may  be  useful  for  preclinical  detection 
and  may  supplement  information  from  DNA  studies. 


The  importance  of  lipid  type  in  the  diet  after  bum 
injury.  J.  Wesley  Alexander,  MD,  ScD;  Hideaki  Saito,  MD; 
Orrawin  Trocki,  MS,  RD,  et  al.  J.B.  Lippincott  Company,  Annals 
of  Surgery,  vol  204,  no  l,July  1986,  pp  1—8. 

Fhe  effects  of  different  types  of  dietary  lipids  were  tested  in 
burned  guinea  pigs.  All  diets  were  identical  except  for  the  type 
of  lipid,  with  total  energy’  intake  from  lipids  equaling  10%.  All 
animals  received  a 30%  total  body  surface  area  (TBSA)  flame 
burn  and  were  fed  identically  by  pump-controlled  gastrostomy 
feedings  for  14  days.  When  compared  to  safflower  oil  (74% 
linoleic  acid ) as  well  as  linoleic  acid  alone,  fish  oil  (18% 
eicosapentaenoic  acid  or  EPA ) administration  resulted  in  less 
weight  loss,  better  skeletal  muscle  mass,  lower  resting  meta- 
bolic expenditure,  better  cell  mediated  immune  responses, 
better  op.sonic  indices,  higher  splenic  weight,  lower  adrenal 
weight,  higher  serum  transferrin,  and  lower  serum  C3  levels. 
With  the  exception  of  better  cell  mediated  immune  responses 
in  the  animals  fed  linoleic  acid,  the  administration  of  indom- 
ethacin  made  little  difference.  These  findings  can  be  explained 
by  a reduction  in  the  synthesis  of  the  dienoic  prostaglandins 
that  are  derived  from  the  a)6  series  of  fatty  acids,  some  of 
which  are  significantly  immunosuppressive.  Regulation  of  di- 
etary lipids  may  be  an  important  therapeutic  advance  in  nutri- 
tional support  after  burn  injury,  and  controlled  trials  should  be 
considered. 
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I Texas  attorneys  and  the 
disciplinary  process 


As  the  public,  various  governmental 
bodies,  and  the  Texas  Legislature  con- 
tinue their  examination  of  the  profes- 
sional liability  situation,  they  are 
focusing  on  the  disciplinary  system  im 
posed  to  insure  competence  and  cpuility 
in  the  medical  profession.  A related 
issue  is  the  apparent  concern  with  how 
and  to  what  extent  attorneys  in  Texas 
are  disciplined.  During  1985  alone, 
more  than  5,000  inquiries  concerning 
the  conduct  of  attorneys  were  pled  with 
grievance  committees  throughout  the 
state.  Following  is  a brief  overview  of 
the  disciplinary  process  used  in  Texas  to 
insure  the  minimum  level  of  compe- 
tence required  of  attorneys  for  the  pro- 
tection of  the  public,  and  how  that 
process  intersects  with  common  con- 
cerns frequently  expressed  by  the  medi- 
cal profession  in  connection  with 
attorney  conduct 

The  standard 

As  with  many  other  licensed  profes- 
sionals, attorneys  are  held  to  a minimum 
standard  of  professional  conduct  in  the 
course  of  representing  clients  and  in 
dealings  with  the  courts  and  the  legal 
profession  at  large.  The  Texas  Code  of 
Professional  Responsibility  embodies  this 
standard  ( 1 ).  ITie  code  is  a series  of  rules 
and  ethical  considerations  that  state  the 
minimurti  level  of  conduct  below  which 
no  lawyer  can  fall  without  being  subject 
to  disciplinary  action  ( 2 ).  Ethical  consid- 
erations are  aspirational  and  are  not  ac- 
tionable as  attorney  misconduct,  but  the 
disciplinary  rules  are  mandatory  and 
have  the  status  of  law  ( 3 ). 

If  an  attorney  violates  a disciplinary 
rule  of  the  code,  he  or  she  is  subject  to 
discipline  that  ultimately  could  amount 
to  the  suspension  or  even  the  permanent 
loss  of  the  privilege  of  practicing  law. 
However,  before  this  class  of  action  can 
be  taken,  or  even  considered,  an  allega- 
tion of  professional  misconduct  must  be 
initiated  and  a thorough  investigation  of 
the  facts  must  follow. 

The  grievance  process 
Through  the  Texas  Legislature  and  Texas 
Supreme  Court,  grievance  procedures 
were  established  via  the  State  Bar  of 
Texas,  administrative  agent  of  the  Su- 
preme Court,  to  supervise  and  regulate 
the  conduct  of  attorneys  at  law  (4).  The 


state’s  grievance  system  consists  of  bar 
districts,  within  which  are  one  or  more 
district  grievance  committees.  These  dis- 
trict grievance  committees  consist  of  vol- 
unteer members,  two-thirds  of  whom  are 
attorneys  and  one-third  of  whom  are  not 
attorneys.  ITie  responsibilities  of  the 
grievance  committees  include  investigat- 
ing any  alleged  grounds  for  discipline  or 
alleged  incapacity'  of  any  attorney  called 
to  its  attention. 

What  is  the  actual  procedure  by  which 
a grievance  is  processed  through  the  sys- 
tem? First,  anyone  who  believes  an  at- 
torney’s conduct  has  violated  the  Code  of 
Professional  Responsibilit)'  may  file  a 
grievance  with  the  general  counsel  of  the 
State  Bar  of  Texas.  There  are  no  restric- 
tions with  regard  to  who  may  file  a griev- 
ance. ITius,  the  attorney’s  client,  or 
opposing  counsel,  or  a local  judge,  or  any 
other  individual  who  believes  the  at- 
torney’s conduct  has  fallen  below  the 
mandated  standards  of  the  legal  profes- 
sion may  submit  a grievance. 

When  a grievance  matter  is  received,  it 
is  sent  to  the  grievance  committee  where 
the  attorney  resides  or  maintains  an 
office  or  where  the  attorney  allegedly 
committed  the  professional  misconduct. 
Upon  recepit  of  a grievance,  the  griev- 
ance committee  must  make  its  first  deter- 
mination whether  to  reject  the  matter  as 
an  inquiry  or  classify  and  docket  it  as  a 
complaint.  An  “inquiry”  is  a matter 
which,  even  if  true,  does  not  allege  pro- 
fessional misconduct.  A “complaint”  is  a 
matter  that  alleges  or  involves  profes- 
sional misconduct  and  that,  if  proven, 
subjects  the  attorney  to  discipline.  The 
committee  therefore  must  analyze  the 
grievance  and  decide  whether  it  alleges 
that  the  attorney  has  violated  any  disci- 
plinary rules.  If  not,  the  committee  re- 
jects the  matter  as  an  inquiry  and  so 
informs  the  complaining  witness  and  the 
general  counsel  of  the  State  Bar.  If  so,  the 
committee  conducts  a disciplinary  pro- 
ceeding to  investigate  and  process  the 
complaint. 

If  the  grievance  committee  determines 
to  classify  and  docket  the  matter  as  a 
complaint,  the  committee  must  proceed 
with  an  investigation  and  pursue  the 
matter  to  disposition.  The  committee  no- 
tifies the  attorney  of  the  complaint  by 
sending  a copy  of  the  written  allegations 
to  the  attorney  for  response.  The  at- 


torney is  required  to  respond  in  writing 
at  the  time  and  place  stated  in  the  notice. 

ITie  response  replies  to  the  allegations  in 
the  complaint,  and  should  furnish  any 
further  information  about  the  complaint 
that  the  attorney  considers  necessary  for 
the  grievance  committee  to  consider. 

Failure  to  respond  to  the  committee’s  re- 
quests can  result  in  a finding  of  a separate 
ground  of  professional  misconduct,  and 
may  subject  the  attorney  to  discipline  in- 
dependent of  any  pending  complaint. 

After  receiving  the  attorney’s  response, 
the  grievance  committee  frequently 
holds  an  investigatory  hearing  to  elicit 
testimony  from  the  complaining  witness 
and  the  attorney.  At  the  conclusion  of  an 
investigation,  the  grievance  committee 
votes  on  w hether  just  cause  exists  to  find 
that  the  attorney  committed  professional 
misconduct.  “Just  cause”  is  grounds  for 
legal  action  that  ( 1 ) is  based  on  a reason- 
able inquiry'  and  ( 2 ) would  induce  a rea- 
sonably intelligent  and  prudent  person  to 
believe  that  the  attorney  committed  pro- 
fessional misconduct.  If  the  committee 
finds  that  the  attorney  has  not  committed 
professional  misconduct,  the  committee 
dismisses  the  complaint  and  informs  the 
attorney,  complaining  witness,  and  the 
general  counsel  of  the  State  Bar.  If  the 
committee  finds  the  attorney  has  com- 
mitted professional  misconduct,  then  the 
committee  votes  on  an  appropriate  sanc- 
tion to  offer  the  attorney.  The  sanction 
can  cover  a variety  of  forms,  including  a 
private  reprimand,  public  reprimand,  a 
fixed  term  of  suspension,  or  disbarment. 

If  the  attorney  rejects  the  committee’s 
offer,  the  matter  then  is  transferred  to  the 
Office  of  the  General  Counsel  of  the  State 
Bar  of  Texas  for  disciplinary  action  in 
state  district  court. 

The  general  counsel  reports  final  disci-  5-/ 

plinary'  action  taken  hy  either  the  griev-  

ance  committee  or  the  trial  court,  which 
is  public,  to  the  National  Disciplinary' 

Data  Bank  of  the  American  Bar  A.ssocia- 
tion,  and  the  Texas  Bar  Journal  publishes 
the  action.  ITiere  is  no  discretion  in  the 
publication  of  public  di.sciplinary'  action. 

It  must  be  reported  in  both  the  Texas 
Bar  Journal  and  in  a newspaper  of  gen- 
eral circulation  in  the  disciplined  at- 
torney’s home  judicial  district. 

In  other  words,  after  a grievance  com- 
mittee and  attorney  have  reached  an 
agreement  for  a sanction,  other  than  a 
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private  reprimand,  or  after  the  grievance 
committee  has  authorized  the  filing  of  a 
disciplinary  action,  the  disposition  is 
public — the  information  is  available  to 
the  public  at  large.  However,  the  de- 
liberations of  the  grievance  committee 
remain  confidential.  Obviously,  this  confi- 
dentiality protects  the  accused  attorney 
while  the  matter  is  pending  before  the 
committee,  and  it  protects  the  com- 
mittee from  unwarranted  inquiries  into 
its  work. 

Concerns  of  the  medical  profession 

ITie  medical  profession  perceives  that  at- 
torneys file  a great  number  of  frivolous 
lawsuits,  mostly  medical  malpractice 
suits,  and  that  they  are  never  disciplined 
for  instigating  such  claims.  Admittedly,  a 
Texas  attorney  has  yet  to  be  disciplined 
on  such  a basis.  Ihe  explanation  is  not 
that  attorneys  never  bring  frivolous 
claims,  but  rather  that  the  grievance  sys- 
tem has  not  been  used  to  correct  this 
conduct.  Clearly,  the  bringing  of  a frivo- 
lous lawsuit  is  a violation  of  the  Code  of 
Professional  Responsibility'  ( 5 ).  Just  as 
clear  is  the  avenue  available  for  bringing 
this  type  of  conduct  to  the  attention  of 
the  proper  grievance  committee. 

Physicians  have  attempted  to  tile  pri- 
vate civil  lawsuits  to  recover  damages 
from  patients  and  their  attorneys  after 
malpractice  suits  (6).  They  have  to  date 
been  unsuccessful.  Usually,  the  action 
against  the  attorney  is  for  malicious  pros 
ecution.  In  order  to  prove  malicious 
prosecution,  it  must  be  shown  that  ( 1 ) a 
civil  judicial  proceeding  was  previously 
filed,  ( 2 ) the  defendant  in  the  malicious 
prosecution  case  caused  the  original  suit 
to  be  filed,  ( 3 ) the  commencement  of 
the  original  proceeding  was  malicious, 

( 4 ) no  probable  cause  existed  for  the 
filing  of  the  original  proceeding,  ( 5 ) the 
original  suit  was  decided  in  favor  of  the 
party  prosecuting  the  later  malicious 
prosecution  action,  and  (6)  damages 
conformed  to  Texas  legal  standards  ( 7 ). 
Texas  follows  the  minority  rule  that  dam 
ages  cannot  be  recovered  unless  the  suit 
caused  the  party  sued  to  suffer  some  in- 
terference with  his  person  or  property 
(8).  'Hie  case  law  in  this  area  shows  that 
it  is  difficult  to  meet  the  burden  of  proof 
in  this  ty  pe  of  action,  especially  in  light 
of  the  requirement  that  the  physician 
show  special  damages.  In  addition,  the 


courts  have  held  that  an  attorney’s  viola- 
tion of  the  disciplinary  rules  adopted  by 
the  Texas  Supreme  Court  does  not  of  it- 
self create  a private  cause  of  action  (9). 
Thus,  a party  cannot  circumvent  the  re- 
quirements of  maintaining  an  action  for 
malicious  prosecution  by  merely  alleging 
and/or  proving  that  an  attorney  has 
breached  the  professional  responsibility 
standards. 

The  grievance  procedure  is  the  avenue 
that  is  most  easily  available  to  physicians 
and  others  who  believe  an  attorney  has 
brought  an  unwarranted  claim.  One  can 
virtually  guarantee  that  a matter  of  this 
sort  will  not  be  filed  by  the  attorney’s 
own  client,  so  others  must  enforce  the 
disciplinary  rule  regarding  this  type  of 
action. 

Curiously  enough,  experience  has 
demonstrated  that  when  physicians  bring 
grievances  against  attorneys,  it  is  not  on 
the  basis  of  a frivolous  lawsuit,  but  on  the 
ground  that  these  physicians  have  per- 
formed professional  services  in  behalf  of 
the  attorney’s  client  for  a particular  case, 
and  to  their  consternation  have  not  been 
compensated  for  their  work.  The  theory 
is  that  the  attorney  has  a duty  or  obliga- 
tion to  insure  the  doctor’s  bill  will  be 
satisfied,  but  failure  to  compensate  the 
doctor  for  services  rendered  in  con- 
nection with  an  attorney’s  case  is  not  a 
violation  of  the  Code  of  Professional  Re- 
sponsibility. First,  the  issue  of  whether 
the  attorney  guaranteed  the  payment 
must  be  resolved.  If  in  fact  the  attorney 
did  guarantee  the  payment,  then  the  doc- 
tor may  have  a cause  of  action  against  the 
attorney  individually  through  a civil  law- 
suit (10).  But  in  any  case,  it  is  not  the 
appropriate  subject  of  a grievance. 

Conclusion 

During  the  State  Bar’s  1985- 1986  fiscal 
year,  251  Texas  lawyers  were  disciplined 
for  professional  misconduct,  an  increase 
of  60  disciplinary  actions  over  the  prior 
fiscal  year.  Many  of  the  criticisms  leveled 
at  the  Texas  attorney  disciplinary  system 
have  led  to  changes  in  the  State  Bar  rules, 
making  the  system  more  responsive  to  its 
public  responsibility. 

Nonlawyer  members  of  grievance 
committees  include  physicians,  dentists, 
bankers,  journalists,  business  persons, 
and  others  who  bring  to  the  Texas  at- 
torney disciplinary  system  points  of  view 


and  insight  that  lawyers  often  do  not 
have.  The  State  Bar  of  Texas’  most  impor- 
tant public  function  is  the  disciplinary 
regulation  of  lawyers,  and  we  take  this 
responsibility  seriously. 

STEVEN  D.  PETERSON 

General  Counsel,  State  Bar  of  Texas 

UNDA  A.  ACEVEDO 
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the  association  of 

Bradley  F.  Jost,  M.D. 

Practice  limited  to  the  diagnosis 
and  treatment  of  diseases  of  the 
retina  and  vitreous 


TEXAS  RETINA  ASSOCIATES 


Wad  ley  Tower 
Suite  555 

3600  Gaston  Avenue 
Dallas,  Texas  75245 
214/821-4540 


Greenville  Medical  Tower 
Suite  400 

7150  Greenville  Avenue 
Dallas,  Texas  75231 
214/692-6941 


Albert  Vaiser,  M D 
William  B-  Snyder,  M.D, 
William  L.  Hutton,  M.D. 
Dwain  G.  Fuller,  M.D. 
Gary  Edd  Fish,  M D. 
Rand  Spencer,  M D 


CARE'Aide  of  Texas,  Inc. 

A WHOLLY-OWNEt^  SUBSIDIARY  OF 

CURAFLEX, 

HEALTH  SERVICES 

IS  PLEASED  TO  ANNOUNCE 
THE  ACQUISITION  OF 
PROGRAMS  AND  MAJOR  ASSETS 
AND  THE  MERGER  OF 
PATIENT  CARE  SERVICES  OF 


BREATHING  PROGRAMS,  INC. 

FROM  ITS  PRINCIPAL  OWNERS; 

Dr.  Gary  K.  Friedman  Dr  M.  G.  Kim  Bloom 
Dr.  Robert  B.  Teactue  Dr  E.  Clinton  Lawrence 
Dr.  E.  E.  Bartimmo  Dr.  J.  Van  Campen 
Dr  R.  Keith  Wilson 

The  transaction  expands  the 
AVAILABILITY  OF  CARE-AIDE'S  HOME 
PULMONARY  SERVICES  FOR  PHYSICIANS 
AND  THEIR  PATIENTS  THROUGHOUT  THE 

Greater  Gulf  Coast  area. 


I 


I 


$^1  738 

1986  325  JL^  per  month 


$r2^fr38 

1986  528ea  J%JJ  per  month 


1986  735i 


per  month 


60  month  closed  end  leose.  60  poyments  of  $31 2.38. 
Only  first  month's  payment  of  $312.38  payable  at 
signing.  Total  payments  of  $18,742.80.  Tax.  title  and 
license  lees  additional 


No  Security  Deposit. 


60  month  closed  end  lease.  60  jxiyments  of  $365  31 
Only  first  month's  po'yment  of  $365  38  payable  at 
signing.  Total  payments  of  $21,922  80  Tax  title  and 
license  lees  additional. 


60  month  closed  end  lease.  60  payments  of  $533.68 
Only  first  month's  payment  of  $533.68  payable  at 
signing  Total  payments  of  $32,020  80  Tax  title  and 
license  fees  additional 


No  Down  Payment. 


BMW  CENTER 

(512)  732-7121 

4623  Fredericksburg  Road  @ Loop  410  / San  Antonio,  Texas  78201 

FACTORY  AUTHORIZED.  NATIONALLY  RECOGNIZED. 
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feature 


I Medical  success  story: 

Making  the  difference 


This  is  a medical  success  story,  con- 
ducted not  in  an  operating  room,  hut 
literally  in  the  streets  and  neighbor- 
hoods of  San  Antonio.  This  is  the  story 
of  how  doctors,  their  spouses,  and  their 
political  action  committee — TEXPAC — 
made  the  crucial  difference  in  a vital 
election  to  the  Texas  Senate. 
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It  may  be  difficult  to  imagine  doctors’ 
wives  laboring  late  into  the  night  at  a 
political  campaign  office,  stuffing  en- 
velopes, calling  prospective  voters,  and 
even  scrubbing  floors.  It  may  be  even 
more  difficult  to  imagine  that  those  ef- 
forts made  the  difference  in  a tough, 
hard-fought  political  campaign  for  a key 
seat  in  the  Texas  Senate. 

How  the  Bexar  County  Medical  Auxil- 
iary', Bexar  County  physicians,  and  TEX- 
PAC worked  together  to  push  their  can- 
didate over  the  top  is  a textbook  model 
of  medical  political  action,  and  making 
the  system  work  for  you. 

Last  spring  when  Rep  Frank  Tejeda  ( D- 
San  Antonio)  filed  for  an  open  seat  in  the 
Texas  Senate,  he  knew  he  faced  a tough, 
seasoned  political  opponent.  Represen- 
tative Tejeda  also  knew  that  while  he  had 
a strong  base  in  the  southern  end  of  the 
senate  district,  he  had  to  do  at  least  mod- 
erately well  in  the  predominantly  Anglo 
northeast  end  of  the  district  if  he  was 
to  win. 

Enter  the  Bexar  County  Medical  Auxil- 
iary, many  of  whom  lived  in  the  north 
end  of  that  Senate  District.  June  Bratcher, 
long  time  Auxiliary'  TEXPAC  board  mem- 
ber and  veteran  of  several  political  cam- 
paigns, joined  with  her  husband  Everett, 
the  chairman  of  the  board  of  TEXPAC,  in 
encouraging  support  for  Representative 
Tejeda.  “We  had  to  look  at  both  candi- 
dates before  we  made  our  recommen- 
dation to  TEXPAC,”  Mrs  Bratcher  said. 
“Both  Frank  and  his  opponent  had  served 
in  the  House,  and  at  one  time  or  another 
we  had  supported  both  of  them.  In  the 
final  analysis,  our  roots  and  friendship 
with  Representative  Tejeda  were  deep, 
and  we  recommended  TEXPAC  and  local 
support  for  him.  Not  because  he  won, 
but  because  of  the  kind  of  person  and 
representative  he  is.” 

Asked  why  Bexar  County  physicians, 
auxiliary'  and  TEXPAC  support  him.  Rep- 
resentative Tejeda  explains:  “ITiroughout 
my  tenure  in  the  legislature  we  have  al- 


ways kept  the  door  open  for  frank  discus- 
sions. During  those  years  of  service  in 
the  House,  I got  to  know  many  doctors 
and  their  wives.  We  have  developed 
good  working  relationships.  I came  to 
rely  on  their  input  when  I was  consider- 
ing a legislative  issue,  and  I trust  their 
judgment.  I was  very'  pleased  and  thank- 
ful for  their  support,  particularly  at  a 
time  when  many  local  and  state  organiza- 
tions were  still  deciding  what  to  do  in 
my  race.  ” 

There  were  other  less  political  reasons 
for  medical  support  of  Representative 
Tejeda:  He  is  a decorated  war  hero  and 
family  man  who  went  from  high  school 
dropout  to  Harvard  graduate.  A former 
Marine  officer,  he  was  awarded  the 
Bronze  Star  for  personal  courage  and 
leadership  in  the  face  of  enemy  fire  and 
the  Purple  Heart  after  he  was  wounded 
in  action.  He  achieved  the  highest  overall 
average  ever  scored  by  a student  in  the 
history'  of  the  Marine  Corps  Officers  Can- 
didate School. 

He  is  a graduate  of  St  Mary’s  Univer- 
sity, San  Antonio,  and  Boalt  Hall  School  of 
l^w  at  the  University  of  California.  He 
holds  a master  of  public  administration 
degree  from  Harvard  University  as  well. 

A practicing  attorney,  he  has  represented 
the  1 1 8th  Texas  Representative  District 


for  ten  years.  During  that  time  he  wrote 
literally  hundreds  of  pieces  of  legislation, 
including  the  Crime  Victims  Compensa- 
tion Act,  the  Texas  Veterans  Housing 
Assistance  Act,  and  bills  to  create  juve- 
nile district  courts  and  three  new  county 
courts  of  law  in  Bexar  County.  He  is  the 
chairman  of  the  House  Judicial  Affairs 
Committee,  and  in  that  capacity  has 
made  statewide  headlines  with  his  com- 
mittee’s investigation  of  the  Texas  Su- 
preme Court. 

The  role  of  the  Bexar  County  Auxiliary 
was  set  in  motion  with  a strategy  session 
during  which  the  candidate  and  auxiliary 
members  laid  out  plans  for  picking  up 
support  in  the  crucial  northeast  side  of 
the  city.  They  brought  to  the  table  deter- 
mination, willingness  to  work  hard,  and  a 
conviction  that,  according  to  Tejeda,  “no 
job  was  too  menial.”  The  first  of  their 
many  activities  in  support  of  Represen- 
tative Tejeda  was  a breakfast  reception  at 
a local  hotel.  Auxiliary  members  mailed 
invitations  and  followed  up  with  phone 
calls  that  boosted  the  attendance  to 
more  than  60  physicians  and  auxiliary 
members. 

“We  started  at  6:30  am  so  that  physi- 
cians could  attend  before  going  to  the 
hospital  or  doing  surgery,”  Mrs  Bratcher 
said.  “It  generated  a great  deal  of  enthusi- 


Frank  Tejeda,  candidate  for  the  Texas  Senate. 
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asm  for  Frank's  campaign,  and  we  raised 
some  contributions  for  him  as  well.” 

Ijter,  an  invitation  to  a wine  and 
cheese  parn-  was  mailed  to  Bexar  C'.oiinty' 
physicians  and  auxilian-  members  over 
the  endorsing  signatures  of  a number  of 
area  physicians.  The  party,  which  took 
place  at  a physician’s  home,  gave  the  can- 
didate the  opportunity  to  personally  visit 
with  prospective  supporters  in  that  area. 

Twice  a week,  auxiliary’  members  vol- 
unteered for  phone  bank  duty,  calling 
and  identifying  favorable,  unfavorable, 
and  undecided  voters.  They  mailed  Te- 
jeda literature  to  the  undecided  voters, 
and  placed  Tejeda  campaign  literature  in 
doctors’  waiting  rooms  for  patients  to 
read. 

Finally  on  the  date  of  the  primary  elec- 
tion, auxiliary'  members  were  highly  vis- 
ible at  the  polling  places  in  the  northeast 
end  of  the  district,  sporting  Tejeda  t- 
shirts  and  hats,  passing  out  literature, 
and  visiting  with  voters.  “Three  of  us 
worked  1 2 hours  that  day,  from  7 to  7,” 
Mrs  Bratcher  said.  Beyond  their  tangible 
contributions,  the  auxiliary  members 
generated  enthusiasm  for  the  Tejeda 
efforts.  “The  auxiliary  members  made 
a difference,  and  I’m  glad  they  were 
around,”  Tejeda  says.  “1  went  over  to  the 
headquarters  several  times.  It  helped  my 

June  Bratcher  (left)  and  Dorothy  Harle  promote 
their  favprite  candidate. 


morale,  not  to  mention  that  of  other  vol- 
unteers, to  watch  them  work  and  see 
their  enthusiasm.” 

In  short.  Representative  Tejeda  won 
the  Democratic'  nomination  in  a solid 
Democratic  Senate  District.  In  the  north- 
east end?  The  precincts  where  he  should 
have  lost  4- 1 , he  won  a number  of  the 
precincts,  and  garnered  twice  as  many 
votes  as  he  needed  to  win. 

With  the  primary'  behind  him.  Repre- 
sentative Tejeda  already  is  gearing  up  for 
the  November  general  elections.  “I’m  not 
taking  anything  for  granted  this  fall,” 
Representative  Tejeda  says.  “We  ll  go  full 
speed  ahead,  and  I’m  continuing  to  work. 
Of  course.  I’m  also  calling  on  the  services 
of  my  good  friends  at  the  Bexar  County’ 
Medical  Society  and  Auxiliary,  TMA,  and 
TEXPAC  to  ensure  our  victory.” 

The  Bratchers  are  strong  believers  in 
the  power  of  grassroots  activities,  and 
they  can  be  found  across  the  state  of 
Texas  encouraging  other  physicians  and 
auxiliary  to  get  on  the  volunteer  band 
wagon  for  the  candidates  they  believe  in. 
Repre.scntative  Tejeda  agrees:  “Get  in- 
volved. There  are  many  things  that  a vol- 
unteer can  do,  whether  it’s  stuffing 
envelopes  or  making  calls  that  may  get 
the  deciding  vote  in.  The  Bexar  County' 
Auxiliary  members  weren’t  afraid  to  roll 


up  their  sleeves,  and  they  got  the  results. 
Our  political  system  ensures  that  you  get 
exactly  the  kind  of  representation  that 
you  deserve.  I will  never  forget  the  sup- 
port and  encouragement  1 got  from  my 
friends  in  the  medical  community.” 

Mrs  Bratcher  observed,  “ITie  biggest 
problem  you  have  with  getting  auxiliary 
members  to  volunteer  is  that  they  are 
afraid  that  they  won’t  know  what  to  do. 
Don’t  worry.  The  candidate  will  tell  them 
what  to  do.  1 started  over  ten  years  ago 
when  1 was  unhappy  with  my  then’  state 
representative.  1 even  scrubbed  floors 
at  the  gas  station  that  we  were  using  as 
an  office.  As  we  went  along,  we  learned 
from  our  candidate,  who  was  thrilled 
to  have  us.  You  will  be  welcomed  with 
opened  arms.  There  is  a place  for  you 
in  every  campaign,  and  you  can  make  a 
difference.” 

Prepared  by  the  Division  of  Public  Affairs,  Texas 
Medieal  Association 
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We  can’t  make  you 
a better  doctor. 


But  we  can  help  you  make 
your  practice  more  profitable. 


How?  By  helping  you  acquire  many  of  the  business 
skills  and  management  techniques  you  need  to  run 
your  practice  efficiently,  increase  your  patient  roster, 
improve  personal  productivity,  and  manage  your  staff 
and  your  finances  in  a professional  manner. 

The  Texas  Medical  Association,  the  Harris  County 
Medical  Association  and  the  Texas  Society  of 
Medical  Assistants  recognize  how  tough  it  is  for  a 
doctor,  practicing  either  solo  or  as  part  of  a 
partnership  or  group,  to  maintain  a successful 
practice  in  the  face  of  the  drastic  changes  now  taking 
place  in  health  care. 

That's  why  they’ve  joined  Conomikes  Associates  to 
sponsor  a unique  educational  event  — MEDICAL 
MANAGEMENT  TEXAS™  which  takes  place  in 
Houston,  December  3 - 5,  1 986. 

It  gives  you  much  of  the  basic  business  guidance 
and  management  skills  you  need  to  build  a secure, 
growing  and  successful  practice. 

So  send  for  the  free  Seminar  Brochure,  and  make 
plans  to  attend. 

It  can  easily  be  the  most  rewarding  time  you’ll 
spend  away  from  your  practice  this  year. 


Medical  Management  Texas™ 

EXPOCON  MANAGEMENT  ASSOCIATES,  INC, 

3695  Post  Road 

Southport,  CT  06490  (203-259-5734) 

Please  send  me  a free  Conference  Program  and  registration 

information. 

I'm  interested  in  exhibiting.  Send  complete  details. 

Name  

Company  

Address  

City State  Zip  _ 

Phone  


SELECT  FROM  A PROGRAM  OF 
OUTSTANDING  SEMINARS  COVERING 
KEY  ASPECTS  OF  MANAGING 
A MODERN  MEDICAL  PRACTICE. 

All  seminars  developed  and  presented  by  the  staff 
of  George  Conomikes  Associates,  a leading 
medical  management  consulting  firm  whose 
seminars  have  attracted  more  than  30,000 
physicians  in  the  last  decade.  Sessions  include: 
Computer  Applications  for  the  Medical  Office;  How 
To  Get  Started  in  Office-Based  Surgery;  Medical 
Advertising;  Marketing  Tips  for  Your  Medical 
Practice;  Waiting  Room/Reception/Business  Office 
Design  and  Layout;  Economics  of  In-House  Labs 
for  Your  Medical  Practice;  How,  When  and  Why  to 
Buy  or  Sell  Your  Medical  Practice;  How  to  Develop 
Your  Personnel  Policy  and  Rules  Manual; 
Conducting  Effective  Performance  Reviews  and 
Salary  Reviews;  Employee  Leasing  Pros  and 
Cons;  Income/Expense  Sharing  Formulas  for 
Partners  and  Groups;  and  many  more. 


THE  TEXAS  MEDICAL 
ASSOCIATION  AND  THE 
HARRIS  COUNTY 
MEDICAL  ASSOCIATION 
PRESENT 


mCDICRL 
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exposiTion 


DECEMBER  3,  4 and  5, 1986 
HOTEL  INTER-CONTINENTAL  HOUSTON 
AT  THE  GALLERIA 


Texas  Medicin 
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Thank  you  for  your  loyal  support 


DYAZIDE 

25  mg  Hydrochlorothiazide/50  mg 
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There’s  never  been 
a better  time  for  her. 
and 

PREMARIN® 

(Conjugated  Estrogens  Tablets) 


Now  the  evidence  looks  better 
than  ever 


Significantly  reduced  risk  of 
endometrial  hyperplasia 

Endometrial  hyperplasia  was  significantly  reduced  when  pro- 
gestin was  added  to  PREMARIN  therapy  for  more  than  ten  days 
a monthl The  risk  of  endometrial  hyperplasia  may  also  be 
reduced  through  cyclic  administration  of  unopposed,  low-dose 
PREMARIN. 


Effect  on  lipids — an  important  feature 

PREMARIN  used  alone  does  not  adversely  affect  lipid  levels.  In 
fact,  a clinical  study  has  shown  a significant  increase  in  HDL 
cholesterol — from  49.7  mg/dL  to  56.4  mg/dL — and  decrease  in 
LDL  cholesterol — from  165.1  mg/dL  to  138.1  mg/dL — after  one 
year  of  therapy  with  PREMARIN,  0.625  mg.® 

Low-dose  control  of  menopausal  symptoms 

PREMARIN  effectively  relieves  vasomotor  symptoms,  such  as 
hot  flashes.  When  estrogen  deficiency  is  limited  to  atrophic 
vaginitis,  PREMARIN®  (conjugated  estrogens)  Vaginal  Cream 
restores  the  vaginal  environment  to  its  premenopausal  state. 

The  most  widely  used,  most  extensively 
studied  estrogen  worldwide. 


PREMARIN* 

(Conjugated  Estrogens  Tablets) 

Most  trusted  for  more  reasons 


*PREMAR1N  is  indicated  for  moderate-to-severe  vasomotor  symptoms. 
Please  see  following  page  for  brief  summary  of  prescribing  information. 


For  moderate-to-severe 
vasomotor  symptoms 


For  atrophic  vaginitis 


PREMARIN® 

(Conjugated  Estrogens  Tablets) 

I -r- 

0.3  mg  0.625  mg  0.9  mg  1.25  mg  2.5  mg 

The  appearance  of  these  tablets  is  a trademark  of  Ayerst  Laboratories. 


PREMARBM® 

(Conjugated  Estrogens) 

Vaginal 
Cream 

0.625mg 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION.  SEE  PACKAGE 
CIRCULARS.) 

PREMARIN*  Brand  ol  conjugated  estrogens  tablets,  USP 

PREMARIN*  Brand  ol  coniugated  estrogens  Vaginal  Cream  In  a nonllquelYlng  base 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA 

Three  independent  case  control  studies  have  reported  an  increased  risk  of  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  for  more  than  one  year  This  risk  was  indepen- 
dent of  the  other  known  risk  factors  for  endometrial  cancer.  These  studies  are  further  supported  by  the 
finding  that  incidence  rales  of  endometrial  cancer  have  increased  sharply  since  1969  in  eight  different  areas 
of  the  United  States  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  to 
the  rapidly  expanding  use  of  estrogens  during  the  last  decade  The  three  case  control  studies  reported  that 
the  risk  of  endometrial  cancer  in  estrogen  users  was  about  4,5  to  13  9 times  greater  than  in  nonusers.  The 
risk  appears  to  depend  on  both  duration  ol  treatment  and  on  estrogen  dose  In  view  of  these  findings,  when 
estrogens  are  used  for  the  treatment  of  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible  When  prolonged  treatment  is 
medically  indicated,  the  patient  should  be  reassessed  on  at  least  a semiannual  basis  to  determine  the  need 
for  continued  therapy  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  of  low  doses  of  estrogen  may  carry  less  risk  than  continuous  administration;  it 
therefore  appears  prudent  to  utilize  such  a regimen  Close  clinical  surveillance  of  all  women  taking 
estrogens  is  important  In  all  cases  of  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy  There  is  no  evidence  at  present 
that  "naturar  estrogens  are  more  or  less  hazardous  than  "synthetic'  estrogens  at  equiestrogenic  doses 
2,  ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  of  female  sex  hormones,  both  estrogens  and  progestogens.  during  early  pregnancy  may  seriously 
damage  the  otispring  It  has  been  shown  that  females  exposed  m utero  to  diethylstilbestrol , a non-steroidal 
estrogen,  have  an  increased  risk  of  developing  in  later  life  a form  of  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare  This  risk  has  been  estimated  as  not  greater  than  4 per  1.000  exposures. 
Furthermore,  a high  percentage  of  such  exposed  women  (from  30%  to  90%)  have  been  found  to  have 
vaginal  adenosis,  epithelial  changes  of  the  vagina  and  cervix  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  of  malignancy  Although  similar  data  are  not  available 
with  the  use  ol  other  estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  changes  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  female  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  defects  and  limb  reduction  defects  One  case  control  study  estimated 
a 4 7-fold  increased  risk  of  limb  reduction  detects  in  infants  exposed  in  utero  to  sex  hormones  (oral 
contraceptives,  hormone  withdrawal  tests  tor  pregnancy,  or  attempted  treatment  tor  threatened  abortion). 
Some  of  these  exposures  were  very  short  and  involved  only  a few  days  of  treatment  The  data  suggest  that 
the  risk  of  limb  reduction  detects  in  exposed  fetuses  is  somewhat  less  than  1 per  1 ,000  In  the  past,  female 
sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual  abortion  There 
IS  considerable  evidence  that  estrogens  are  ineffective  for  these  indications,  and  there  is  no  evidence  from 
well  controlled  studies  that  progestogens  are  effective  for  these  uses.  If  PREMARIN  is  used  during 
pregnancy  or  if  the  patient  becomes  pregnant  while  taking  this  drug , she  should  be  apprised  ol  the  potential 
risks  to  the  fetus,  and  the  advisability  ol  pregnancy  continuation 


DESCRIPTION:  PREMARIN  (conjugated  estrogens,  USP)  contains  a mixture  ol  estrogens,  obtained  exclusively 
from  natural  sources,  blended  to  represent  the  average  composition  of  material  derived  from  pregnant  mares’ 
urine.  It  contains  estrone,  equilin,  and  17a-dihydroequilin,  together  with  smaller  amounts  of  17a-estradiol, 
equilenin , and  17o-dihydroequilenin  as  salts  of  their  sulfate  esters  Tablets  are  available  in  0 3 mg , 0 625  mg , 0 9 
mg,  1 25  mg,  and  2 5 mg  strengths  of  conjugated  estrogens.  Cream  is  available  as  0 625  mg  conjugated 
estrogens  per  gram 

INDICATIONS  AND  USAGE:  PREMARIN  (conjugated  estrogens  tablets.  USP):  Moderate-to-severe  vasomotor 
symptoms  associated  with  the  menopause  (There  is  no  evidence  that  estrogens  are  effective  for  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions ) Osteoporosis  (abnormally  low  bone  mass).  Atrophic  vaginitis  Kraurosis  vulvae  Female 
castration 

PREMARIN  (conjugated  estrogens)  Vaginal  Cream  is  indicated  in  the  treatment  ol  atrophic  vaginitis  and 
kraurosis  vulvae  PREMARIN  HAS  N(}T  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREG- 
NANCY AND  ITS  USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING), 

Concomitant  Progestin  Use:  The  lowest  effective  dose  appropriate  for  the  specific  indication  should  be  utilized 
Studies  of  the  addition  ot  a progestin  tor  7 or  more  days  of  a cycle  of  estrogen  administration  have  reported  a 
lowered  incidence  of  endometrial  hyperplasia  Morphological  and  biochemical  studies  ot  the  endometrium 
suggest  that  10  to  13  days  of  progestin  are  needed  to  provide  maximal  maturation  of  the  endometrium  and  to 
eliminate  any  hyperplastic  changes.  Whether  this  will  provide  protection  from  endometrial  carcinoma  has  not 
been  clearly  established  There  are  possible  additional  risks  which  may  be  associated  with  the  inclusion  of 
progestin  In  estrogen  replacement  regimens  (See  PRECAUTIONS  ) The  choice  of  progestin  and  dosage  may  be 
important:  product  labeling  should  be  reviewed  to  minimize  possible  adverse  effects 
CONTRAINDICATIONS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  ot  the  following  conditions  1 
Known  or  suspected  cancer  ot  the  breast  except  in  appropriately  selected  patients  being  treated  tor  metastatic 
disease  2 Known  or  suspected  estrogen-dependent  neoplasia  3 Known  or  suspected  pregnancy  (See  Boxed 
Warning).  4 Undiagnosed  abnormal  genital  bleeding  5 Active  thrombophlebitis  or  thromboembolic  disorders 
6 A past  history  of  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  treatment  of  breast  or  prostatic  malignancy) 

WARNINGS:  Long-term  continuous  administration  ol  natural  and  synthetic  estrogens  in  certain  animal  species 
increases  the  frequency  of  carcinomas  of  the  breast,  cervix,  vagina,  and  liver.  There  are  now  reports  that 
estrogens  increase  the  risk  of  carcinoma  of  the  endometrium  in  humans  (See  Boxed  Warning ) At  the  present 
time  there  is  no  satisfactory  evidence  that  estrogens  given  to  postmenopausal  women  increase  the  risk  or  cancer 
of  the  breast,  although  a recent  study  has  raised  this  possibility  There  is  a need  for  caution  in  prescribing 
estrogens  tor  women  with  a strong  family  history  ol  breast  cancer  or  who  have  breast  nodules,  fibrocystic 
disease,  or  abnormal  mammograms  A recent  study  has  reported  a 2-  to  3-fold  increase  in  the  risk  of  surgically 
confirmed  gallbladder  disease  in  women  receiving  postmenopausal  estrogens. 

Adverse  effects  of  oral  contraceptives  may  be  expected  at  the  larger  doses  of  estrogen  used  to  treat  prostatic  or 
breast  cancer  or  postpartum  breast  engorgement:  it  has  been  shown  that  there  is  an  increased  risk  ol  thrombosis 
in  men  receiving  estrogens  for  prostatic  cancer  and  women  lor  postpartum  breast  engorgement.  Users  ot  oral 
contraceptives  have  an  increased  risk  ot  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  stroke,  and 
myocardial  infarction  Cases  ol  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users  An  increased  risk  of  postsurgery  thromboembolic  complications  has  also  been 
reported  in  users  of  oral  contraceptives  If  feasible,  estrogen  should  be  discontinueo  at  least  4 weeks  before 
surgery  of  the  type  associated  with  an  increased  risk  ot  thromboembolism,  or  during  periods  ot  prolonged 
immobilization  btrogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic  disor- 
ders, or  in  persons  with  a history  ot  such  disorders  in  association  with  estrogen  use  They  should  be  used  with 


caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease  Large  doses  (5  mg  conjugated  estrogens 
per  day),  comparable  to  those  used  to  treat  cancer  of  the  prostate  and  breast,  have  been  shown  to  Increase  the 
risk  ot  nontatal  myocardial  infarction,  pulmonary  embolism  and  thrombophlebitis  When  doses  of  this  size  are 
used,  any  ot  the  thromboembolic  and  thrombotic  adverse  effects  should  be  considered  a clear  risk.  ■ 

Benign  hepatic  adenomas  should  be  considered  m estrogen  users  having  abdominal  pain  and  tenderness,  i 
abdominal  mass,  or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  contraceptives  Increased  blood  pressure  may  occur  with  use  of  estrogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use  A worsening  of  glucose  tolerance  has  been  observed  in , 
patients  on  estrogen-containing  oral  contraceptives  For  this  reason,  diabetic  patients  should  be  carefully 
observed  Estrogens  may  lead  to  severe  hypercalcemia  in  patients  with  breast  cancer  and  bone  metastases. 
PRECAUTIDNS:  Physical  examination  and  a complete  medical  and  family  history  should  be  taken  prior  to  the 
initiation  of  any  estrogen  therapy  with  special  reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs, 
and  should  include  a Papanicolaou  smear  As  a general  rule,  estrogen  should  not  be  prescribed  for  longer  than 
one  year  without  another  physical  examination  being  performed  Conditions  influenced  by  fluid  retention  such  as 
asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dysfunction,  require  careful  observation  Certain  patients  may 
develop  manifestations  ot  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding, 
mastodynia,  etc.  Prolonged  administration  of  unopposed  estrogen  therapy  has  been  reported  to  increase  the  risk 
ot  endometrial  hyperplasia  in  some  patients  Dral  contraceptives  appear  to  be  associated  with  an  increased 
incidence  of  mental  depression  Patients  with  a history  of  depression  should  be  carefully  observed.  Preexisting 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use  The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted  It  jaundice  develops  in  any  patient  receiving  estrogen,  the 
medication  should  be  discontinued  while  the  cause  is  investigated  Estrogens  should  be  used  with  care  In  patients 
with  impaired  liver  function,  renal  insufticlency,  metabolic  bone  diseases  associated  with  hypercalcemia,  or  in 
young  patients  in  whom  bone  growth  is  not  complete  If  concomitant  progestin  therapy  is  used,  potential  risks 
may  include  adverse  effects  on  carbohydrate  and  lipid  metabolism  ' 

■The  following  changes  may  be  expected  with  larger  doses  of  estrogen: 

a Increased  sultobromophthalein  retention  I 

b Increased  prothrombin  and  factors  VII,  VIII,  IX,  and  X:  decreased  antithrombin  3;  increased  nor-j 

epinephrine-induced  platelet  aggregability  ! 

c Increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormone,  as: 
measured  by  PBI,  T4  by  column,  or  T4  by  radioimmunoassay.  Free  T3  resin  uptake  is  decreased,  reflecting  the' 
elevated  TBG,  tree  T4  concentration  is  unaltered  i 

d Impaired  glucose  tolerance  | 

e Decreased  pregnanediol  excretion  i 

I Reduced  response  to  metyrapone  test 

g Reduced  serum  folate  concentration  ' 

h Increased  serum  triglyceride  and  phospholipid  concentration  As  a general  principle,  the  administration  oh 

any  drug  to  nursing  mothers  should  be  done  only  when  clearly  necessary  since  many  drugs  are  excreted  in  human] 
milk 

ADVERSE  REACTIONS:  The  following  have  been  reported  with  estrogenic  therapy,  including  oral  contraceptives , 
breakthrough  bleedmg,  spotting,  change  in  menstrual  flow,  dysmenorrhea:  premenstrual-like  syndrome: 
amenorrhea  during  and  after  treatment;  increase  in  size  of  uterine  libromyomata;  vaginal  candidiasis,  change  ir 
cervical  erosion  and  in  degree  of  cervical  secretion;  cystitls-like  syndrome,  tenderness,  enlargement,  secretior 
(ot  breasts);  nausea,  vomiting,  abdominal  cramps,  bloating;  cholestatic  jaundice;  chloasma  or  melasma  whicf, 
may  persist  when  drug  is  discontinued,  erythema  multiforme,  erythema  nodosum;  hemorrhagic  eruption;  loss  o'j 
scalp  hair;  hirsutism,  steepening  of  corneal  curvature;  intolerance  to  contact  lenses;  headache,  migraine; 
dizziness,  mental  depression,  chorea;  increase  or  decrease  in  weight;  reduced  carbohydrate  tolerance;  aggrava 
tion  of  porphyria,  edema;  changes  in  libido 

ACUTE  DVERODSAGE;  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females 

DOSAGE  AND  ADMINISTRATION: 

PREMARIN*  Brand  ol  conjugated  estrogens  tablets,  USP 

1 Given  cyclically  for  short-lerm  use  only  For  treatment  of  moderate  to  severe  vasomotor  ymptoms.  atrophii 
vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0  3 to  1 ,25  mg  or  more  daily)  Tne  lowest  dose  tba 
will  control  symptoms  should  be  choseo  and  medication  should  be  discontinued  as  promptly  as  possible 
Administration  should  be  cyclic  (eg.  three  weeks  on  and  one  week  oft).  Attempts  to  discontinue  or  tape 
medication  should  be  made  at  three-  to  six-month  intervals 

2 Given  cyclically  Female  castration  Osteoporosis  Female  castration— 1,25  mg  daily  cyclically  Adjus 
upward  or  downward  according  to  response  ol  the  patient  For  maintenance,  adjust  dosage  to  lowest  level  tha' 
will  provide  effective  control  Osteoporosis  —0  625  mg  daily.  Administration  should  be  cyclic  (eg,  three  week:, 
on  and  one  week  off) 

Patients  with  an  intact  uterus  should  be  monitored  for  signs  of  endometrial  cancer  and  appropriate  measure:) 
taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring  abnormal  vaginal  bleeding 
PREMARIN*  Brand  of  conjugated  estrogens  Vaginal  Cream 

Given  cyclically  lor  shorl-term  use  only.  For  treatment  of  atrophic  vaginitis  or  kraurosis  vulvae. 
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promptly  as  possible  i 

Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  off),  , 

Attempts  to  discontinue  or  taper  medication  should  be  made  at  three-to-six  month  intervals 
Usual  dosage  range  2 to  4 g daily,  intravaginally,  depending  on  the  severity  of  the  condition. 

Treated  patients  with  an  intact  uterus  should  be  monitored  closely  tor  signs  of  endometrial  cancer  an 
appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurrinji 
abnormal  vaginal  bleeding 
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Make  a note  of  our  new  date 

Tenth  Annual 


LifeFl^t 

Emergency  C2ire  Symposium 


March  1-4,  1987 

The  Westin  Galleria 
Houston,  Texas 

Plan  now  to  attend  Hermann  Hospital’s  Tenth 
Anniversary  Life  Flight  Emergency  Care  Sympo- 
sium, March  1-4,  1987. 

This  three -day  symposium  offers  classes  in  a broad 
range  of  subjects  dealing  with  prehospital  emer- 
gency care  and  emergency  center  care.  Innovative 
education  sessions  are  targeted  for  nurses,  para- 
medics, physicians,  EMTs,  safety  directors  and 
^ occupational  nurses. 
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Leaders  for  the  symposium  programs  are  staff  and 
faculty  from  Hermann  Hospital  and  The  University  of 
Texas  Medical  Center  at  Houston,  as  well  as  other 
emergency  medical  specialists. 

Hermann  Hospital  is  acknowledged  as  one  of  the  top 
shock/ trauma  centers  in  the  Southwest  and  Gulf 
Coast  regions.  Its  Life  Flight  emergency  air  transport 
program  is  the  busiest  in  the  country,  with  more  than 
25,000  missions  flown  in  its  10  years  of  operation. 

For  registration  materials,  contact  Libby 
Myers  or  Judy  Po-Chedley,  Life  Flight 
Symposium,  Hermann  Hospital, 

1203  Ross  Sterling  Ave.,  Houston, 

Texas  77030-1696,  or  call  (713)  797-4014. 
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fAedicme  and  the  luiw 


Preferred  provider  plans  and 
contracts  with  physicians 

On  June  4,  1986,  the  Texas  State  Board  of  Insurance  adopted 
rules  regulating  insurance  companies’  ‘preferred provider 
plan”  arrangements.  That  action  capped  two  years  of  exten- 
sive effort  by  insurers,  hospital  chains,  and  Texas  Medical 
Association  to  work  out  minimum  standards  for  preferred 
provider  plans  subject  to  the  Texas  Insurance  Code.  TMA’s 
efforts  included  administrative,  legislative,  and  judicial  ac- 
tion to  assure  that  any  plans  approved  by  the  insurance 
board  contained  adequate  safeguards  for  patients.  A sum- 
mary of  these  efforts  and  of  the  adopted  rides  setting  mini- 
mum requirements  for  insured  preferred  provider  plans 
follows. 

During  the  1985  legislative  session,  insurers  and  hospital 
chains  made  an  intensive  push  to  amend  the  Texas  Insurance 
Code  to  authorize  insurance  carriers  to  unrestrainedly  steer 
patients  to  contract  providers.  Texas  Medical  Association's 
efforts  to  include  patient  safeguards  were  unsuccessful,  result- 
ing in  the  defeat  of  the  preferred  provider  organization  bills.  At 
the  same  time,  insurers  sought  approval  of  preferred  provider 
plans  through  the  State  Board  of  Insurance.  The  State  Board  of 
Insurance  initially  approved  one  such  insurance  plan.  TMA 
challenged  that  approval  in  an  administrative  motion  for  re- 
hearing before  the  state  board  and  in  a suit  filed  in  state  dis- 
trict court.  Several  physicians,  hospitals,  health  maintenance 
organizations,  patients,  and  a union  joined  TMA  in  the  adminis- 
trative and  court  challenges. 

In  the  meantime,  the  state  board  issued  proposed  rules  on 
preferred  provider  plans.  In  response  to  TMA’s  vigorous  legal 
challenges,  the  board  withdrew  its  approval  of  the  preferred 
provider  plan,  and  set  a hearing  date  for  its  proposed  rules. 
TMA,  the  Texas  Public  and  Non-Profit  Hospital  Association,  the 
Children’s  Defense  Fund  (Texas),  and  the  United  Transpor- 
tation Association  ( Texas ) testified  in  opposition  to  the  pro- 
posed rules. 

As  a result  of  the  concerns  raised,  the  chairman  of  the  State 
Board  of  Insurance  appointed  a special  advisory  committee  of 
1 1 members  to  review  the  proposed  rules,  examine  the  safe- 
guards urged  by  TMA  and  others,  and  make  recommendations 
on  the  rules  to  the  state  board.  The  advisory  committee  pro- 
vided majority  and  minority  reports  to  the  board.  Negotiations 
continued.  Finally,  in  late  May  1986,  the  TMA  Emergenc7  Pol- 
icy' Board  agreed  to  support  a substantially  amended  draft  of 
the  state  board’s  preferred  provider  plan  rules. 


Medicine  and  the  Law  articles  are  intended  to  help  physician.s  understand  the 
law  by  providing  legal  information  on  selected  topics.  This  article  is  published 
with  the  understanding  that  TMA  is  not  engaged  in  providing  legal  advice  When 
dealing  with  specific  legal  matters,  readers  should  seek  assistance  from  their  own 
attorneys. 


llie  adopted  rules  comply  with  the  critical  elements  of  the 
policy  adopted  by  the  TMA  House  of  Delegates  in  May  1985 
on  preferred  provider  plans  ( 1 ).  The  TMA  Councils  on  Socio- 
economics and  Legislation  and  the  Executiv'e  Board  developed 
the  policy  in  1985,  and  the  TMA  Special  Task  Force  on  Con- 
tract Provider  Organizations  studied,  reviewed,  and  refined  it. 
The  Executive  Board  presented  the  ta.sk  force  report  to  the 
House  of  Delegates  at  the  1986  annual  meeting  (2). 

PPO  standards 

Significant  provisions  for  physicians  in  the  State  Board  of  Insur- 
ance preferred  provider  rules  as  they  apply  to  insurance  com- 
pany preferred  provider  plans  ( other  than  HMOs ) are  outlined 
below.  Regulation  references  are  to  28  Texas  Administrative 
Code  sections  3.3701  to  3.3705. 

1.  The  terms  and  conditions  of  the  contract  must  be  reason- 
^hle  provider  participation  may  not  be  withheld  unreason- 
ably. [3.3703(  1 )]  Insurers  may  not  arbitrarily  deny  participation 
in  their  preferred  provider  plans.  Insurers  must  have  reason- 
able standards  and  terms  for  determining  whether  a physician 
or  hospital  will  be  able  to  participate  as  a preferred  provider. 

2.  Insurers  must  contract  with  physicians  and  health  care 
providers  to  assure  that  adequate  personnel,  specialty  care, 
and  facilities  are  available.  (3. 3705  ) Insurers  may  not  offer  a 
preferred  provider  plan  in  a service  area  without  arranging  for 
an  adequate  number  of  physicians  and  hospitals  to  assure  ac- 
ce,ss  to  preferred  provider  insurance  benefits.  If  preferred  pro- 
viders are  not  reasonably  available,  reimbursement  must  be  at 
the  preferred  rate.  [3.3704(4)] 

3.  Physicians  seeking  to  contract  with  an  insurer's  preferred 
provider  plan  must  have  due  process.  The  review  mechanism 
must  involve  an  advisory'  physician  panel  of  not  less  than  three 
physicians  selected  by  the  insurer  from  a list  of  those  physi- 
cians contracting  with  the  insurer.  This  list  is  to  be  provided 
by  those  physicians  contracting  with  the  insurer  in  the  appli- 
cable service  area.  [3.3703(  1 )]  The  decision  to  preclude  a 
physician  from  becoming  a preferred  provider  must  be  made- 
in  a manner  that  employs  due  process,  with  an  advi.sory'  role 
by  a physician  panel.  I’his  role  is  similar  to  the  role  hospital 
medical  staffs  provide  to  hospital  governing  bodies  in  the  staff 
privileges  credentialing  review  and  recommendation  proce.ss. 
Due  process  contemplates:  (a)  a list  of  the  charges  or  a state- 
ment as  to  why  participation  in  the  plan  is  not  being  recom- 
mended, ( b ) adequate  notice  of  the  riglit  to  a hearing  and  a 
reasonable  opportunity'  to  prepare  for  a hearing,  ( c ) a fair  and 
objective  hearing  body  and  an  independent  hearing  pursuant 
to  established  rules,  ( d ) an  opportunity'  to  be  present  at  the 
hearing  and  hear  all  the  evidence  considered,  ( e ) an  oppor- 
tunity to  present  evidence  in  support  of  the  physicians’  right 

to  participate  in  the  plan  and  refute  evidence  to  the  con- 
trary, and  (f)  a decision  based  on  the  evidence  produced  at  the 
hearing  ( 3 ). 

4.  Complaint  resolution  shall  provide  for  reasonable  due 
process,  including  an  advisory'  role  by  a physician  panel  (se- 
lected per  3 ).  [3.37()5(  2 )]  Insurers  must  deal  with  complaints 
by  insured  patients,  physicians,  or  the  contracting  physician 
organization  in  a fair  manner.  An  advisory  physician  panel  must 
be  involved  in  this  process. 
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5.  Quality  assessment  must  be  performed  by  a physician 
panel  (selected  per  3)  [3-3705(3)] 

6.  fitilization  review  must  be  confirmed  by  a physician  or 
physicians  selected  by  the  insurer  from  among  a list  of  physi- 
cians contracting  with  the  insurer  ( selected  per  3 ).  No  correc- 
tive action  or  denial  of  payment  can  occur  until  such  con- 
firmation takes  place.  [3-3705(4)] 

7 Terms  and  conditions  of  the  contract  based  on  quality 
must  be  consistent  with  established  standards  of  care. 
[3-3703(2)] 

8.  Insureds  have  the  right  to  treatment  and  diagnostic  tech- 
nique as  prescribed  by  their  physicians.  [3.3705(  1 )] 

9-  No  “hold-harmless  ” clauses  in  favor  of  the  insurer  may  be 
included.  [3.3705(  5)]  ITiis  prohibits  the  insurer  from  shifting 
its  potential  liability  for  negligence  to  the  contracting  physi- 
cian. Potential  negligence  cases  involve  the  contracting  physi- 
cians’ adherence  to  the  preferred  provider  plan  policies 
limiting  hospitalization  without  prior  approval,  restricting  test- 
ing or  referrals,  and  imposing  other  administrative  controls 
that  can  affect  the  diagnosis  and  treatment  of  patients  ( 4 ). 

10.  Services  received  under  emergency  conditions  from 
nonpreferred  providers  must  be  reimbursed  at  the  preferred 
provider  rate,  where  such  services  are  not  otherwise  reason- 
ably available  to  the  insured.  [3  3704(4)] 

1 1 . The  basic  level  of  reimbursement,  excluding  a reason- 
able difference  in  deductibles,  may  not  be  more  than  30%  less 
than  the  higher  level  of  coverage  available  for  care  by  pre- 
ferred providers.  [3.3704(  1 )]  This  cap  is  designed  to  limit  the 
financial  incentive/penalty  that  can  be  used  to  steer  patients  to 
preferred  providers.  ITiis  limit  and  the  requirement  that  physi- 
cians seeking  to  contract  with  an  insurer  offering  a preferred 
provider  plan  must  be  treated  in  a fair,  due  process-like  man- 
ner, helps  preserve  the  patient’s  ability  to  freely  choose  his  or 
her  own  physician. 

12.  Within  a given  service  area,  the  basic  level  of  coverage 
must  be  reasonably  consistent  with  the  insurer’s  other  health 
insurance  policies  in  the  service  area  that  do  not  provide  for  a 
preferred  level  of  coverage.  [3  3704(3 )]  ITiis  provision  permits 
insurers  to  offer  bonus  coverage  to  insured  patients  who  uti- 
lize preferred  providers,  but  not  to  penalize  insured  patients. 
Thus,  the  nonpreferred  provider  coverage  cannot  be  lower 
than  the  traditional  insurance  policy  coverage  offered  by  the 
insurer  in  the  service  area. 

1 3 Exclusive  preferred  provider  contracts  are  prohibited. 

[3. 3703(2)]  The  insurer  cannot  prevent  the  contracting  physi- 
cian from  contracting  with  other  insurers,  HMOs,  PPOs,  or 
other  entities. 

14.  Insurers  may  not  require  physicians  to  pay  for  hospital, 
laboratory,  x-ray,  or  other  similar  charges  that  are  determined 
by  the  insurer  to  be  “unnecessary.”  [3  3703(2 )]  Such  a financ- 
ing requirement  could  disrupt  the  physician-patient  relation- 
ship and  prevent  physicians  from  recommending  the  best 
course  of  treatment  and  diagnostic  technique  for  their  pa- 
tients. Hence,  it  is  prohibited  in  these  rules. 

1 5.  Insurers  may  not  require  the  practitioner  to  bear  the 
expense  of  each  referral  to  specialty  care  in  or  out  of  the 
preferred  provider  panel.  [3- 3703(3)] 

16.  Insurers  may  not  contract  with  hospitals  that  condition 


staff  membership  or  privileges  on  the  practitioner’s  preferred 
provider  status.  [3- 370  3(3)]  This  provision  will  help  prevent 
hospitals  from  negotiating  terms  on  behalf  of  physician  medi- 
cal staff  members.  Physician  medical  staff  members  can  work 
out  their  own  arrangements  with  the  insurers. 

17.  The  insurer  must  notify  all  practitioners  in  a geographic 
area  of  their  opportunity'  to  participate  in  writing  or  by  pub- 
lication. [3.3703(  1 )]  This  notification  helps  ensure  that  all  phy- 
sicians are  aware  of  opportunities  to  contract  with  insurers  in 

a service  area. 

18.  Insurers  may  not  reward  practitioners  for  refraining 
from  either  referring  patients  to  a specialist  or  treating  a par- 
ticular condition.  [3- 3703(3)] 

19.  Physicians  may  refer  insured  patients  to  other  than  pre- 
ferred providers,  but  they  also  must  advise  the  insured  that  a 
different  indemnity  schedule  may  apply.  [3- 3704(4)] 

20.  Payment  for  services  to  preferred  and  nonpreferred  pro- 
viders must  be  prompt  and  efficient.  [3- 3704(7)] 

2 1 . Limitations  on  access  to  specialists  are  restricted.  Insur- 
ers may  not  require  that  a practitioner  in  another  class  or  in  a 
subspecialty  within  the  same  class  refer  a patient  to  another 
specialist  in  order  to  have  the  preferred  level  coverage. 
[3.3703(  3 )]  Patients  are  free  to  choose  whom  they  will  see  on 
the  preferred  provider  plan  list  of  participating  physicians 
without  referral  by  a restricted  group  of  practitioners.  Physi- 
cians may  influence  referrals  through  normal  referral  patterns 
and  self-imposed  practice  restrictions. 

22.  ITie  policty  and  promotional  material  must  clearly  de- 
scribe the  difference  between  utilization  of  preferred  and  non- 
preferred providers.  [3  3704(5)] 

23.  The  insurer  must  make  an  effort  to  have  a mix  of  institu- 
tional providers,  including  for-profit,  nonprofit,  and  tax- 
supported  institutions.  [3. 3704(8)] 

24.  Teaching  hospitals  and  hospitals  in  which  care  for  indi- 
gents and/or  uninsureds  is  a significant  percentage  of  their 
overall  services  must  receive  special  consideration  in  contract- 
ing. [3. 3704(8)]  This  requirement  assures  that  those  hospitals 
that  provide  substantial  uncompensated  care  will  not  lose  their 
paying  patient  base,  which  helps  cover  the  costs  of  uncompen- 
sated care. 

25.  Physicians  and  patients  have  standing  to  complain  to  the 
State  Board  of  Insurance  against  insurers  who  do  not  meet 
regulatory  requirements  (unfair  claims  practices).  [3  3703(3)] 
Previously,  only  insured  patients  could  complain  to  the  State 
Board  of  Insurance,  because  physicians  had  no  contract  with 
the  insurer.  Now,  contracting  physicians  may  request  the  state 
board’s  review  of  insurer  practices  not  meeting  regulatory 
requirements. 

Conclusion 

Physicians  reviewing  preferred  provider  plan  contracts  with 
insurance  companies  may  find  the  above  outline  a useful 
checklist.  Remember,  these  are  minimum  requirements,  which 
should  help  reduce  negotiating  time  on  these  points.  Other 
provisions  in  the  contract,  such  as  how  allowable  fees  will  be 
determined  and  the  procedures  for  any  required  preapproval 
or  concurrent  review,  need  careful  review.  The  physician  is 
well  advised  to  seek  legal  consultation  before  signing  any  pre- 
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ferred  provider  contract.  Attorneys  in  this  office  are  available  to 
consult  with  the  physician  member’s  local  attorney.  ITiis  office- 
will  endeavor  to  keep  member  physicians  informed  of  signifi 
cant  trends  and  pitfalls  in  preferred  provider  arrangements. 

DONALD  P.  “ROCKA  ’ WILCOX,  JD 

TMA  General  Counsel 
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Accounts  Receivable: 

I.C.  System,  Inc. 

When  the  problem  is  uncollected  debts,  the  prescription  is  I.C.  System. 

If  your  medical  practice  is  suffering  from  a case  of  delinquent  accounts, 
call  in  the  specialist  for  help:  I.C.  System.  This  company  understands  the 
special  collections  needs  of  health  care  professionals.  I.C.  System 
provides  effective  collection  services  while  remaining  sensitive  to  the 
unique  doctor/patient  relationship. 

The  Texas  Medical  Association  began  endorsing  I.C.  System  in  February 
1983.  Since  then,  I.C.  System  has  recovered  $8,825,000  in  overdue 
accounts  for  Texas  Medical  Association  members.  Presently,  almost 
2,500  members  have  enrolled  in  the  System  and  are  benefiting  from  this 
vigorous  collection  program. 

As  a member  of  the  Association,  you  are  eligible  for  this  service.  So,  if 
you  want  to  bring  your  accounts  receivables  under  control,  arrange  to 
enroll  in  I.C.  System's  easy-to-use  program.  For  more  information,  just 
return  the  form  below. 

If  you  are  already  using  I.C.  System's  program,  here's  how  to  get  the 
most  value  from  it.  Refer  your  delinquent  accounts  to  I.C.  System  within 
60  to  90  days  after  they  become  due.  The  more  promptly  you  do  this,  the 
more  money  you  will  recover. 

To  keep  your  practice  financially  healthy,  consult  with  I.C.  System. 


Tell  me  more  about  this  program  endorsed  by  the  Texas  Medical 
Association. 

Practice  

Address 

City  State Zip Phone 

Send  to:  I.C.  System,  Inc. 

444  East  Highway  96 
P.O.  Box  64444 

St.  Paul,  Minnesota  55164-0444 
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Practice  fAciruigement 


Back  office  can  cost  MD 
precious  time  and  energy 

A prominent  physician  once  told  me  that  he  approached  his 
back  office  as  he  approached  his  bedroom — reluctantly,  often 
impulsively,  and  usually  in  the  dark.  One  of  the  least  examined 
areas  of  the  medical  practice  is  the  activities  in  the  back  office. 

Our  studies  of  the  activities,  motions,  patient  flow,  and  com- 
munications patterns  of  many  practices  have  shown  us  signifi- 
cant time  losses  and  needlessly  spent  energy,  with  direct 
effects  on  productivity  . 

The  following  suggestions  assume  that  the  phy  sician  wishes 
to  maintain  a satisfactory  flow  of  patient  contacts,  with  as  little 
“down”  time  as  possible.  Also,  we  are  interested  in  conserving 
the  physician's  energy-effort  expenditure — and  that  of  the 
back  office  personnel. 

— Don’t  have  patients  waiting  in  back  office  areas.  They  are 
seeing  too  much.  They  may  expect  to  be  able  to  converse  with 
physicians  or  nurses.  They  don’t  like  being  shuttled  from  re- 
eeption  room  to  back  office  waiting  area  to  examination  room. 
They  get  in  the  way. 

— Have  examination  rooms  in  a smooth  flow.  Don’t  have 
your  consulting  room  in  the  middle  of  two,  three,  or  four 
examination  rooms.  You  will  overuse  the  consulting  room  or 
you  will  waste  steps  walking  past  the  consulting  room,  which 
should  be  at  one  end  or  another  of  your  examination  rooms 
layout. 

— Try  to  make  the  examination  room  work.  Most  physicians 
are  finding  that  their  entire  patient  contact  can  take  place  in 
the  examination  room.  Don’t  overuse  the  consulting  room. 
Patients  don’t  expect  it;  it  slows  you  down  and  may  involve 
you  in  redundant  conversation.  The  biggest  time-wasting  flow 
is;  ( 1 ) the  meeting  with  the  patient  in  the  consulting  room, 
followed  by  (2 ) the  examination  in  the  examination  room, 
followed  by  ( 3 ) the  “results”  session  in  the  consulting  room. 
You  may  think  the  patient  is  getting  more  personal  service,  but 
in  fact  he  or  she  is  being  made  to  wait  for  you  not  once,  but 
three  times! 

— Don’t  be  interrupted.  One  of  our  studies  of  a derma- 
tologist’s practice  indicated,  on  the  average,  that  each  patient- 
physician  contact  was  interrupted  three  to  four  times  by 
phone  calls.  It’s  rude  to  the  patient  and  it  slows  you  down. 

Most  calls  can  be  held  for  a call-back. 

— Try'  to  make  the  examination  room  as  small  as  possible. 
Save  steps;  be  able  to  reach  most  things  you  require  for  exam- 
ining the  patient.  Choose  more  examination  rooms  rather  than 
a few  large  ones.  Have  reading  matter  on  hand  for  patients  .so 
their  waiting  time  doesn’t  drag  in  the  examination  room. 

I — Observe  the  40-inch  rule.  Most  things  used  most  of  the 
time  in  the  examination  room  should  be  within  40  inches  ( or 
your  reach  capability ) of  where  you  are  usually  located  when 


1 This  article  has  appeared  in  the  LACMA  Physician,  journal  of  the  Los 
Angeles  County  Medical  Society,  and  is  reprinted  with  permission. 


working  with  the  patient.  I’his  means  lights  and  light  switches, 
instruments,  dre.ssings,  gloves,  depressors,  towels,  medications, 
and  maybe  the  wash  basin.  Don’t  walk  when  you  can  reach 

— Keep  cabinets  within  reach.  Wall  cabinets  that  hold  fre- 
quently used  supplies  should  not  necessarily  be  located  flush 
to  the  ceiling.  Sometimes  they  should  be  lowered  for  easier 
access  by  you  and  your  aides. 

— Have  a minimum  of  three  examination  rooms.  If  you  leave 
Room  1,  and  the  patient  in  Room  2 is  handled  quickly,  the 
patient  in  Room  1 may  still  be  dressing  or  grooming.  You  arc- 
stopped  if  you  don’t  have  a third  examination  room  with  a 
readied  patient. 

— Have  a work  station.  Rather  than  a traditional  nurse’s  sta- 
tion, there  could  be  a working  surface  within  the  flow  of  the 
back  office — out  in  the  open — with  two  phones,  one  for  the 
doctor  and  one  for  the  nurse. 

A good  work  station  can  be  used  by  the  doctor  as  well  as  the 
nurse  for  most  call-backs,  calls  from  other  physicians,  writing 
of  quick  notes,  hospital  contacts,  quick  conferences  with 
nurses  and/or  colleagues,  and  dictation. 

— Set  up  a communications  system.  It  is  good  to  have  some 
sort  of  signaling  device  (pull-out  flags,  discs,  lights)  that  indi- 
cates who’s  in  the  examination  room — patient,  doctor,  or 
nurse.  Also,  some  sort  of  system,  such  as  a buzzer,  to  call  a 
nurse  or  technician,  generally  helps  to  reduce  physician  down- 
time. 

— Don’t  “lose”  the  nurse.  Many  doctors  complain  that  their 
nurse  “is  not  there  when  I need  her.”  Usually,  these  physicians 
have  not  properly  integrated  the  nurse  into  their  work  pat- 
terns and  preferences.  Sometimes  the  nurse  is  being  un- 
necessarily interrupted  to  handle  tasks  (patient  phone  calls, 
hospitals,  pharmacies,  laboratories ) that  could  be  deferred  for 
a few  minutes. 

— Arrange  for  a break  time.  Some  practitioners  actually  im- 
prove their  patient  contact  flows  by  scheduling  a break  of 
about  15  — 20  minutes  every  90  minutes.  The  physician  and 
nurse  u.se  this  time  to  do  their  call  backs,  chart  review,  and 
communication  with  others  in  the  practice.  In  this  way,  patient 
contact  time  can  be  maximized  becau.se  there  is  less  interrup 
tion.  In  addition,  a helpful  change  of  pace  from  “hands-on” 
medicine  is  built  into  the  busy  practice  day. 

GEORGE  S.  CONOMIKES 

President,  Conomikes  A.ssociatcs,  Inc,  -t2"’0  Promenade  Way,  Marina  del  Key,  CA 
90292. 
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AND  ONLYauo  leasing  company  endorsed 
by  both  the  Texas  Medical  Association  and  the 
Tarrant  County  Medical  Society,  with  good  reason. 
Call  our  toll-free  number  for  more  information. 

1-800-442-6158 


TRANS-TEXAS  LEASING 

9330  LBJ  Frwy,  Suite  635 
Dallas,  TX  75243 

1-214-699-9494 
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Greenville  Medical  Tower 


□ Medical/Dental  space 
available 

□ Tenant  Owned 

□ Six  story  contemporary  design 

□ All  covered  parking 
(one  space  to  150  sq.ft, 
office  space) 

□ Convenient  location  in 
Presbyterian  Hospital  area 

□ Outpatient  Surgery  Center 
owned  by  practicing 
physicians  in  joint  venture 
with  Surgical  Care  Affiliates 


7150  Greenville  Avenue 
Dallas,  Texas  75231 


For  more  information  on  potential 
occupancy,  please  call 

(214)691-9266. 


Dx:  recurrent  herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 


HeRpecin-a? 


“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  ddS,  MN 

“HERPECIN-L'^.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Texas  HER^^ECIN-L  is  available  at  all  Revco 
Drug  Stores  and  other  select  pharmacies. 


X^eaths 


F.  Barbee 

Fred  Barbee,  MD,  a Copperas  Cove  family  physician,  died  May  3, 
1986,  at  age  59. 

Dr  Barbee  was  born  in  Quinlan,  Tex,  and  attended  Sam 
Houston  State  University  in  Huntsville.  In  1953  he  received  his 
medical  degree  from  'Hie  University  of  Texas  Medical  Branch 
at  Galveston.  After  an  internship  at  John  Peter  Smith  Hos- 
pital in  Fort  Worth,  Dr  Barbee  began  practicing  medicine  in 
Copperas  Cove. 

During  World  War  11,  he  served  in  the  US  Navy. 

Surviving  family  members  include  Dr  Barbee’s  wife,  Frances 
Jane  Barbee,  and  son,  Warren  Edward  Barbee,  both  of  (Cop- 
peras Cove;  daughters,  Barbara  Mixon,  Copperas  Cove,  and 
Jan  Lea  Caldwell,  Joshua,  Tex;  sisters,  Evelyn  Rambo,  Virginia 
Bagby,  and  Lillian  Williams,  all  of  Huntsville;  Ann  Williams, 
Rockwall,  Tex;  and  Vern  Treadwell  and  Betty  Bagby,  both  of 
Humble;  and  brothers.  Bill  Barbee,  Huntsville,  and  Herbert 
Barbee,  San  Antonio. 

E.F.  Bell,  Jr 

Exter  Frank  Bell,  Jr,  MD,  63,  a psychiatrist  and  medical  director 
of  the  Gulf  Bend  Mental  Health  Mental  Retardation  Center  in 
Victoria,  died  May  29,  1986. 

Born  in  Beaumont,  Tex,  Dr  Bell  received  his  premedical 
education  at  The  University  of  Texas  at  Austin.  In  1946  he  was 
graduated  from  the  University  of  Tennessee  Medical  School  in 
Memphis.  His  internship  was  at  Jefferson  Davis  Hospital  in 
Houston;  his  residencies  were  at  Bay  lor- VA  Hospital  in  Hous- 
ton and  at  Johns  Hopkins  University  in  Baltimore.  Dr  Bell  be- 
gan a private  practice  of  psychiatry  in  Houston  in  1958.  In 
1975  he  became  the  superintendent  of  the  Middle  Tennessee 
Mental  Health  Institute  in  Nashville  and  a year  later  moved  to 
Rusk,  Tex,  to  become  clinical  director  at  the  Rusk  State  Hospi- 
tal. During  1979-1983  Dr  Bell  served  in  the  US  Army.  He  was 
chief  of  the  psychiatry  department  at  the  Army  Regional  Medi- 
cal Center  in  Landstuhl,  Germany;  chief  of  the  consultation/ 
liaison  service  at  William  Beaumont  Hospital  in  El  Paso,  Tex; 
and  chief  of  the  psychiatric  service  at  Tripler  Army  Hospital  in 
Honolulu.  Before  moving  to  Victoria  in  1985  he  served  as 
director  of  adult  psychiatry  services  at  the  Austin  State  Hospital. 

Surviving  family  members  include  his  wife,  Mary  Beth  Cam- 
eron Bell,  Victoria;  daughters,  Linda  Lewis,  Houston,  and  Leslie 
Horton,  Vicksburg,  Miss;  mother,  Anna  Mae  Bell,  Weslaco,  Tex; 

7^  and  four  grandchildren. 


W.S.  Derrick 

William  S.  Derrick,  MD,  retired  head  of  the  department  of 
anesthesiology  at  M.D.  Anderson  Hospital  and  Tumor  Institute, 
died  May  25,  1986.  He  was  70. 

Born  in  Millville,  Pa,  Dr  Derrick  received  his  medical  degree 
from  George  Washington  University.  Eollowing  an  internship  at 
Allegheny  General  Hospital  in  Pittsburgh,  and  a fellowship  in 
surgery  at  the  Cleveland  (Ohio)  Clinic,  he  served  a residency 
in  anesthesiology  at  Walter  Reed  General  Hospital  in  Washing- 
ton, DC,  where  he  became  chief  of  anesthesiology.  Dr  Derrick 
was  an  associate  in  anesthesiology  at  Harvard  University  Medi- 
cal School  and  also  was  head  of  anesthesiology  at  Peter  Bend 
Brigham  Hospital  in  Boston.  In  1954  he  joined  the  staff  of  M.D. 


Anderson  Hospital  as  head  of  the  department  of  anesthesiology, 
a position  he  held  until  his  retirement  in  1977.  Dr  Derrick  was 
professor  of  anesthesiology'  at  The  University  of  Texas  Medical 
School  at  Houston,  a consultant  at  St  Joseph  Hospital,  and  a 
visiting  member  of  the  graduate  faculty  at  Texas  A&M  Univer- 
sity. He  retired  as  major  in  the  US  Army  Medical  Corps  in  1946. 

Dr  Derrick  received  the  George  Washington  University 
Alumni  Achievement  Award  in  1957,  an  MIT  Scholarship 
Award  in  1 960,  an  award  for  service  as  a trustee  of  the  Ameri- 
can Society  of  Inhalation  Fherapists  in  1972,  and  the  UT  M.D. 
Anderson  Distinguished  Service  Award  in  1978.  He  served  si- 
multaneously as  president  of  the  New  England  Society  of  Anes- 
thesiologists and  the  Southern  Society  of  Anesthesiologists. 

He  is  survived  by  his  wife,  Alice  Cowing  Derrick;  daughter, 
Lynn  Sheldon  Derrick;  and  son  and  daughter-in-law,  Bruce 
William  and  Elise  Vaughn  Derrick,  all  of  Houston;  sister,  Joanne 
Derrick  Supplee,  and  brother,  Daniel  Derrick,  both  of  Maryland. 

G.D.  Ford 

G.  David  Ford,  MD,  64,  a La  Marque  pediatrician,  died  May  14, 
1986. 

Dr  Ford,  a native  of  Dayton,  Tex,  was  a 1944  graduate  of 
Southern  Methodist  University  in  Dallas  and  a 1947  graduate  of 
ITie  University  of  Texas  Medical  Branch  at  Galveston.  He  re- 
mained in  Galveston  for  an  internship  and  residency  at  John 
Sealy  Hospital  and  to  practice  pediatrics  until  1953,  when  he 
moved  to  La  Marque.  In  addition  to  a private  practice  of  pedi- 
atrics, Dr  Ford  served  with  the  US  Public  Health  Service  Hospi- 
tal until  his  disability  retirement  in  1982. 

He  is  survived  by  his  wife,  Betty  Lou  Ford,  La  Marque;  son, 
Kerry  Ford,  MD,  Waco;  daughter,  Gail  Ford-White,  Houston; 
mother,  Ella  Fay  Ford,  and  brother,  M.W.  Ford,  Jr,  both  of 
Dayton;  sisters,  Allene  Ford,  Houston,  and  Boonie  Ford,  Aurora, 
Colo;  and  four  grandchildren. 

JA.  Hanna,  Jr 

Jefferson  A.  Hanna,  Jr,  MD,  Beaumont,  died  May  15,  1986.  Dr 
Hanna  was  an  obstetrician-gynecologist. 

He  was  born  in  Memphis,  Tenn,  and  attended  Tulane  Univer- 
sity in  New'  Orleans.  In  1958  he  was  graduated  from  the  Uni- 
versity of  Tennessee  Medical  School.  His  internship  and 
residency  were  at  the  City  of  Memphis  Hospital.  During 
1963- 1966,  Dr  Hanna  served  in  the  US  Air  Force  in  Germany. 
Following  military  service  he  practiced  in  Big  Spring,  Tex,  for 
two  years  before  moving  to  Beaumont  in  1969. 

Surviving  Dr  Hanna  are  his  wife,  Martha  Hanna,  Beaumont; 
daughter,  Marta  Bott,  Houston;  sons.  Jay  A.  Hanna,  Austin,  and 
Trent  Hanna,  Beaumont;  and  mother.  Perry  R.  Hanna,  Memphis. 

F.R.  Herbst 

Frances  Rugeley  Herbst,  MD,  50,  a Victoria  physician  specializ-  | 
ing  in  internal  medicine,  died  May  1,  1986. 

Dr  Herbst  was  born  in  Galveston  and  received  her  pre- 
medical education  at  The  University  of  Texas  at  Austin.  In 
1 960  she  was  graduated  from  The  University  of  Texas  Medical 
Branch  at  Galveston  and  then  completed  an  internship  and 
residency  at  John  Sealy  Hospital.  She  moved  to  Victoria,  where 
she  served  for  several  years  as  medical  director  of  the  Gulf 
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Bend  Mental  Health  Mental  Retardation  Center  before  entering 
private  praetice. 

Survivors  include  her  husband,  Walter  E.  Herbst,  MD,  Vic- 
toria; daughter,  Karen  Lenore  Herbst,  Austin;  sons,  Thomas 
Rugeley  Herbst,  Austin,  and  Frank  Lewis  Herbst,  Victoria;  sister, 
BetU’  Hale,  Woodville,  Tex;  brothers,  Frank  Robert  Rugeley,  Jr, 
London;  Dudley  Rugeley,  Anchorage,  Alaska;  Charles  Rugeley, 
Wharton,  Tex;  and  Terry  Rugeley,  Houston;  and  stepmother, 
Theresa  Rugeley,  Wharton. 

P.R.  Meyer 

Paul  R,  Meyer,  MD,  80,  died  May  1 1,  1986.  Dr  Meyer  was  a 
longtime  Port  Arthur  pediatrician. 

Born  in  Jennings,  La,  he  was  a 1927  graduate  of  Tulane 
University'  School  of  Medicine.  Upon  graduation,  he  completed 
a year  of  general  residency  in  New  Orleans  and  entered  a 
pediatric  residency'  at  Milwaukee  Children’s  Hospital.  He 
moved  to  Port  Arthur  in  1930  to  establish  a pediatrics  practice. 

Active  in  the  Texas  Medical  Association,  Dr  Meyer  served  as 
councilor  for  District  10,  as  well  as  the  association  s vice- 
president,  and  as  a member  and  chairman  of  the  board  of 
trustees.  In  May  1985  he  received  the  association's  highest 
honor,  the  Distinguished  Service  Award.  He  also  served  as 
president  of  the  Texas  Pediatric  Society'  and  the  Jefferson 
County'  Medical  Society’ 

Surv  iving  family  members  include  his  wife,  Evelyn  Meyer, 
Port  Arthur;  and  sons,  Paul  Meyer,  Jr,  MD,  Chicago,  and  Lynn  D. 
Meyer,  Port  Arthur. 

G.E.  Moffitt 

Gordon  Earl  Moffitt,  MD,  a Lake  Jackson  family  physician,  died 
April  19,  1986,  at  age  51. 

Dr  Moffitt,  a native  of  Wolfe  County,  Kentucky',  received  a 
bachelor  of  science  degree  from  Anderson  ( Ind ) College.  In 
1964  he  received  a medical  degree  from  Baylor  College  of 
Medicine.  After  an  internship  at  Hermann  Hospital  in  Houston, 
Dr  Moffitt  practiced  in  Sweeny,  Tex.  He  then  served  in  the  US 
Navy  Reserv  e before  moving  to  Lake  Jackson.  In  1976  Dr 
Moffitt  became  the  medical  director  at  Southwest  Texas  State 
I'niversity'  in  San  Marcos.  He  served  in  that  capacity  until 
1980.  He  returned  to  Lake  Jackson  in  1983 
He  is  survived  by  his  sons,  Mike  Moffitt,  Lake  Jackson;  and 
I Marc  Moffitt,  San  Antonio;  daughters,  Laura  Russ,  Hearne,  Tex, 
j and  Lisa  Moffitt,  Dallas;  and  three  grandsons. 

I M.S.  Ragland 

I Madison  Scott  Ragland,  MD,  81,  a Gilmer  physician,  died  April 
I 30,  1986.  Dr  Ragland  was  a family  physician  for  55  years  be- 
1 fore  retiring  in  June  1985. 

j He  was  born  in  Gilmer  and  attended  Baylor  LJniversity’  in 
' Waco.  In  1928  he  received  his  medical  degree  from  Baylor 
j College  of  Medicine.  After  an  internship  at  City  Hospital  in  St 
I Louis,  Dr  Ragland  returned  to  Gilmer  to  practice  with  his 
: father,  T.S.  Ragland,  MD.  He  was  joined  later  by  his  brother, 
Hugh  M.  Ragland,  MD,  and  the  three  doctors  opened  Ragland 
Hospital,  which  later  became  Gilmer  Hospital,  Inc. 

Dr  Ragland  is  survived  by  his  son,  James  M.  Ragland, 
Mandeville,  La;  daughters,  Mary  Ann  Patterson,  Gilmer,  and 


Sarah  Jackson,  Nacogdoches;  sisters,  Cecile  Ragland,  Gilmer, 
and  Mrs  Curtis  Fenley,  Lufkin,  Tex;  and  eight  grandchildren. 

T.E.  Walkup 

Thomas  Edward  Walkup,  MD,  a Palestine  family  physician,  died 
May  14,  1986.  He  was  62. 

Dr  Walkup,  a native  of  Saratoga,  Ark,  was  a 1949  graduate  of 
Harding  College  in  Searcy,  Ark,  and  a 1953  graduate  of  South- 
western Medical  School  in  Dallas.  After  an  internship  at  City 
Ho.spital  in  Akron,  Ohio,  and  a residency  at  Wichita  Gen- 
eral Hospital  in  Wichita  Falls,  he  practiced  in  Neosho,  Mo, 
for  two  years.  In  1956  he  moved  to  Palestine  to  establish  a 
practice. 

Dr  Walkup  is  survived  by  his  wife,  Gladys  Walkup,  Palestine; 
sons,  Henry’  C.  Walkup,  Dallas;  Robert  E.  Walkup,  PhD,  Os- 
sining, NY;  Samuel  W.  Walkup,  San  Antonio,  Tex;  and  Capt 
James  C.  Walkup,  Lubbock,  Tex;  four  sisters;  and  one 
grandchild. 

E.  Zax 

Emile  Zax,  MD,  an  honorary  member  of  Texas  Medical  Associa- 
tion, died  May  13,  1986.  He  was  79. 

Dr  Zax,  a Houston  native,  practiced  medicine  there  from 
1934  until  his  retirement  in  1976.  He  was  a 1927  graduate  of 
Rice  University  and  a 1931  graduate  of  The  University  of  Texas 
Medical  Branch  at  Galveston.  After  an  internship  at  Michael 
Reese  Ho.spital  in  Chicago,  Dr  Zax  returned  to  Houston, 

Surviving  family  members  include  his  wife,  Bayla  Zax,  Hous- 
ton; son,  Steven  Zax,  MD,  Los  Angeles;  daughter,  Emily  Toro, 
Houston;  and  three  grandchidren. 
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IN  MEMORIAM 

RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


F.  BARBEE 

Copperas  Cove,  1926-1986 

E. F.  BELL,  JR 
Victoria,  1922-1986 

W.S.  DERRICK 
Houston,  1916-1986 

G. D.  FORD 

La  Marque,  1921-1986 

J.A.  HANNA,  JR 
Beaumont,  1934-1986 

F. R.  HERBST 
Victoria,  1935-1986 


P.R.  MEYER 

Port  Arthur,  1905-1986 

G.E.  MOFFITT 

Lake  Jackson,  1934-1986 

M.S.  RAGLAND 
Gilmer,  1905-1986 

T.E.  WALKUP 
Palestine,  1923-1986 

E.  ZAX 

Houston,  1906-1986 


The  Memorial  Library  of  the  Texas  Medical 
Association  stands  as  a permanent  memorial 
to  physicians  who  have  served  their  patients, 
their  profession,  and  the  people  of  Texas. 

The  Friends  of  the  TMA  Memorial  Library 
is  an  organization  dedicated  to  enhancing  the 
Library  collection  through  support  by  individ- 
uals. Funds  for  this  organization  are  raised 
through  membership  recruitment  and  memo- 


rial donations  and  are  added  to  the  Texas  Me- 
morial Medical  Library  Fund. 

Contributions  to  the  Texas  Memorial  Medi- 
cal Library  Fund  provide  a valuable  support 
function  to  the  Memorial  Library  which  offers 
a full  range  of  medical  reference  and  audio- 
visual services  to  TMA  members  through- 
out the  state. 


THE  FRIENDS  OF  THE  TMA  MEMORIAL  LIBRARY  FUND 
1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


ANNUAL  MEMBERSHIP  ENROLLMENT  HONOR  AND  MEMORIAL  GIFTS 

I wish  to  become  enrolled  as  a Friend.  □ In  memory  of  □ In  honor  of 

□ Student  $ 5.00  □ Patron  $ 100.00 

name 

□ Sustaining  $15.00  □ Life  $1,000.00 

□ Subscribing  $25.00  OCCASION 

NAME PLEASE  NOTIFY: 

ADDRESS 

CITY/STATE/ZIP 
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equation  equals  the  total  number  of  staff  members  in 
your  profession;!!  practice  or  cor|!oration.  Subtract 
from  that  number  all  but  one  staff  member  — yourself 

Vkfiat  do  you  get?  Freedom.  Freedom  from  the 
expense  and  bother  of  personnel-related 
;idministrative  chores. 

Freedom  to  design  a benefits  and  retirement 
package  which  best  fits  your  oivti  needs,  without 
the  financial  and  administrative  burden  of  supplying 
like  coverage  for  every  member  of  your  staff. 

Freedom  to  offer  your  staff ‘‘large  corporation" 
benefits,  even  if  your  professional  practice  or  company 
is  modest  in  size. 

The  equation  can  work  for  you,  through  the  services 
of  Staff  Leasing,  Inc.  The  concept  is  simple.  Our 
company  hires  your  employees  and  leases  them  back 
to  you.  Your  office  routine  remains  unchanged,  except 
that  Staff  Leasing,  Inc.  handles  all  facets  of  personnel 
administration.  We  assume  responsibility  for  payroll 
and  related  accounting,  make  all  employer  contributions 
to  taxes  and  insurance  on  behalf  of  employees,  and 
manage  the  withholding  and  deposit  of  all  employee 
payroll  deductions. 

Because  a large  number  of  men  and  women  are 
employed  by  Staff  Leasing,  Inc.,  our  company  can 
provide  a package  of  employee  benefits  second  to 
none.  Your  staff  will  enjoy  group  medical  insurance, 
including  maternity  benefits;  group  dental  insurance; 
group  life  insurance;  a sound  retirement  plan; 
professional  liability  insurance;  worker’s  compensation 
insurance;  and  more. 

Stafif  leasing  is  also  a recognized  and  approved 
solution  to  the  afilliated  service  group 
problem  presented  by  Internal  Revenue  Code 
Section  4l4(m). 

Staff  Leasing,  Inc.  is  not  an  employment  agency. 

We  simply  make  it  easier  for  you  to  operate  your 
professional  practice  or  corporation  with  existing 
staff.  Or  we  staff  your  office  with  new  employees, 
subject  to  your  approval. 

Freedom.  It’s  writing  one  check  a month  and  letting 
Staff  Leasing,  Inc.  do  the  rest. 

Let  us  work  out  a staff  leasing  plan  for  you.  It 
adds  up  to  a better  way  of  doing  business. 


Texas  office: 

Staff  Leasing,  Inc. 
7557  Rambler  Road, 
Suite  610 

Dallas,  Texas  75231 
(214)  696-0808 


Oklahoma  office: 

Staff  Leasing,  Inc. 

I’.O.  Box  12373 

Oklahoma  City,  Oklahoma  73157 
(405)  94.3-3310 


November  14-15,  1986 
La  Mansion  del  Rio 
San  Antonio,  Texas 


An  Educational  Conference 
presented  by 
The  Diabetes  Center  of  Excellence 
at  Humana  Hospital-San  Antonio 

Sherwyn  Schwartz,  M.D. 

Course  Director 

This  program  is  designed  for  any 
physician  who  cares  for  patients 
with  diabetes  mellitus  and  its 
complications. 

A nationally  known  faculty, 
including  David  Nathan,  M.D.,  Julio 
Santiago,  M.D.,  and  Jay  Skyler,  M.D., 
will  address  the  current  trends  as 
well  as  future  modalities  in  the 
treatment  and  prevention  of  diabetes. 
Appropriate  approaches  in  the 
management  of  complications  in 
diabetic  patients  will  also 
be  explored. 

Continuing  medical  education  credit 
will  be  available. 


For  registration 
information, 
please  contact: 
The  Diabetes  Center  of  Excellence 

+luiiiaiia  Hospital  - San  Antonio 

8026  Flq/d  Curl  Drive 
San  Antonio,  Texas  78229 
(512)  692-3545 
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Medicine  in  Literature  is  a randomly  selected  sample  of 
medical  texts  recently  purchased  by  the  TMA  Memorial  Li- 
brary. In  1986  the  library  will  add  more  than  600  book  titles 
to  its  57, 800 -volume  collection  of  books  and  bound  journals, 
and  regularly  increases  its  holding  of  motion  pictures, 
audiocassettes,  videocassettes,  and  slide  presentations.  In  ad- 
dition, the  library  subscribes  to  1,045  medical  and  health - 
related  journals.  For  additional  information,  call  the  Memo- 
rial Library  at  (512)477—6704. 

In  the  TMA  Library 

Barnett  E,  Motley  P (eds):  Clinical  Diagnostic  Ultrasound. 
Boston,  Blackwell  Scientific  Publications,  1985. 

Berczeller  PH,  Bezkor  ME:  Medical  Complications  of  Quad- 
riplegia  Chicago,  Year  Book  Medical  Publishers,  Inc,  1986. 

Boswick  JA:  Complications  in  Hand  Surgery.  Philadelphia, 

W.B.  Saunders  Company,  1986. 

Cutler  P:  Problem  Solving  in  Clinical  Medicine.  From  Data  to 
Diagnosis,  ed  2.  Baltimore,  Williams  & Wilkins,  1985. 

Doyle  D ( ed  );  Palliative  Care:  The  Management  of  Far- 
Advanced  Illness.  Philadelphia,  The  Charles  Press,  Publishers, 
1984. 

Ginzberg  E ( ed ):  The  US  Health  Care  System.  A Look  to  the 
1990s.  Totowa,  NJ,  Rowman  & Allanheld,  Publishers,  1985. 

Gomel  V,  Taylor  PJ,  Yuzpe  AA,  et  al:  Laparoscopy  and  Hys- 
teroscopy  in  Gynecologic  Practice.  Chicago,  Year  Book  Medi- 
cal Publishers,  Inc,  1986. 

Gough  M;  Dioxin,  Agent  Orange.  The  Facts.  New  York,  Plenum 
Press,  1986. 

Hemminki  K,  Sorsa  M,  Vainio  H (eds):  Occupational  Hazards 
and  Reproduction.  Washington,  Hemisphere  Publishing  Corpo- 
ration, 1985. 

Jenkins  DHR  (ed):  Ligament  Injuries  and  their  Treatment 
Rockwille,  Md,  Aspen  Systems  Corporation,  1985. 

Johnson  LL:  Arthroscopic  Surgery.  Principles  & Practice,  vols  1 
and  2.  St  Louis,  The  C.V.  Mosby  Company,  1986. 

Langsley  DG,  Darragh  JH  (eds):  Trends  in  Specialization:  To- 
morrow’s Medicine.  Evanston,  111,  American  Board  of  Medical 
Specialties,  1985. 

Lord  RSA:  Surgery  of  Occlusive  Cerebrovascular  Disease.  St 
Louis,  The  C.V.  Mosby  Company,  1986. 

Mammography— A User’s  Guide.  Recommendations  of  the  Na- 
tional Council  on  Radiation  Protection  and  Measurements. 


Bethesda,  Md,  National  Council  on  Radiation  Protection  and 
Measurements,  1986. 

Meats  DC,  Rubash  \\¥..  Pelvic  and  Acetabular  Fractures.  Thor- 
ofare,  NJ,  SLACK  Incorporated,  1986. 

Medical  Practice  Finance:  A Guide  for  Physicians.  Chicago, 
American  Medical  Association,  1985. 

Moossa  AR,  Robson  MC,  Schimpff  SC  (eds):  Comprehensive 
Textbook  of  Oncology.  Baltimore,  Williams  & Wilkins,  1986. 

Peterson  L,  Renstrom  P:  Sports  Injuries.  Their  Prevention  and 
Treatment  Chicago,  Year  Book  Medical  Publishers,  Inc,  1986. 

Roberts  RB:  Infectious  Diseases:  Pathogenesis,  Diagnosis,  and 
Therapy.  Chicago,  Year  Book  Medical  Publishers,  Inc,  1986. 

Rossman  I (ed):  Clinical  Geriatrics.  Philadelphia,  J.B.  Lippin- 
cott  Company,  1986. 

Roth  LM,  Czernobilsky  B (eds):  Tumors  and  Tumorlike  Condi- 
tions of  the  Ovary.  New  York,  Churchill  Livingstone,  1985. 

Roth  LH  (ed):  Clinical  Treatment  of  the  Violent  Person.  US 
Department  of  Health  and  Human  Services  and  National  Insti- 
tute of  Mental  Health,  1986. 

Stein  TS,  Cohen  CJ  (eds):  Contemporary  Perspectives  on 
Psychotherapy  with  Lesbians  and  Gay  Men.  New  York, 

Plenum  Medical  Book  Company,  1986. 

Turiel  \.  Indoor  Air  Quality  and  Human  Health.  Stanford, 
Calif,  Stanford  University  Press,  1985. 

Virshup  B:  Coping  in  Medical  School.  New  York,  W.W.  Norton 
& Company,  1985. 

Weber  KT,  Janicki  JS:  Cardiopulmonary  Exercise  Testing.  Phys- 
iologic Principles  and  Clinical  Applications.  Philadelphia, 
W.B.  Saunders  Company,  1986. 

Wells  CL:  Women,  Sport  & Performance.  A Physiological  Per- 
spective. Champaign,  111,  Human  Kinetics  Publishers,  Inc,  1985. 

Westaby  S (ed):  Wound  Care.  St  Louis,  The  C.V.  Mosby  Com- 
pany, 1986. 

Wilberger  JE  Jr:  Spinal  Cord  Injuries  in  Children.  Mount 
Kisco,  NY,  Futura  Publishing  Company,  Inc,  1 986. 

Zatuchni  GI,  Goldsmith  A,  Spieler  JM,  et  al  {cAs):  Male  Con- 
traception: Advances  and  Future  Prospects.  Philadelphia, 
Harper  & Row,  Publishers,  1986. 
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Texas  Physicians’  Directory 


ALLERGY 


CLINICS 


CORPUS  CHRISTI  ALLERGY  CLINIC 

Saul  Grossman,  MD,  FACA,  FAACIA,  Allergy-Dermatology 
Wallace  A.  Crozier,  MD,  FACA,  Certified  American  Boards  Pediatrics 
and  Allergy,  Diplomate  American  Board  of  Allergy  and  Immunology 

2530  Morgan,  Corpus  Christ!,  Texas;  882-3487 


CHARLES  A.  RUSH,  JR,  MD 

Diplomate/American  Board  of  Allergy  & Immunology 
Fellow,  AAA,  ACA,  AACIA 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


McGovern  allergy  clinic 


Diagnosis  and  Treatment  of 

John  P.  McGovern,  MD 
DIRECTOR-CONSULTANT 


Theodore  J.  Haywood,  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng,  MD 
Lawrence  G.  Thorne,  MD 
Venugopal  K.  Menon,  MD 
Robert  E.  Smith,  MD 
Gerald  T.  Machinski,  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 
Lyna  Kit  Lee,  MD 
Harlan  W.  Sindell,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinbere,  MD,  PhD 
Chinavudh  Wanissorn,  PhD 
Clenna  M.  Kyle,  PhD 


Allergic  Diseases 

CONSULTANTS 
Evan  M.  Hersh,  MD 
IMMUNOLOGY 

James  A.  Knight,  MD 
PSYCHIATRY 

R.  John  Prevost,  MS 
AIR  POLLUTION 

Reuben  D.  Wende,  PhD 
ANTIGEN  AND  CLINICAL 
LABORATORIES 

John  A.  Thomas,  PhD 
BIOMETRICS 

Warren  E.  Schaller,  HSD 
Charles  F.  Kegley,  PhD 
ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland,  HSD 
HEALTH  EDUCATION 

George  R.  Kerr,  MD 
NUTRITION 


Certified  American  Board  of  Allergy  and  Immunology 
Diplomates  American  Boards  of  Pediatrics  and  Allergy 
6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


ANESTHESIOLOGY 


EDWARD  A.  TALMAGE,  MD,  PA 

Pain  Management — Epidural  Steroid  Therapy 
Diagnostic  & Therapeutic  Nerve  Blocks 
Surgical  & Obstetrical  Anesthesiology 
Diplomate  American  Board  of  Anesthesiology 

7777  Southwest  Freeway,  Suite  1052,  Houston  77074;  713  988-7558 


Two  complete  neurological  and  behavioral  medicine  facilities  dedicated 
^ COMPREHENSIVE  CARE  OF  PATIENTS  WITH 
heatmerll"  HEADACHES  with  emphasis  on  prophylactic 


HOUSTON  HEADACHE 
CLINIC 

Park  Plaza  Prof.  Bldg. 

1213  Hermann  Dr.  #855 
Houston,  Texas  77004 
713  528-1916 


DALLAS  HEADACHE 
CLINIC 

Douglas  Plaza 
8226  Douglas  Ave.  #325 
Dallas,  Texas  75225 
214  692-7011 


Behavioral  and' Psychological  Evaluations.  MuiZodairty  ap"p7oTch  to 


NINAN  T.  MATHEW,  MD,  FRCP  (C) 

Neurologist-Director 


DALLAS  DIAGNOSTIC  ASSOCIATION 

2^4^99^6000^"^'  B-322,  Dallas,  Texas  75230 


CARDIOLOGY 

J.  Edward  Rosenthal,  MD,  FACC 
David  A.  Schwartz,  MD 

GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 
Charles  S.  White,  III,  MD 

ALLERGY  AND  IMMUNOLOGY 
William  R.  Lumry,  MD 


RHEUMATOLOGY 
Carlos  M.  Kier,  MD 

INTERNAL  MEDICINE 
Joan  P.  Donley,  MD 
Larry  Dossey,  MD 
Tom  L.  Hampton,  MD 
David  A.  Haymes,  MD 
Carl  Thomas  Long,  III,  MD 
Jack  F.  Melton,  MD 
Joe  H.  Sample,  MD 
Peter  S.  Stack,  MD 
Rick  T.  Waldo,  MD 


Diploniates  American  Boards  of  Internal  Medicine 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


FORT  WORTH  HEADACHE  AND  MIGRAINE  CLINIC 

Comprehensive  Neurologic  Diagnostic  and  Treatment 
of  Chrome  Severe  Headache  Problems 

Frederick  J.  Fiederlein,  MD 

Neurologist 


4200  South  Hulen  Street,  Fort  Worth,  Texas  76109;  817  731-7222 


COLON  & RECTAL  SURGERY 


FT.  WORTH  PROCTOLOGIC  CLINIC,  PA 

Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

1050  West  Rosedale,  Fort  Worth,  Texas  76104- 
817  338-4501  (24  hours) 


DAVID  S.  PITA,  MD 

Colon  and  Rectal  Surgery 
Colonoscopy 

fe"xaT'7524r2'l4"8^2?-4^00'^'“'  Dallas, 

122  W.  Colorado,  Dallas,  Texas  75208;  214  942-8734 
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TMA  1986/1987  Calendar  of  Events 

Interim  Meeting  House  of  Delegates,  Austin,  November  21-22 
Winter  Conference,  Austin,  February  6 
Annual  Session,  Houston,  May  13-17 


TMA  Forum  on  Medical  Issues 

. . . Another  service  of  your  association 
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DERMATOLOGY 


GASTROENTEROLOGY 


DAVID  R.  WEAKLEY,  MD,  EACP 

Dermatology — Dermatological  Surgery 
Including  Dermabrasion,  Chemical  Peeling 
and  Collagen  Injections 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


HERBERT  A.  BAILEY,  MD,  PA 

Diseases  of  the  Digestive  System 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 


WILLIS  I.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue 
Suite  1154,  Dallas,  Texas  75246;  214  827-5960 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209;  512  222-8651,  222-2001 

(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 blocks  to 

Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and  arrows.) 


GENERAL  SURGERY 


DRS.  VANDERPOOL,  LANE,  WINTER  & BONE 

David  Vanderpool,  MD,  FACS  John  W.  Winter,  MD,  FACS 

B.  Ward  Lane,  MD,  FACS  C,  Edward  Bone,  MD,  FACS 

Diplomates  American  Board  of  Surgery 

General  & Peripheral  Vascular  Surgery 

1008  N.  Washington,  Dallas,  Texas  75204;  214  823-2650 
7777  Forest  Lane,  Suite  204,  Dallas,  Texas  75230;  214  661-7860 


HAND  SURGERY 


DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S.  Alkek,  MD 

Hair  Transplantation,  Scalp  Reduction, 

Dermabrasion,  Chemical  Peel  and  Collagen 

Medical  City  Dallas,  7777  Forest  Lane,  Building  B, 

Suite  309,  Dallas,  Texas  75230;  telephone  214  788-0088 

MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 

Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


L.  LEE  LANKFORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

DAVIE)  J.  ZEHR,  MD — Microsurgery 
ARNOLD  V.  DiBELLA,  MD 

Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 


ROBERT  E.  BUNATA,  MD,  PA 
B.  J.  WROTEN,  MD,  PA 

Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


DIAGNOSTIC  RADIOLOGY 


COMPUTED  TOMOGRAPHY 

Temple  Independent  Scanner 

Stephen  j.  Vancura,  MD 

High  Resolution  In/Out  Patient  CT  (Head  or  Body) 
Including  Tumor  Biopsy,  Interventional  Radiology 
2027  S.  61st  St.,  Suite  116,  Temple,  Texas  76501 
017  774-9994 

Note:  24  hr.  Emergency  Services  Available 


ENDOCRINOLOGY 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane,  Suite  606,  Dallas,  Texas  75231;  214  368-3776 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld,  MD,  FACP 
S Richard  Sachson,  MD,  FACP 
Steven  Dorfman,  MD,  FACP 
_ Stephen  Aronoff,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

5480  LaSierra  Drive,  Dallas,  Texas  75231;  214  363-5535 


ERIC  A.  ORZECK,  MD,  FACP 


Endocrinology  & Diabetes 


8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


TMA  Physician  Placement  Service 

. . . Another  service  of  your  association 


ADRIAN  E.  FLATT,  MD,  FRCS 

Chief,  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue, 
Dallas,  Texas  75246;  Office  214  823-9440 


ROBERTA.  ERSEK,  MD 

Diplomate  of  American  Board  of  Plastic  Surgery 

JACINTO  ZAMBRANO,  MD 

Surgery  of  the  Hand 

30th  & Red  River,  Austin,  Texas  78704 

24  HRit  512  474-HAND  , 

TMA  Practice  Management  Workshops  | 

. . . Another  service  of  your  association  j 
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Texas  Medicin  j 


WILLIAM  J.  VAN  WYK,  MD,  PA  EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 

Surgery  of  the  Hand 


803  West  Terrell,  Fort  Worth,  Texas  76104 
Telephone  817  877-3113 


Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Computerized  Tomography 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3800  Gaston  Ave,,  Suite  303,  Dallas,  Texas  75246- 
214  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116,  Dallas,  Texas 
75230;  214  661-7010 


John  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  MD,  Neurology  and  Electroencephalography 

Murchison  Medical  Bldg.,  Suite  307 
1810  Murchison  Drive,  El  Paso,  Texas  79902 
Telephone  915  532-8901 


WEST  HOUSTON  HAND  CENTER,  PA 

Neal  R.  Reisman,  MD,  FACS 

Diplomate  American  Board  Surgery 

Diplomate  American  Board  Plastic  Surgery 

Member  American  Society  Surgery  of  the  Hand 

7515  S.  Main,  Suite  500,  Houston  77030;  713  795-5353 

12121  Richmond,  Suite  211,  Houston  77082;  713  558-5353 

7777  S.W.  Freeway,  Suite  224,  Houston  77074;  713  774-5353 


! NEUROLOGICAL  SURGERY 


DRS.  LONG,  SCOTT  & COON 
1 NEUROSURGERY  ASSOCIATION 

j Neurological  Surgery  and  Microneurosurgery 
R.  Cordon  Long,  MD,  FACS 
I Bennie  B.  Scott,  MD,  FACS 
t John  V.  Coon,  MD,  FACS 

I Dinlomates  American  Board  of  Neurological  Surgery 
’ Baylor  Medical  Plaza,  605  Barnett  Tower,  3600  Caston  Avenue, 

I Dallas,  Texas  75246;  Telephone  214  826-7060 

' DOCTORS  SMITH,  WHEELER  AND  PARKER,  PA 

I Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 
David  Allen  Cech,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


; DALLAS  NEUROSURGICAL  ASSOCIATION 

1 Neurological  Surgery  and  Microneurosurgery 

: Charles  W.  Simpson,  MD  Richard  H.  Jackson,  MD 

Morris  Sanders,  MD  Mark  J.  Cwikla,  MD 

|W.  Robert  Hudgins,  MD  Casey  E.  Patterson,  MD  (Retired) 

i 5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg.,  Suite  620, 

I Dallas,  Texas  75235;  214  637-0420 

8210  Walnut  Hill  Lane,  Presbyterian  Professional  Bldg.,  Suite  905; 

Dallas,  Texas  75231;  214  369-7596 

1302  Lane  St.,  Copper  Tree  Medical  Center,  Suite  300, 

Irving,  Texas  75062;  214  259-4768 


NEUROLOGY 


DIAGNOSTIC  AFFILIATES 

900  South  Loop  West,  #100 
Houston,  Texas  77054 

Electroencephalography 

EEC  service  via  telephone  transmission  to 
hospitals,  clinics  and  private  offices. 

Meyer  L.  Proler,  MD 
Director:  713  747-0661 


NUCLEAR  MEDICINE 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 


Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen,  Jr.,  MD,  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


HERBERT  C.  ALLEN,  MD,  FACNM 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


ONCOLOGY 


JACK  E.  McCALLUM,  MD,  PA 
PHILIP  C.  BECHTEL,  MD,  PA 
WARREN  D.  WILSON,  MD,  PA 

1 Diplomates  of  the  American  Board  of  Neurological  Surgery 
1522  Cooper,  Fort  Worth,  Texas  76104;  817  336-1300 


HEMATOLOGY-ONCOLOGY  ASSOCIATES  OF 
HOUSTON,  PA 

Gary  B.  Fleishman,  MD 
)oel  W.  Abramowitz,  MD,  PhD 

Diplomates  of  the  American  Boards  of  Internai  Medicine  & Medical  Oncology 
Diplomate  of  the  American  Board  of  Hematology  (JWA) 

909  Frostwood,  Suite  120,  Houston,  TX  77024;  713  467-1630 
6565  DeMoss,  Suite  211,  Houston,  TX  77074;  713  270-1188 


TMA  Physician  Health  and  Rehabilitation 
Hotline— 512  477-5575 
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OPHTHALMOLOGY 


OPHTHALMOLOGY  ASSOCIATES 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Dwain  C.  Fuller,  MD 

William  B.  Snyder,  MD  Cary  Edd  Fish,  MD 

William  L.  Hutton,  MD  Rand  Spencer,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

5421  LaSierra,  Dallas,  Texas  75231;  214  692-6941 
3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 


JOE  L.  BUSSEY,  MD — Cataract  and  Lens  Implant  Surgery 
RUFUS  A.  ROBERTS,  MD — Diseases  and  Surgery  of  the  Retina 
Cataract  and  Lens  Implant  Surgery 

THOMAS  H.  SMITH,  MD — Ophthalmic  Plastic  and  Reconstructive  Surgery 
DAN  E.  BRUHL,  MD — Cataract  and  Lens  Implant  Surgery 
JOHN  W.  ZERDECKI,  MD — Cataract  and  Lens  Implant  Surgery 
Refractive  Surgery 

DORIS  E.  JENSEN,  MD— Medical  Ophthalmology 

DAVID  HENDRICKS,  MD — Medical  and  Surgical  Ophthalmology 

JAMES  A.  SAVAGE,  MD — Glaucoma  Consultation  and  Surgery 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 


308  S.  Henderson,  Fort  Worth,  Texas  76104 
1-800-6-SICHT,  817  3S5-S43S,  appointments  817  335-6070 
se  habla  espanol 


Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 

EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
William  Decker,  MD 

7777  Southwest  Freeway,  St.  916,  Houston,  Texas  77074;  713  777-7145 

STUART  A.  TERRY,  MD 

Sub-Specialty  Glaucoma 

M&S  Tower,  Suite  401,  730  N.  Main, 

San  Antonio,  Texas  78205;  512  226-5191 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 

EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 


HOUSTON  EYE  ASSOCIATES 

Charles  E.  Russo,  MD,  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins,  MD,  FACS 
Jeffrey  D,  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 
Paul  C.  Salmonsen,  MD,  FACS 
Richard  L.  Kimbrough,  MD,  FACS 
Jeffrey  B.  Arnoult,  MD 
Louise  Cooley  Kaldis,  MD 
William  H.  Quayle,  MD 
Sylvan  Brandon,  MD,  FACS,  FICS 

Richard  S.  Ruiz,  MD,  FACS 
Charles  A.  Garcia,  MD,  FACS 
Jack  T.  Holladav,  MD,  FACS 
Rosa  A.  Tang,  MD 

Houston  Eye  Associates  Building,  2855  Cramercy,  Houston,  Texas 
77025;  713  668-6828 

South  Pennzoil  Tower,  711  Louisiana,  Houston,  Texas  77002; 

713  224-4433 

Fountain  View  Medical  Plaza,  1622  Fountain  View,  Houston,  Texas 
77057;  713  782-4406 

Hermann  Eye  Center,  1203  Ross  Sterling,  Houston,  Texas  77030; 
713  797-1777 


PEDIATRIC  OPHTHALMOLOGY  OF  HOUSTON 

Monte  I.  Stavis,  MD 

Pediatric  ophthalmology  and  adult  strabismus 

7500  Beechnut,  Suite  130,  Houston,  Texas  77074 
713  270-4500 


1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 


ORTHOPEDIC  SURGERY 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 
Van  W.  Teeters,  MD 
Ronan  E.  O'Malley,  MD 

Limited  to  Retina  and  Vitreous 

1200  Binz,  Suite  400,  Houston,  Texas  77004; 

1-800-833-5921  or  713  524-1111 

HAROLD  GRANEK,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


JUDSON  P.  SMITH,  MD 

Diplomate/American  Board  of  Ophthalmology 

General  Ophthalmology  and  Ophthalmic  Surgery 
of  the  Anterior  Segment 

1350  South  Main,  Suite  3100,  Fort  Worth,  Texas  76104;  817  338-4081 


L.  Ray  Lawson,  MD  William  A.  Bruck,  MD 

Robert  D.  Vandermeer,  MD  W.  Z.  Burkhead,  Jr.,  MD 

Wynne  M.  Snoots,  MD  Richard  D.  Shubert,  MD 

R.  Stephen  Curtis,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204;  214  521-2191 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817  335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Berkley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 
Mervyn  B.  Fouse,  MD 
John  H.  Judd,  Jr,  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

Diplomates  American  Board  of  Orthopedic  Surgery 
1701  Pine  Street,  Abilene,  Texas  79601 


TMA  Physician  Membership  Directory 
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TMA  Physicians  Benevolent  Fund 
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LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Orthopedic  Surgery — ^Surgery  of  the  Hand 

Royce  C.  Lewis,  jr,  MD 
Kenneth  C.  Scholz.  DDS,  MD 
Robert  A.  Peinert,  jr,  MD 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  )r.  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OE  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  C.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246:  214  823-7090 
Medical  City  Dallas  II,  7777  Eorest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


i ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 

Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin,  MD 

6161  Harry  Hines,  Suite  220,  Dallas  75235;  214  630-8646 


! C.  S.  GILL,  MD,  PA 


Orthopedic  Surgery — Surgery  of  the  Hand 


3601  22nd  Place,  Lubbock,  Texas  79410 
Telephone  806  797-9119 


PATHOLOGY 


FORT  WORTH  MEDICAL  LABORATORIES 

Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


J.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES, 
INC. 

J.  S.  Wilkenfeld,  MD 

Diplomate  of  the  American  Board  of  Pathology 
Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008,  Houston,  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request — -Office  Pickup  Service  in  Houston 


AUSTIN  PATHOLOGY  ASSOCIATES 
MEDICAL  PARKWAY  CLINICAL  LABORATORY 

Anatomic  and  Clinical  Pathology,  Electron  Microscopy, 
Cytology  and  Dermatopathology 

Computerized  Results  Reporting  With  Telecommunications  Available 

A.  Q.  Da  Silva,  MD  Paul  A.  LeBourgeois,  MD 

Donald  A.  Parsons,  MD  Phillip  C.  Collins,  MD 

William  J.  Reitmeyer,  MD  David  R.  Ralph,  MD 

RENAL  PATHOLOGY:  Gerald  A.  Beathard,  MD 
Main  Lab:  711  W.  38th  Street — Suite  C-11,  Austin,  Texas  78705 
Mailine  Address:  P.O.  Box  9806,  Austin,  Texas  78766-0806 
Telephone:  512  452-2529 

Specimens:  Mail  to  Main  Lab 
Office  Pickup  Service  in  Austin  Area 


PHYSICAL  MEDICINE  & REHABILITATION 


ORTHOPAEDIC  SURGERY  ASSOCIATES  OF 
SAN  ANTONIO,  PA 

Ralph  J.  Curtis,  MD 
Jesse  C.  DeLee,  MD 
, John  A.  Evans,  MD 

Athletic  Medicine,  Reconstructive  and  Traumatic 
Surgery  of  the  Shoulder  and  Elbow,  Hip,  Knee  and  Eoot 
414  Navarro,  Suite  1128,  San  Antonio,  Texas  78205;  512  225-6045 
I 7711  Louis  Pasteur,  Suite  209,  San  Antonio,  Texas  78229;  512  697-9888 


OTOLARYNGOLOGY 


Drs.  Morton,  Blumenfeld  & Charbonneau,  PA 

ENT,  ENT  Allergy,  Cosmetic  Eacial  Surgery 

R.A.D.  Morton,  Jr,  MD,  FACS 

Ronald  J.  Blumenfeld,  MD,  FACS 

Paul  A.  Charbonneau,  MD,  FACS 

Diplomates,  American  Board  of  Otolaryngology 
1 1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 
110470  Vista  del  sol.  Suite  110,  El  Paso,  Texas  79925;  915  592-8666 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper,  Administrator 
Larry  E.  Browne,  MD,  Medical  Director 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


PLASTIC  SURGERY 


TMA  HealthWise  Series 
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Thomas  D.  Cronin,  MD,  FACS  Laurence  E.  Wolf,  MD,  FACS 

Raymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen,  MD,  FACS 

Thomas  M.  Biggs,  MD,  FACS  Ernest  D.  Cronin,  MD,  FACS 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS 
Jonathan  J.  Dora,  MD,  FACS 
David  j.  Katrana,  DDS,  MD,  FACS 
James  B.  Stafford,  IV,  MD 
David  A.  Lee,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  713  795-5575 
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FORT  WORTH  PLASTIC  SURGERY  CLINIC 

David  A.  Grant,  MD,  FACS 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  and  Reconstructive  Plastic  Surgery 
Raymond  A.  Faires,  MD 
Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Larry  E.  Reaves,  MD 

Diplomate  American  Board  of  Surgery 

Plastic  and  Reconstructive  Surgery 

Hand  and  Micro  Surgery 

Craniofacial  Surgery 

606  Medical  Plaza  Building 

800  Eighth  Avenue,  Fort  Worth,  Texas  76104 

817  335-4752  817  332-9441  817  335-4755 


ROBERT  M.  WRIGHT,  JR,  MD 

VALERIE  WRIGHT,  MD 

Plastic,  Reconstructive,  Hand 

and  Microvascular  Surgery 

1700  Providence  Drive,  Waco,  Texas  76707 
Telephone  817  756-0111 

ROGER  D.  HARMAN,  MD 

Aesthetic,  Plastic  and  Reconstructive  Surgery 
Hand  and  Microsurgery 

747  Eighth  Avenue,  Fort  Worth,  Texas  76104 
817  335-4044 


VALENTIN  GRACIA,  MD,  FACS,  FIGS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  P.O.  Box  2476,  Fort  Worth,  Texas  76113;  817  336-0446 


COSMETIC  AND  RECONSTRUCTIVE 
PLASTIC  SURGERY  SPECIALISTS  PA 

Neal  R.  Reisman,  MD,  FACS  Mark  D.  Gilliland,  MD 

Diplomate  American  Board  Surgery 

Diplomate  American  Board  Plastic  Surgery 

American  Society  Plastic  and  Reconstructive  Surgery 

American  Society  Surgery  of  the  Hand 

7515  5.  Main,  Suite  500,  Houston  77030;  713  795-5353 

12121  Richmond,  Suite  211,  Houston  77082;  713  558-5353 

7777  S.W.  Freeway,  Suite  224,  Houston  77074;  713  774-5353 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  512  454-7659 


PSYCHIATRY 


GONZALO  A.  AILLON,  MD 

Psychiatry-Bilingual 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Driye,  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  Office  512  696-2390;  Medical  Exchange  512  227-6331 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  street.  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Driye,  Tyler,  Texas  75705;  214  593-8296 


JAMES  L.  MOORE,  MD,  FACS,  PA 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1200  Binz,  Suite  730 

Houston,  Texas  77004;  713  526-6161 


PLASTIC  SURGERY  CLINIC  OF  AUSTIN 

Robert  A.  Ersek,  MD 

Diplomate  of  American  Board  of  Plastic  Surgery 

Jacinto  Zambrano,  MD 

Aesthetics,  Plastic,  Reconstructive, 

Suction  Lipectomy,  and  Hand  Surgery 
30th  & Red  River,  Austin,  Texas  78705 
24  HR#  512  479-6805  & 512  474-HAND 


The  Burn  Care  Associates  has  been  organized  to  provide  care  for  burned 
patients.  Care  for  every  phase  of  burn  trauma  will  be  provided  from 
resuscitation  to  late  rehabilitation. 

john  E.  Carter,  MD  David  Mclnnis,  MD 

Lebaron  W.  Dennis,  MD  Donald  Novick,  MD 

Michael  M.  Duffy,  MD  Millie  Smith,  Coordinator 

Joe  Ford,  MD 

BURN  CARE  ASSOCIATES 

302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 


3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75211;  214  296-6241 


RICHARD  G.  JAECKLE,  MD 

Psychiatry 

Diplomate,  American  Board  Psychiatry  & Neurology,  Child  Psychiatry 
Diplomate,  American  Board  Psychiatry  & Neurology,  Psychiatry 

Presbyterian  Professional  Building  II,  Suite  404, 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  696-0964 

C.  MARSHALL  BRADSHAW,  MD,  PA 

Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Seryices  for  Child, 

Adolescent  and  Adult  Psychiatry 

jerry  M.  Lewis,  MD 
Doyle  I.  Carson,  MD 
Keith  H.  Johansen,  MD 
James  K.  Peden,  MD 
Charles  C.  Markward,  MD 
Byron  L.  Howard,  MD 
Roy  H.  Fanoni,  MD 
Mark  P.  Unterberg,  MD 
John  C.  Looney,  MD 
Kathleen  B.  Erdman,  MD 
Don  C.  Payne,  MD 
Mark  J.  Blotcky,  MD 
L.  Dwight  Holden,  MD 

4600  Samuell  Bivd.,  Dallas,  Texas  75228 
214  381-7181 


TMA  Postgraduate  Courses 

. . . Another  service  of  your  association 

! 

Texas  Medich ; 


Paul  M.  Hamilton,  MD 
Jerry  M.  Lewis,  III,  MD 
Tom  C.  Campbell,  MD 
Jeffrey  Class,  MD 
Croyer  M.  Lawlis,  MD 
Conway  McDanald,  MD 
Cary  L.  Malone,  MD 
Edgar  P.  Nace,  MD 
Ernest  N.  Brownlee,  MD 
Michael  Madigan,  MD 
Perry  Talkington,  MD 
Joseph  D.  Caspar!,  MD 


TITUS  HARRIS  CLINIC 

Inpatient  & Outpatient  Services 
(Open  and  Closed  Units) 

Practice  limited  to  Psychiatry 

E.  C.  McDanald,  Jr,  MD — Individual  and  Croup  Psychotherapy 
Grace  K.  Jameson,  MD — Child,  Adolescent  and  Family  Psychiatry 
E.  Ahmed  Zein-Eldin,  MD — General  Psychiatry,  Somatic  Therapies 
William  W.  Bondurant,  Ml,  MD — General  Psychiatry,  Somatic  Therapies 
A.  O.  Singleton,  III,  MD — General  and  Adolescent  Psychiatry 
J.  B.  Rust,  MD — Substance  Abuse  Program,  Child  Psychiatry 
Constance  Stout,  ACSW — Individual  and  Family  Psychotherapy 
Pam  Peirsol,  ACSW — Individual  and  Family  Psychotherapy 
Ann  Brestrup,  ACSW — Individual  and  Family  Psychotherapy 
Mark  Middlebrooks,  MSW — Individual  and  Family  Psychotherapy 

200  University  Boulevard,  Suite  620,  Galveston,  Texas  77550 
Telephone  409  765-6321 


RHEUMATOLOGY 


DON  E.  CHEATUM,  MD,  FACP,  FCCP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


THORACIC  SURGERY 


DALLAS  PSYCHIATRIC  ASSOCIATES, 
A PARTNERSHIP 


Inpatient  and  Outpatient  Services  for 
Adolescent  Psychiatry,  Adult  Psychiatry, 
Treatment  of  Alcoholism 


Larrie  W.  Arnold,  MD 
Cary  L.  Etter,  MD 
Ronald  Fleischmann,  MD 
Bradford  M.  Goff,  MD 
Fred  L.  Griffin,  MD 
R.  Sanford  Kiser,  MD 
Grover  Lawlis,  MD 


Art  Mirzatuny,  MD 
John  L.  Peake,  MD 
William  M.  Pederson,  MD 
Leslie  H.  Secrest,  MD 
Angela  M.  Wood,  MD 
John  M.  Zimburean,  MD 


Brookhaven  Professional  Plaza,  LBJ  at  Webbs  Chapel 

10  Medical  Parkway,  Suite  304,  Dallas,  Texas  75234 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  B411,  Dallas,  Texas  75230 

Trinity  Professional  Plaza,  4333  N.  Josey  Lane,  Suite  307, 

Carrollton,  Texas  75010 
Telephone  214  247-1150 


PULMONARY  DISEASES 


John  R.  Burk,  MD,  FACP  David  R.  Stoop,  MD,  FACP,  FCCP 

Mitchell  C.  Kuppinger,  MD,  FCCP  W.  Steven  Trombold,  MD,  FCCP 
David  M.  Webb,  MD,  FCCP  David  H.  Plump,  MD,  FCCP 

R.  L.  "Lin"  Cash,  Jr,  MD 

Diplomates  of  American  Board  of  Internal  Medicine 

PULMONARY  CONSULTANTS  OF  TEXAS,  PA 

Physiology,  Diagnosis  Therapy,  Bronchoscopy, 

Pulmonary  Function,  Intensive  Care,  Endobronchoscopic 
Laser,  Pulmonary  Rehabilitation, 

Sleep  Apnea 
Reactive  Airway  Disease 

1307  Eighth  Avenue,  Suite  201,  Fort  Worth,  Texas  76104;  817  926-0242 

911-C  Medical  Centre  Dr.,  Arlington,  Texas  76012; 

817  461-0201  (Metro) 


ALLAN  L.  GRAHAM,  MD,  FACS* 

KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L SHEPHERD,  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 
'Also  certificate  of  special  qualification  in  general  vascular  surgery, 
American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 

RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 

Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 

Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  By  Appointment 


BERNARD  R.  JACK,  MD,  PA,  FACS 

Diplomate  American  Board  of  Surgery  and 
American  Board  of  Thoracic  Surgery 

Cardiac,  Vascular  & Thoracic  Surgery 

800  Eighth  Avenue,  Suite  432,  Fort  Worth,  Texas  76104 
817  336-1700 


REGIONAL  CARDIOVASCULAR  CENTER 

Cardiac,  Vascular  and  Thoracic  Surgery 

Mario  O.  Kapusta,  MD 

Phillip  R.  Adams,  MD 

925  E.  Dawson,  Tyler,  Texas  75701 
214  593-9022 


UROLOGY 


RADIOLOGY 


THERAPEUTIC  RADIOLOGY  AT 
MEMORIAL  HOSPITAL 

Radiotherapy  Department 
7600  Beechnut 
Houston,  Texas  77074 

713  776-5622  Day  Phone 

713  776-5170  Night  and  Weekends 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 
External  or  Internal  Irradiation 
Inpatient  and  Outpatient  Services 


TMA  Memorial  Library 


ELGIN  W.  WARE,  JR,  MD 
GEORGE  E.  HURT,  JR,  MD 
L.  MICHAEL  GOLDSTEIN,  MD 
STEVE  M.  FROST,  MD 

Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Dolphus  E.  Compere,  MD  Ira  N.  Hollander,  MD 

Grant  F.  Begley,  MD  j.  Daniel  Johnson,  MD 

Hugh  Lamensdorf,  MD  A.  E.  Thurman,  MD 

Diplomates  of  American  Board  of  Urology 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


EUGENE  R.  TODD,  MD,  PA 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 
3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Wadley  Tower,  Suite  755,  Dallas,  Texas  75246 
214  826-3500 


. . . Another  service  of  your  association  Representing  the  ProfeSSion 

. . . Another  service  of  your  association 
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DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD,  PA 
Donald  J.  Logan,  MD,  PA 
Donald  L.  McKay,  MD,  PA 
Christopher  D.  Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone;  214  233-7765  Answered  24  Hours 


KIRBY  B.  TARRY,  MD,  FACS 

Diplomate,  American  Board  of  Urology 

Adult  and  Pediatric  Urology 

Impotence  with  Prosthesis-Vasovasostomy 

1405  West  Illinois,  Midland,  Texas  79701 
915  687-4553 


BOOKSVIDEOS 

AUDIOCASSETTES 

SLIDESFILMS 


SOUTHWEST  UROLOGY  ASSOCIATES 

Adult  and  Pediatric  Urology 

Ted  Boone,  MD  Wm.  A.  Freeborn,  MD 

Warren  M.  Greene,  MD  H.  Pat  Hezmall,  MD 

James  T.  Coggins,  MD  Kenneth  I.  Licker,  MD 

Diplomates  of  American  Board  of  Urology 
221  W.  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 
3450  W.  Wheatland  Road,  #60,  Dallas,  Texas  75211 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $32.00  per  column  inch  per  month  and  listings  must 
run  for  a minimum  of  six  months.  A discount  of  5%  is  allowed 
for  six  months'  advance  payment.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
Deadline  is  the  5th  of  the  month  preceding  publication  month. 


THIS 

YEAR 

PUT 

ANENDTO 

YOUR 

DEADLY 

HABIT. 


Great  American 
Smokeout 
v»'Nov.20 


Here’s  an  easy  way  to  keep  up  with  new  books 
and  media  in  your  specialty  or  your  area  of  inter- 
est. The  TMA  Memorial  Library  is  now  offering  to 
send  you  a list  of  the  library’s  most  recent  ac- 
quisitions on  a monthly  basis.  Then,  at  your  re- 
quest, the  library  will  send  those  items  which  are 
of  interest  to  you.  To  begin  receiving  the  new 
acquisitions  list  just  fill  out  the  handy  coupon  be- 
low and  mail  to; 


Acquisitions  Office 
Memorial  Library 
Texas  Medical  Association 
1801  North  Lamar 
Austin,  TX  78701 


Name  _ 
Address 


r.ity 

7ip  code 

P.nmment.'i' 

I 


i 

! 

Texas  Medicine 


Classified  Advertising 


OPPORTUNITIES  AVAILABLE 


Academic/ Government 

General  Physicians  III,  Wichita  Falls  State  Hospital, 
Wichita  Falls,  Texas.  Popuiation  100,000.  Accred- 
ited. JCAH.  Salary  $58,560  to  $64,560.  Texas  medi- 
cal license.  Write  Richard  Bruner,  Superintendent, 
P.O.  Box  300,  Wichita  Falls,  Texas  76307  or  call 
collect  817  692-1220. 


Emergency  Medicine 

Needed:  Emergency  physicians,  North  Central  Texas 
area,  full  and  part-time.  For  an  application  call 
817  336-8600  or  write  Emergency  Medicine  Con- 
sultants, PA,  1533  Merrimac  Circle,  Suite  202,  Fort 
Worth,  Texas  76107. 

Emergency  Physician — Local  Houston  ER  group 
needs  experienced  ER  physician.  Fee-for-service 
with  guarantee.  Contact  Greater  Houston  Emergency 
Physicians  Associates,  P.O.  Box  7445,  Houston, 
Texas  77248;  713  861-7942. 

Texas:  Dallas-Fort  Worth  & East  Texas.  Full-time 
positions  available  at  several  hospitals  in  the  Dallas- 
Fort  Worth  and  East  Texas  areas,  with  extremely 
attractive  fee-for-service  compensation  and  hourly 
guarantees.  Compensation  ranges  from  $65,000  to 
$105,000  annually.  Very  desirable  geographic  loca- 
tions include  Tyler,  Longview,  Greenville  and 
Marshall,  Texas.  Association  with  a strong  physician- 
oriented  group  provides  attractive  professional  op- 
portunities for  emergency  physicians.  Positions  are 
also  available  for  primary  care  physicians  in  clinic 
settings.  Contact  Brenda  Lancaster,  Vice  President, 
Professional  Services,  EmCare,  Inc.,  3310  Live  Oak, 
Suite  400,  Dallas,  Texas  75204,  or  call  toll  free 
1-800-527-2145. 

Texas:  Emergency  department  locum  tenens  and 

I weekend  coverage  available  in  various  locations. 

I Competitive  hourly  rate  Includes  malpractice  in- 
I surance.  Contact:  Emergency  Consultants,  Inc.,  2240 
: South  Airport  Road,  Room  29,  Traverse  City, 
Michigan  49684;  1-800-253-1795. 

I Emergency  medicine  and/or  family  practice  physi- 
I clans  needed  for  family  practice  and  acute  ca^re 
I facility  located  in  attractive,  progressive  city  with 
I numerous  cultural,  educational  and  recreational  op- 
portunities. Salary  $60,000  plus  benefits,  percentage 
of  profit  and  insurance.  Contact:  Midland  Minor 
Emergency  Center,  2310  West  Ohio,  Midland,  Texas 
79701;  telephone  915  686-9708. 

Emergency  Medicine — Outstanding  opportunities  in 
Texas,  Oklahoma  and  Southwest  Louisiana.  Full  and 
part-time  positions  available  including  some  di- 
rectorships. Professional  liability  insurance  procured. 
Send  CV  to  Harry  Biggs,  Coastal  Emergency  Ser- 
vices, Inc.,  1425  Greenway  Drive,  Suite  450,  Irving, 
Texas  75038  or  call  214  258-5038. 


Family/General  Practice 

I Wanted:  General  Practitioner/Industrial  Medicine. 

I Position  available  with  12-doctor  multispecialty 
group.  All  benefits  paid  by  the  group,  afternoon 
off,  rotating  call  schedule.  Send  curriculum  vitae  to 
Charles  E.  Ailbritton,  Administrator,  Suite  240, 
7777  Forest  Lane,  Dallas,  Texas  75230;  phone  214 
661-7700. 

U Wanted:  Family/general  practitioner  to  locate  in 
If,  northeast  Texas  area.  Croup  setting.  Contact  Paul  R. 
L Bennett,  300  West  Upshur,  Cladewater,  Texas 
1 75647;  phone  214  845-2281. 

k Southeast  Texas — Take  over  existing  ACC  practice  at 
^ no  cost  to  you.  Opportunity  to  earn  over  $100,000 
I the  first  year.  Must  have  excellent  rapport  with 

1.  patients  and  ability  to  get  along  with  staff.  Require 
I American  trained  and  board  certified/FP.  Call  or 
i write  Robert  Morris,  2497  Liberty,  Beaumont,  Texas 
i.j  77702;  409  838-2636. 

:|  Family  Practice — Enjoy  freedom,  excellent  income, 
I.  paid  malpractice,  travel,  and  housing,  join  the  PRN 
( staff  as  an  independent  contractor  providing  tempo- 
i rary  practice  coverage  for  our  colleagues.  Assign- 
j ments  from  one  week  to  several  months.  Contact 
PRN  (Physician's  Relief  Network),  1000  North  Wal- 
nut, Suite  A,  New  Braunfels,  Texas  78130;  512 
I 629-5858. 

I Reagan  Hospital  District,  Big  Lake,  Texas  is  looking 
for  a physician  interested  in  solo  family  practice 
that  promises  lucrative  future.  Located  in  Permian 
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Basin,  Reagan  Hospital  District  is  prepared  to  offer 
$125,000  gross  annual  guarantee  with  new  clinic 
opening  late  1986.  Reagan  Hospital  District  owns- 
operates  a 27-bed  acute  care  hospital  and  48-bed 
long  term  care  facility  in  community  of  3,500. 
Contact  Ron  Calloway,  Administrator,  Reagan  Me- 
morial Hospital,  805  North  Main,  Big  Lake,  Texas 
76932;  915  884-2561. 

Wanted:  Full-time  Family  Practitioner — Central 
Texas  town  between  Dallas,  Fort  Worth  and  Waco, 
near  beautiful  Lake  Whitney.  Clinic  next  door  to 
the  hospital.  Salary  negotiable,  partnership  oppor- 
tunity. Contact  Morris  R.  Hill,  MD  or  James  C. 
Barton,  MD,  P.O.  Box  548,  Whitney,  Texas  76692- 
0548;  817  694-2221. 

Family  Practitioner — BE/BC  needed  to  join  busy 
practice  in  the  lower  Rio  Grande  Valley  of  Texas. 
$65,000  guarantee  first  year  plus  incentive  bonus. 
Paid  malpractice  and  fringe  benefits.  Main  office  in 
Weslaco,  Texas  with  satellite  office  in  Elsa,  Texas. 
Anticipate  further  expansion.  Fluency  in  Spanish 
necessary.  OB  necessary.  Weekend  call  every  third 
week.  Near  South  Padre  Island  resort.  Address  in- 
quiries to  J.  A.  Lopez,  MD,  1311  E.  6th  Street, 
Weslaco,  Texas  78956;  telephone  512  968-1188. 

Busy  doctor  and  treatment  center  in  Southeast 
Texas  requires  assistant  and  eventual  partner.  CP 
willing  to  deliver  is  preferred  but  not  necessary. 
$100,000  plus  per  year  is  assured.  Apply  to  Dr. 
Joseph  S.  Vadas,  Groves  Diagnostic  and  Treatment 
Center,  P.O.  Box  1332,  Groves,  Texas  77619. 

Texas,  San  Antonio — Immediate  opening  for  full- 
time board  certified/eligible  FP/EM  in  established 
(physician  owned)  three  clinic  ACC.  Competitive 
benefits  package.  Call  or  send  resume  to  Dr.  B. 
Swift,  777  NE  Loop  410,  San  Antonio,  Texas  78209; 
512  820-0377. 

Family  Practice  Physician  Wanted — Small  communi- 
ty in  Central  Texas  near  Bryan-College  Station. 
Please  reply  to  Ad-633,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

Active  family  practitioner  needed  to  join  21  phy- 
sician multispecialty  group.  High  first  year  guaran- 
tee and  no  first  year  expenses.  Excellent  benefits 
with  paid  relocation  expenses.  Send  CV  to  Tammy 
Stripling,  Malone  and  Hogan  Clinic,  1501  W.  11th 
Place,  Big  Spring,  Texas  79720. 

Full-time  and  part-time  physician  needed  for  gen- 
eral practice  clinic  in  Northwest  Houston.  Salary 
with  incentive.  Texas  license  required.  Call  713 
444-2399. 


Orthopedic  Surgery 

Wanted:  Orthopedic  Surgeon.  Position  available 
with  12-doctor  multispecialty  group  located  in  the 
Medical  City  Dallas  complex  in  North  Dallas.  All 
benefits  paid  for  by  the  group,  afternoon  off,  rotat- 
ing call  schedule.  Send  curriculum  vitae  to  Charles 
E.  Ailbritton,  Administrator,  7777  Forest  Lane,  Suite 
240,  Dallas,  Texas  75230;  telephone  214  661-7700. 


Pediatrics 

Pediatrician  Wanted — JCAH  accredited  hospital  in 
the  northeast  Texas  area.  Contact  Paul  R.  Bennett, 
300  West  Upshur  Avenue.  Cladewater,  Texas  75647; 
phone  214  845-2281. 

Pediatrician  or  Pediatric  Subspecialist — Excellent  op- 
portunity to  join  well  established  active  practice. 
Spacious  new  office,  laboratory,  x-ray.  Popular  va- 
cation area,  warm  climate,  lakes,  ocean  beaches, 
university,  good  recreational  facilities.  Population 
250,000.  Salary  progressing  to  ownership.  Contact 
Adele  Bromiley,  MD,  Brownsville  Pediatric  Associa- 
tion, 2335  Centra!  Blvd.,  Brownsville,  Texas  78520; 
512  546-3126  (office),  542-0856  (home). 

Pediatric  Hemalologist/Oncologist — Austin,  Texas. 
The  Austin  Children's  Cancer  Center,  a community 
program,  is  seeking  a pediatric  hematologist/ 
oncologist.  Responsibilities  will  include  participa- 
tion in  cese  protocols,  (CCSC  satellite  with 
UTHSC-San  Antonio)  Community  Pediatric  Resi- 
dency Program.  Send  current  curriculum  vitae  to 
James  Sharp,  MD,  Austin  Children's  Cancer  Center, 
1313  Red  River,  Suite  106,  Austin,  Texas  78701  or 
phone  512  479-8538. 


Radiology 

Locum  tenens  radiologist  needed  for  Dallas/Fort 
Worth  vicinity.  Reply  to  Ad-629,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


Locum  tenens,  diagnostic  radiologist  needed  to 
work  in  Laredo,  Texas.  Contact  C.  Salinas,  MD, 
1616  Logan,  Laredo,  Texas  78040. 


Other  Opportunities 

Immediate  Opening:  Excellent  opportunity  for  a 
specialist  in  FP,  OBC,  IM,  general  surgery  or  in- 
dustrial medicine  to  join  well  established  and 
rapidly  expanding  family  practice  group  in  San 
Antonio.  Our  facility  is  fully  equipped  as  a total 
health  care  center  with  laboratory,  x-ray,  stress 
testing,  holter  monitoring,  and  pulmonary  function 
testing  already  established.  Plans  are  underway  to 
move  to  larger  facility  and  offer  increased  services. 
We  offer  competitive  guaranteed  salary,  corporate 
benefits  with  paid  professional  liability,  administra- 
tive and  support  staff,  affiliation  with  large  com- 
munity hospitals,  and  call  sharing  opportunities. 
Requires  well-rounded  abilities  in  both  an  out- 
patient and  hospital  practice.  Board  certification 
or  eligibility  required.  Dedication  to  high  quality, 
excellent  patient  empathy  and  communicative  skills 
mandatory.  Leadership  skills  and  entrepreneural 
interest  in  practice  desirable.  Tremendous  growth 
potential.  Immediate  opening  due  to  building  ex- 
pansion and  broadening  patient  base.  Send  CV, 
references  to  William  Gonzaba,  MD,  PA,  The 
Doctor's  Office,  2101  Lockhill-Selma,  Suite  208, 
San  Antonio,  Texas  78213. 

Physicians  Wanted — Progressive  hospital  in  East 
Texas.  Contact  Paul  Bennett,  Administrator,  Clade- 
water Municipal  Hospital,  300  West  Upshur,  Clade- 
water, Texas  75647;  telephone  214  845-2281. 

Are  you  looking  for  a paved  highway  toward 
financial  success — where  you  will  receive  referrals 
from  other  doctors  because  they  are  too  busy  or 
retiring — where  there  is  no  animosity  towards  new 
physicians?  Immediate  openings  for  family  physi- 
cians, OBC,  internists,  pedis,  orthopods,  and 
surgeons  in  smaller  towns  in  Texas.  Contact  Texas 
Doctors  Croup,  702  Colorado,  Suite  102,  Austin, 
Texas  78701;  512  476-7129.  Toll  free  in  Texas 
1-800-331-8472. 

MDs  full-time  or  part-time  in  beautiful  East  Texas 
Piney  Woods  for  new  ambulatory  care  center. 
Excellent  salary.  Please  contact  Barbara  at  409  637- 
1800  or  send  CV  to  Lufkin  Immediate  Care  Center, 
P.O.  Box  2325,  Lufkin,  Texas  75901. 

HCA  owns  or  manages  55  hospitals  In  Texas.  Op- 
portunities for  ail  non-hospital  based  specialties  in 
both  metropolitan  and  rural  areas.  Send  curriculum 
vitae  to:  Carol  Siemers,  HCA,  P.O.  Box  1575,  Nash- 
ville, Tennessee  37202  or  call  1-800-251-1537. 

The  Medical  and  Surgical  Clinic  of  Sherman,  Texas 

is  currently  expanding  Its  multispecialty  group  to 
include  specialists  in  pediatrics,  ophthalmology  and 
otolaryngology.  Interested  parties  please  contact 
Ron  Marshall,  Administrator,  214  893-5138  (collect). 

Positions  Available — Seeking  BC/BE,  OBC,  general 
internist,  HEM/ON,  PS,  endocrinologist  to  join  an 
established  multispecialty  (non-prepaid)  clinic  in 
South  Central  Texas.  Contact  Leroy  W.  Kitch,  Ad- 
ministrator, Skinner  Clinic,  124  Dallas  Street,  San 
Antonio,  Texas  78205. 

San  Antonio:  Family  practice/emergency  medicine. 

Immediate  opening  in  minor  emergency  center 
operating  14  hours  per  day.  Salary  and  fringes 
negotiable.  Contact  Robert  W.  Kottman,  MD,  8210 
Pat  Booker  Road,  San  Antonio,  Texas  78233;  512 
653-8989. 

Physicians — Have  you  contacted  the  Texas  Medical 
Association  Placement  Service?  We  have  informa- 
tion for  many  specialties  on  practice  opportunities 
throughout  the  state.  Send  inquiries  to  Physicians 
Placement  Service,  Texas  Medical  Association,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701.  Call  512 
477-6704,  ext.  263.  No  charge  to  TMA  members! 

Arizona  based  physician  recruitment  firm  has  op- 
portunities coast  to  coast.  "Professionals  working 
with  professionals."  Over  14  years  experience.  Call 
602  795-7474;  or  send  CV  to:  Mitchell  & Associ- 
ates, Inc.,  2761  N.  Country  Club  Road,  Suite  202, 
Tucson,  Arizona  85716. 

Your  choice  of  lifestyles  makes  up  the  winning 
combination  with  Medical  Networks.  Practice  op- 
portunities in  emergency  medicine  and  Medstop 
Convenience  Clinics  with  good  clinical  income  and 
paid  malpractice.  Also,  hospital  sponsored  private 
family  practices.  Contact  Director,  Physician  Man- 
agement Services,  Medical  Networks,  P.O.  Box 
4448,  Houston,  Texas  77210  or  call  collect  to 
713  999-4353. 

General  and  vascular  surgeon  to  join  well  estab- 
lished active  solo  practice  of  general/vascular 


surgeon  in  city  of  100,000.  Salary  progressing  to 
partnership  and  eventually  to  assumption  of  prac- 
tice. Send  CV  to  Ad-623,  TEXAS  MEDICINE.  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

Internist,  ophthalmologist,  OBG — exceptional  op- 
portunity to  join  13-physician  multispecialty  group 
near  Dallas.  Full  partnership  with  excellent  income 
potential.  Send  CV  to  Essin  Clinic,  P.O.  Box  1378, 
Sherman,  Texas  75090. 

Expanding  Texas  multispecialty  group — Dallas/Fort 
Worth,  requires  BE/BC  physicians;  internal  medi- 
cine, OBC,  family  practice,  orthopedic  surgery, 
anesthesiology,  general  surgery,  pediatrics,  ENT, 
urology,  cardiology,  dermatology,  psychiatry.  Com- 
petitive salary.  Extensive  benefits.  Direct  inquiry, 
CV  to;  Medical  Director,  Permanente  Medical  As- 
sociation of  Texas,  12720  Hillcrest,  Suite  600, 
Dallas,  Texas  75230 

South  Texas  (Upper  Rio  Grande  Valley) — Excellent 
and  Immediate  opportunity  for  BC  or  BE  physicians 
m the  following  specialties;  urology,  OBC,  ortho- 
pedics and  ophthalmology.  A 106-bed,  JCAH  ac- 
credited hospital  seeks  these  specialties.  This  Rio 
Grande  Valley  community  which  is  located  within 
10  minutes  of  the  Texas-Mexico  border  and  one 
hour  from  South  Padre  Island  resort  provides  an 
excellent  opportunity  for  these  physicians.  The  OBG 
specialist  would  have  an  opportunity  to  join  in 
partnership  with  an  established  practice  in  a pleas- 
ant surrounding  with  the  potential  of  developing  a 
multispecialty  clinic.  Pan  American  University  lo- 
cated within  city.  Send  CV  to  Don  Reed,  CEO, 
Edinburg  General  Hospital,  P.O.  Box  2000,  Edin- 
burg, Texas  78539;  512  383-1481. 

Allergist  needed  to  join  21  physician  multispecialty 
group.  High  first  year  guarantee  with  no  first  year 
expenses.  Excellent  benefits  and  paid  relocation 
expenses.  Send  CV  to  Tammy  Stripling,  Malone  and 
Hogan  Clinic,  1501  W.  11th  Place,  Big  Spring, 

Texas  79720. 

Anesthesiologist  needed  to  join  21  physician  multi- 
specialty group.  Will  be  in  charge  of  clinic's  soon 
to  open  Same-Day-Surgery  Center.  Strong  consid- 
eration given  to  semi-retired  physician.  Excellent 
benefits.  Send  CV  to  Tammy  Stripling,  Malone  and 
Hogan  Clinic,  1501  W.  11th  Place,  Big  Spring, 

Texas  79720. 

Medical  Director — American  school  training  Afghan 
medics  in  Peshawar,  Pakistan.  Family  practice, 
emergency  medicine  preferred.  Administrative  ex- 
perience helpful.  Transportation,  lodging,  meals, 
stipend  provided.  Contact  International  Medical 
Corps,  213  471-0031. 

Psychiatrist,  Clinical  Director  of  Adult  Services — 

Nu-Med  Psychiatric  is  seeking  an  adult  psychiatrist 
to  develop  an  outpatient  practice  and  provide  lead- 
ership on  a 28-bed  adult  unit  at  Pinelands  Hos- 
pital located  in  East  Texas.  Hospital  is  a 40-bed 
psychiatric  facility  planned  to  open  january  1987. 
Psychiatrist  will  be  able  to  divide  time  between 
outpatient,  local  MHMR  and  hospital  practice.  Will 
have  clinical  and  administrative  responsibilities  in- 
cluding staff  development,  establishing  and  imple- 
menting clinical  guidelines,  etc.  Candidates  should 
be  board  eligible/certified  and  have  Texas  license. 
Financial  assistance  package  available.  Send  CV  to 
Cindy  Musikantow,  Nu-Med  Psychiatric,  c/o  Hart- 
grove  Hospital,  520  Ridgeway  Avenue,  Chicago, 
Illinois  60624. 

Opportunities  for  physician  relocation  in  Texas. 
All  specialties.  Metropolitan  area  and  small  town 
settings  available.  Many  guaranteed  salary  situations. 
Contact  Jerry  Lewis  or  David  Schrader  at  817  776- 
4121  or  send  complete  CV  or  resume  to  Lewis 
Personnel,  1227  N.  Valley  Mills,  Suite  200,  Waco, 
Texas  76710. 

Dallas — Family  practice  and  internal  medicine  phy- 
sicians for  private  practices.  Associations,  solo  and 
practices  for  sale.  For  details,  call  Eloise  Gusman, 
1-800-535-7698  or  504-893-4879  collect  or  send  CV 
to  P.O.  Box  1685,  Covington,  Louisiana  70434-1685. 

Medical  Director — Alliance  Health  Plan  of  Fort 
Worth  is  a new  IPA  model  HMO  that  will  be  open- 
ing in  November  1986.  We  will  be  using  a network 
of  local  hospitals  and  physicians.  We  have  a posi- 
tion for  a one  half  time  physician  to  be  responsible 
for  the  health  services  delivery  of  the  HMO.  This 
includes  quality  assurance  and  peer  review  pro- 
grams to  assure  the  high  quality  of  services.  You 
must  be  a MD,  board  certified  in  a specialty  and 
licensed  to  practice  in  the  state  of  Texas.  Attractive 
salary  and  benefits.  Send  complete  resume  to 
Philip  Martin,  Personnel  Manager,  SCH  EnterCorp, 
2002  South  Wayside  Drive,  Houston,  Texas  77023. 
An  equal  opportunity  employer. 

Private  Practice  Opportunities — Summit  Health 
Ltd.,  a growing  health  care  corporation  is  seeking 
board  certified,  board  eligible  physicians  for  asso- 
ciation with  our  full-service,  JCAH  accredited  hos- 
pitals in  Texas  and  California.  Excellent  private 
practice  opportunities  are  available  in  general  prac- 
tice, OBG,  orthopedic  surgery,  rheumatology,  as 
well  as  other  specialties.  Financial  incentives  in- 
clude income  guarantee,  office  and  staff  support 
and  assistance  in  establishing  your  practice.  Please 
forward  your  curriculum  vitae  to;  Marni  Bragg, 
Physician  Recruiter,  Summit  Health,  1800  Avenue 
of  the  Stars,  Los  Angeles,  California  90067  or  call 
collect  at  213  201-4000. 


Physician  Opportunities,  Sunbelt — We  have  unad- 
vertised solo,  group  and  hospital  based  opportuni- 
ties for  general  practice  and  most  specialties. 
Financial  guarantees,  benefit  packages  negotiable. 
Fee  paid.  Professionals  serving  professionals.  Send 
CV  or  call  Fred  Brinker  512  327-6944,  Sanford  Rose 
Associates,  1705  Capital  of  Texas  Hwy.  South,  Suite 
202,  Austin,  Texas  78746. 

Internist/infectious  disease  physician  needed  to 
work  for  another  physician  to  diagnose,  treat,  and 
manage  injuries  of  human  internal  organ  systems 
with  special  emphasis  In  clinical  competence  of 
infectious  diseases,  both  inpatient  and  outpatient 
basis.  Examines  patients  for  symptoms  of  organic  or 
congenital  disorders  and  determines  nature  and 
extent  of  injury  and  prescribes  medication  and 
when  necessary,  refers  to  other  specialists.  Must 
be  board  certified  in  internal  medicine,  board  eligi- 
ble in  infectious  diseases  and  have  two  years 
experience  in  Infectious  diseases.  Interested  appli- 
cants should  contact  the  Texas  Employment  Com- 
mission, P.O.  Box  2211,  400  East  Hackberry, 

McAllen,  Texas  78502,  Job  Order  Number  4274628, 
or  send  resume  to  Texas  Employment  Commission, 
TEC  Building,  Austin,  Texas  78778,  Job  Order 
Number  4274628.  An  equal  opportunity  employer 
M/F. 


OPPORTUNITIES  SOUGHT 


We  have  physicians  who  are  looking  to  join  solo, 
partnerships,  or  multispecialty  groups  in  the  Texas 
area.  For  more  information  call  Medical  Advisory 
Croup,  Inc.,  214  758-9939. 

We  have  listings  of  physicians  desiring  to  relocate 
in  Texas.  Nearly  all  specialties  are  represented. 
There  is  no  charge  to  TMA  members  for  this 
service.  Contact:  Physicians  Placement  Service,  Tex- 
as Medical  Association,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701.  512  477-6704,  ext.  263. 

Board  certified  OBG  wishes  to  relocate  to  larger 
community.  Prefer  to  associate  with  another  in- 
dividual or  group,  but  will  consider  solo,  U.S. 
medical  graduate.  U.S.  specialty  trained.  Bilingual 
English/Spanish.  Good  practice  experience.  Please 
reply  to  Ad-632,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

Internist — Geriatrician,  BE,  15  years  private  practice 
experience.  Seeking  position  with  group  practice, 
medical  institution  or  medical  organization.  Avail- 
able fall  1986,  S.  Ortiz,  MD,  P.O.  Box  3906,  Corpus 
Christi,  Texas  78404. 

Medical  practice  administrator,  MS,  15  years  ex- 
perience, 25,000  active  patients,  responsible  for  all 
medical  and  business  management,  seeks  quality 
long  term  situation.  Terms  flexible,  negotiable. 
Dr,  P.  Callahan  & Associates,  P.O.  Box  1686,  Largo, 
Florida  34294;  813  584-4275. 

Board  certified  general  surgeon  seeks  suitable  posi- 
tion. Prefer  small  or  medium  size  community.  Will 
consider  HMO  and  minor  emergency  centers.  Will- 
ing to  do  some  general  practice.  Hold  current 
Texas  license.  Available  immediately.  Please  reply 
to  Ad-630,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


FOR  SALE  OR  LEASE 


Medical  Equipment 

50%  off  previously  owned  medical  laboratory, 

office,  x-ray,  ultra-sound  equipment  in  excellent 
condition.  We  buy,  sell,  broker  and  repair.  Ask 
about  our  Holter  Scanning  Services.  Appraisals  by 
Certified  Surgical  Consultants,  Medical  Equipment 
Resale,  Inc.,  24026  Haggerty  Road,  Farmington, 
Michigan  48018;  313  569-4407  anytime. 

Complete  set-ups  to  single  items.  Save  over  50% 
on  some  items.  Some  examples:  Ritter  power  tables, 
Medco  Sololator,  Burdick  EK-B,  Nova  I,  x-ray  equip- 
ment, new  Procto  equipment.  All  guaranteed!  We 
buy,  sell  and  broker.  Call  or  write  Medexchange, 
12989  lupiter.  Suite  203,  Dallas,  Texas  75238; 
214  341-6305  or  512  445-1898. 

Holter  Monitor  Equipment  For  Sale — Circadian,  IVi 
year  old,  24  hour  cassette  tape  system.  Contains 
three  patient  monitors,  computer  scanning,  plus 
"real-time"  diagnostic  quality  single  lead  dis- 
closure. Contact  626  5.  Broadway,  Tyler,  Texas 
75701;  214  593-7955. 

Equipment  For  Sale — Storz  Laparoscope  with  Wisap 
CO2  Insufflator,  $1995;  Storz  Bipolar  Coagulator, 
$950;  Pelton  Crane  Manaclave,  16"  x 28"  chamber, 
one  year  old,  $3995;  Hewlett  Packard  1511B  EKG, 
$995;  llle  full-body  whirlpool,  $1250;  Amsco  22" 
surgery  lights;  cardiac  monitors;  CYN  tables;  labora- 
tory equipment;  and  more!  Very  good  condition. 
Mediquip- Scientific.  214  630-1660. 

New  Holter  Recorders — Dual  channel  can  be  yours 
for  as  little  as  $48  a month.  Call  for  information. 
DCG  Interpretation,  313  879-8860. 


Office  Space/ Property 

San  Antonio— General  internist  desires  to  sublease 
ready-to-go  office  space  with  five  exam  rooms. 
Rapidly  growing  North  Central  location.  Ideal  for 
allergist,  dermatologist,  or  other  primary  care 
physician.  For  information  call  512  377-3224. 

For  Sale — Hillside  Country  Home.  Trees  and  fields, 
150  miles  north  of  Dallas.  3 bedroom,  garage 
apartment.  5w.  PI.  barn/tool  house.  IVS  bath. 
Phone  405  298-2314,  405  298-3365  or  reply  to 
Ad-612,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 

Austin:  For  lease,  1300  sq.  ft.  duplex  near  Seton. 

Ideal  for  solo.  Waiting,  two  offices,  lab,  nurse's 
station  and  four  exam  rooms.  Ben  H.  White,  MD 
or  Karen  Haslund,  MD,  512  454-8691. 

For  Sale — Well  established  GP  clinic.  Town  of 
27,000.  Established  31  years.  Excellent  practice  op- 
portunity for  CP  or  any  specialty.  Low  overhead, 
3200  sq.  ft.  and  a parking  lot.  Hospital  is  7 miles. 
Doctor  died  May  3.  Write  Frances  Barbee,  213  W. 
Avenue  D,  Copperas  Cove,  Texas  76522. 

For  lease — Dallas,  near  Methodist  Hospital.  Office 
space,  approximately  1,400  square  feet.  Major 
thoroughfare  location.  214  943-5700. 

OBC,  GYN  or  general  surgeon — To  share  beauti- 
fully decorated  office,  fully  staffed  and  equipped, 
excellent  view  of  downtown  skyline.  Plaza  Medical 
Building.  Low  overhead.  Excellent  for  doctor  with 
practice  in  suburbs.  Please  send  all  inquiries  to: 
Share  An  Office  Venture,  P.O.  Box  300732,  Hous- 
ton, Texas  77230-0732. 

Office  Space  to  Share — Two  physicians,  internist 
and  pediatrician,  have  extra  office  space.  Very 
pleasant  surroundings  with  complete  office  staff, 
building,  everything  tor  a general  practice.  Located 
in  Northwest  Austin  in  busy,  growing  area.  For 
further  information,  contact  Julie  Shank,  RN  at  512 
467-1707. 


Practices 

Very  good  family  practice  for  sale.  Northwest  San 
Antonio,  Texas.  Near  medical  center/schools.  In- 
formation call  512  349-1405. 

San  Antonio — Internal  medicine  practice  for  sale  in 
San  Antonio.  Long  established  practice  serving 
families  and  adults  only.  Practice  enjoying  over  i 
50%  net.  Four  days  per  week.  For  more  informa-  | 
tion,  phone  713  771-5011.  1 

Family  practice  opportunity — 35  year  established  FP  I 
for  sale,  including  all  medical  equipment  in  ex-  : 
cellent  condition.  Gross  well  into  six  figures.  Gen-  | 
tral  location  with  access  to  all  parts  of  the  city. 
Several  industrial  accounts.  Further  information  1 
713  522-9249.  1 

Gynecology:  Houston.  Extremely  large,  gynecology- 
only  practice  for  sale  in  Northwest  Houston.  Prac-  , 
tice  enjoys  an  exceptional  net  income.  Doctor  re-  | 
tiring.  Option  to  purchase  building.  A'h  days  per 
week  practice.  For  further  details  phone  713  771-  ' 

5011.  TMH428. 

For  Sale,  Texas  City — Active  general  practice  with 
complete  laboratory,  x-ray,  physical  therapy,  and 
business  office  equipment.  Adequate  building  near 
two  hospitals.  Fifteen  miles  from  Galveston;  35 
miles  from  Houston.  Desire  retirement,  but  will  . 
stay  for  orientation.  Call  409  948-0083.  Residence 
713  337-2745. 

Practice  For  Sale — Well  established  internal  medi- 
cine practice  in  Austin-San  Antonio  corridor  avail- 
able. Pleasant  city  of  20,000,  serving  area  of  , 
approximately  40,000.  No  HMO,  PPO,  or  minor  1 
emergency  clinic  competition.  Outstanding  office  j 
personnel  to  remain.  Brief  drive  to  either  major  ^ 
city.  Good  call  sharing  arrangement.  Will  introduce 
to  community.  For  information  reply  to  Ad-628,  ' 

TEXAS  MEDICINE,  1801  North  Lamar  Blyd.,  Austin,  ' 
Texas  78701.  1 


BUSINESS  AND  FINANCIAL 
SERVICES 

Physician's  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt, 
courteous  service.  Competitive  fixed  rate,  with  no 
points,  fees  or  charges  of  any  kind.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free 
1-800-241-6905.  Serving  MDs  for  over  ten  years. 

Appraisals  of  Professional  Practices — Specializing  in 
valuations  for  partnership  buy-ins,  litigation,  divorce 
settlements,  financial  statements,  or  practice  sales. 
Experienced,  qualified  appraisals  for  the  health  care 
industry.  Contact  Dan  Lewis  at  LHP  Services  Inc. 
for  additional  information.  214  437-1180  or  write 
777  S.  Central  Expressway,  Suite  1-V,  Richardson, 
Texas  75080. 


Texas  Medicine 


Business  loans — Signature  loans,  other  loans,  sale/ 
lease  back,  equipment  leases.  Buying  or  selling  a 
practice?  Contact  Dr.  W.  A.,  100  South  Washington, 
Enid,  Oklahoma  73701;  405  234-5135. 


CONTINUING  EDUCATION 


1987  CME  Cruise/Conferences  on  Selected  Medical 
Topics — Caribbean,  Mexico,  Hawaii,  Alaska,  China 
Orient,  Scandinavia/ Russia.  7-14  days  year  round. 
Approved  for  20-24  CME  Category  1 credits  (AMA/ 
PRA)  and  AAEP  prescribed  credits.  Distinguished 
professors.  Fly  roundtrip  free  on  Caribbean,  Mexi- 
can and  Alaskan  cruises.  Excellent  group  fares  on 
finest  ships.  Registration  limited.  Pre-scheduled  in 
compliance  with  present  IRS  requirements.  Informa- 
tion: International  Conferences,  189  Lodge  Avenue, 
Huntington  Station,  New  York  11746;  516  549-0869. 


MISCELLANEOUS 


Abortion  Alternatives!  Licensed  maternity  service 
offers  residential  and  non-residenlial  program  with 
counseling  and  medical  plan  for  the  expectant 
mother  who  is  planning  adoption  for  her  baby. 
Costs  adjusted  to  ability  to  pay.  MARYWOOD,  510 
West  26th  Street,  Austin,  Texas  78705;  phone  512 
472-9251.  (Formerly  Home  of  the  Holy  Infancy) 


VVanled  To  Buy — General  practice  or  general  prac- 
tice with  surgery.  Prefer  small  or  medium  size 
community.  Hold  current  Texas  license.  Could  take 
over  practice  at  short  notice.  Please  reply  to 
Ad-631,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


Advertising  Rates  & Data:  Regular  classi- 
fied advertising  sells  for  $30  (US  cur- 
rency) per  issue  for  50  words  or  less, 
payable  in  advance.  Display  classified  ad- 
vertising sells  for  $55  per  column  inch, 
per  month.  A variety  of  typefaces,  logos 
and  borders  may  be  used  in  display 
classified  ads.  Ad  numbers  can  be  sub- 
stituted for  formal  addresses  upon  request 
at  no  extra  cost.  Name  and  address  of  ad 
number  listings  cannot  be  given  out  un- 
less specific  permission  to  do  so  has 
been  given.  The  advertising  office  will  not 
contact  ad  number  holders  except  by 
mail.  Federal  laws  prohibit  references  to 
race,  color,  religion,  sex,  national  origin, 
or  age  unless  bona  fide  occupational 
qualifications.  Copy  deadline  is  the  5th  of 
the  month  preceding  publication.  Send 
copy  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


A Positive  Point 
About  Breast  Cancer, 


WE  NEED 
MORE 
OF  YOUR 
TYPE. 

GIVE  BLOOD 


American  Red  Cross 


Now  we  can  see  it  before  you  can  feel  it.  When 
it’s  no  bigger  than  the  dot  on  this  page. 

And  when  it’s  90%  curable.  With  the  best  chance 
of  saving  the  breast. 

The  trick  is  catching  it  early.  And  that’s  exactly 
what  a mammogram  can  do. 

A mammogram  is  a simple  x-ray  that’s  simply 
the  best  news  yet  for  detecting  breast  cancer.  And 
saving  lives. 

If  you’re  over  35,  ask  your  doctor  about 
mammography. 

Give  yourself  the  chance  of  a lifetime.^'' 


AMERICAN 
^CANCER 
? SOCIETY’ 
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pvnrsiGUNS 


We  are  announcing  opportunities  for 
you  to  serve  your  country  as  an  Air  Force 
Reserve  physician/officer  You  can  make 
new  professional  associations,  obtain 
CME  credit  and  help  support  the  Air 
Force  mission.  For  those  who  qualify, 
retiremeht  credit  can  be  obtained  as 
' well  as  low  cost  life  insurance.  One 
t weekend  a month  plus  two  weeks  a 
year  or  less  can  bring  you  pride  and 
X\  satisfaction  in  serving  your 
country. 


Call;  (512)  seS'ieie 

Or  Fill  Out  Coupor^  and  Mail  Todayl 

To:  Health  Profeeslona  Recruiting 

2610  RRS/RSH 

Bergstrom  AFB,  TX  76743-5000 

City 

7ip 

AIR  FORCE  RESERVE  - 

A GREAT  WAY  TO  SERVE 


YOU  CAN  KEEP  THEM  IN  BALANCE  — YOUR 
FAMILY  LIFE  AND  YOUR  MEDICAL  PRACTICE 

We’d  like  to  help  you  speed  more  time  with  your  family,  yet 
receive  professional  satisfaction  from  your  medical  practice. 
As  a member  of  the  Air  Force  health  care  team,  you’ll  be  able 
to  participate  ih  our  group  practice  cohcept  which  will  free 
you  of  most  of  your  administrative  duties. 

Air  Force  benefits  are  also  very  attractive.  You  and  your  family 
will  enjoy  30  days  of  vacation  with  pay  each  year,  plus  many 
more  Air  Force  advantages. 

Contact  MSgt  Tommy  Tucker  at  (713)  784-3132 
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Texas  Medicine 


Gcnitbiuing  ^diicatiou  Jyirectoiy 


COURSES 


OCTOBER 
Emergency  Care 
Oct  24-25,  1986 

EMS  UPDATE  1986.  Holiday  Inn  Civic  Center,  Lubbock.  Fee  TBA.  Ciate- 
gory  1,  AMA  Physician's  Recognition  Award;  hours  TBA.  Contact  Vicki 
Hollander,  Office  of  Continuing  Medical  Education,  Texas  Tech  Univer- 
sity Health  Sciences  Center,  Lubbock,  TX  79-i30  (806)743-2929 

General  Medicine 

Oct  4,  1986 

THE  SHORT  (65CM  ) FLEXIBLE  FIBEROPTIC  COLONOSCOPE:  PRAC- 
TICAL OFFICE  APPLICA  TIONS.  Beasley  Auditorium,  Baylor  llniversity 
Medical  Center,  Dallas.  Fee  SI 75.  Category  1,  AMA  Physician’s  Recog- 
nition Award;  7 hours.  Contact  Barbara  Grayson,  3500  Gaston  Ave, 
Dallas,  TX  75246  (214)820-2317 

Oct  23-24,  1986 

DIAGNOSIS,  TREATMENT  AND  PREVENTION  OF  PES  TICIDE  RE 
IA.TED  ILIJSIESSES  AMONG  FARM  WORKERS  Hilton  Palacio  Del  Rio, 
San  Antonio,  Tex.  No  fee.  Category-  1,  AMA  Physician’s  Recognition 
Award;  9 hours.  Contact  Frances  Bernhards,  Ketchum  IXiblications, 
1625  Eye  St,  NW,  Washington,  DC  20006  (202  )785-l471 

Law 

Oct  3,  1986 

CHARTING  WITH  A JURY  IN  MIND.  Learning  Center,  The  University 
of  Texas  Medical  Branch,  Galveston,  Tex.  Fee  S55.  Credit  .55  CEUs 
(nursing).  Contact  Gayle  McKay,  Office  of  Continuing  Education,  3rd 
Floor  Learning  Center,  3. 324,  LITMB,  Galveston,  TX  77550-2782 
(409)761-2934 

Obstetrics  and  Gynecology 

Oct  21-25,  1986 

CONTEMPORARY  ISSUES  AND  PRACTICES  IN  OB/GYN.  The  Univer 
sity  of  Texas  Health  Science  Center,  Room  D 1.600,  Dallas.  Fee  8475 
complete  course,  8325  basic  course,  8150  pathology  only,  residents 
pay  half  fee.  Category  1,  AMA  Physician’s  Recognition  Award;  ,36  hours. 
Contact  June  Bovill,  Division  of  Continuing  Education,  liTHSti,  5323 
Harry  Hines  Blvd,  Dallas,  TX  75235  ( 214  )688-21 66 

Oncology 

Oct  3-4,  1986 

HODGES  CANCER  CENTER  REGIONAL  ONCOLOGY  SYMPOSIUM. 
Methodist  Hospital,  Lubbock,  Tex.  Fee  TBA.  Category-  1,  AMA  Physi- 
cian’s Recognition  Award;  hours  TBA.  Contact  Vicki  Hollander,  Office 
of  Continuing  Medical  Education,  Texas  Tech  University  Health  Sci- 
ences Center,  Lubbock,  TX  794.30  (806)743-2929 

Orthopedic  Surgery 

Oct  16  18,  1986 

ORTHOTICS  AND  PROSTHETICS.  Melrose  Hotel,  Dallas.  Fee  8175. 
Credit  TBA.  (Contact  Ann  Carlton.  RPT,  The  University  of  Texas  Health 


Science  (Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-3525 


Otorhinolaryngology 
Oct  10,  1986 

VISITING  PROFESSOR  IN  OTORHINOIARYNGOLOGY.  Location  TBA. 
Fee  81  10.  Category  1,  AMA  Physician’s  Recognition  Award;  7 hours. 
Contact  Division  of  Continuing  Education,  The  University-  of  Texas 
Southwestern  Medical  School,  5323  Harry-  Hines  Blvd,  Dallas,  TX 
75235  (214)688-2166 

Pediatrics 

Oct  24-25,  1986 

3RD  ANNUAL  PEDIATRIC  UPDATE  S^TVIPOSIUM.  Wyndham  Hotel, 
Ballroom,  Dallas.  Fee  835.  Category-  1,  AMA  Physician’s  Recognition 
Award;  10.5  hours.  Contact  Pat  White,  Medical  Education  Department, 
Methodist  Medical  Center,  301  W Colorado  Blvd,  Dallas,  TX  75208 
(214)944-8181 

Oct  31 -Nov  1,  1986 

lOTH  ANNUAL  PEDIATRICS  POS  TGRADUATE  CONFERENCE.  Holiday- 
Inn  Civic  Center,  Lubbock.  Tex.  Fee  TBA.  Category-  1,  AMA  Physician’s 
Recognition  Award;  1 1 hours.  Contact  Vicki  Hollander,  Office  of  Con- 
tinuing Medical  Education,  Texas  Tech  University  Health  Sciences  Cen- 
ter, Lubbock,  TX  794.30  ( 806  )743-2929 

Psychiatry 

Oct  3-4,  1986 

5TH  PAN  AMERICAN  PSYCHIATRIC  SYMPOSIUM:  RECENT  DEVELOP 
MENTS  IN  DIAGNOSIS  AND  TREA  TMENT  OF  AFFECTIVE  DISORDERS 
Texas  Tech  University  Health  Sciences  Center,  El  Pa.so,  Tex.  Fee  880  US 
physicians;  850  psychologists,  social  workers,  and  allied  health  profes- 
sionals; 825  medical  students  and  residents;  10,000  pesos  Mexican 
physicians;  8 1 8 extra  for  medical  students,  residents  and  Mexican  phy- 
sicians for  packet  material,  lunch,  and  dinner.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  9 hours.  Contact  Enrique  (iarza,  MD, 
Department  of  Psychiatry-  or  Diane  Darden,  Continuing  Medical  Educa- 
tion, Texas  Tech  University-  HSC,  4800  Alberta  Ave,  El  Paso,  TX  79905, 
(915  )533-.3020,  ext  246  or  220 

Oct  3-4,  1986 

LEGAL  AND  ETHICAL  ASPECTS  OF  AUTONt)MY  IN  THE  HEALTH 
CARE  SETTINCi.  Texas  Tech  University  Health  Sciences  Center,  Lub- 
bock, Tex.  Fee  TBA.  Category-  1,  AMA  Physician’s  Recognition  Award; 
hours  TBA.  Contact  Vicki  Hollander,  Office  of  Continuing  Medical  Edu- 
cation, TTUHSC,  Lubbock,  TX  794.30  ( 806 1743-2929 

Oct  3-4,  1986 

DISASTERS.  Baylor  University  Medical  Center,  Dallas.  Fee  TBA.  Credit 
TOA.  Contact  Judy-  t:ook,  MD,  83.30  Meadow  Rd,  Suite  202,  Dallas,  TX 
75231  (214)696-5761 

Radiology 

Oct  20-24,  1986 

POSTGRADUATE  WORKSHOP  IN  MAGNE  TIC  RESONANCE  IMAGING 
AND  SPECTROSCOPY.  Baylor  Biomedical  NMR  Center,  Houston.  Fee 
8800  physicians,  8400  residents.  Category-  1 , AMA  Physician’s  Recog- 
nition Award;  32  hours.  Contact  Vicki  Forgac,  Office  of  Continuing 
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Education- 184A,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Hous- 
ton, TX  77030  (713)799-6020 

Oct  22-23,  1986 

IN  l ERNA  l lONAL  SYMPOSIUM  AND  COURSE  ON  DIAGNOSIS  OF 
BREAST  DISEASE.  Four  Seasons  Hotel,  Houston.  Fee  S330.  Category’  1, 
AMA  Physician  s Recxtgnition  Award;  22  hours.  Contact  Alice  Reardon, 
Office  of  (iontinuing  Education,  The  University  of  Texas  Health  Science 
Center,  6-t31  Fannin  St,  MSB  G.OO-t,  Houston,  TX  7"'030 
(713)792-33x6 

Oct  2X-26,  1986 

DIAGNOSTIC  RADIOLOGY  UPDATE  AND  SYMPOSIUM  ON  MAG- 
NETIC RESONANCE  IMAC.ING.  Lincoln  Hotel,  Dallas.  Fee  *323  physi- 
cians, SI  ■’3  residents  and  fellows.  Category-  1,  AMA  Physician’s 
Recognition  Award;  18  hours.  Contact  Dolly  tihristensen.  Department 
of  Radiologt',  The  University  of  Texas  Southwestern  Medical  School, 
3323  Harr>  Hines  Blvd,  Dallas,  TX  ■’32,33  ( 214  >688-2302  or  688-2166 


NOVEMBER 
Anesthesiology 
Nov  ■^-8,  1986 

BAY-CAP  XL  Westin  Galleria  Hotel,  Houston.  Fee  TBA.  Credit  TBA. 
Contact  Lynne  Tiras  or  Vicki  Forgac,  Baylor  College  of  Medicine,  One 
Baylor  Plaza,  Houston,  TX  ■’7030  (^13  )799-6020 

Arthritis  and  Rheumatism 

Nov  13,  1986 

SYMPOSIUM  ON  DISEASES  OF  THE  HIP.  Texas  Women’s  University. 
Presbyterian  Hospital,  Dallas.  Fee  Sx3  physicians;  $13  residents.  Cate- 
gory' 1 , AMA  Physician’s  Recognition  Award;  6 hours.  Contact  Lela 
Breckenridge,  Continuing  Medical  Education,  Preshyterian  Ho.spital, 
8200  Walnut  Hill  Une,  Dallas,  TX  ^3231  ( 2l4Xi96-8x38 

Dermatology 

Nov  1,  1986 

DERMATOLOGY  LIPDATE  Baylor  liniversity  Medical  Center,  Dallas. 
Fee  TBA.  Credit  TBA.  Contact  Alan  Menter,  MD,  370^’  Gaston  Ave, 
#700,  Dallas,  TX  73246  ( 2 1 4 >820-73x6 

Emergency  Care 

Nov  13-13,  1986 

6TH  ANNUAL  WILLIAM  BEAUMONT  ARMY  MEDICAL  CENTER 
TRAUMA  SYMPOSIUM:  FLUIDS  AND  NUTRITION  FOR  THE  META 
BOLIC  SUPPORT  OF  THE  TRAUMA  PATIENT.  Airport  Hilton  Inn,  El 
Paso,  Tex.  Fee  $80  physicians;  $30  RNs,  lA’Ns,  EMTs;  no  charge  for 
students.  Category  1,  AMA  Physician’s  Recognition  Award;  18  hours 
Contact  Martha  May,  Trauma  Service,  William  Beaumont  Army  Medical 
Center,  El  Paso,  TX  79920-3001  (913>369-2621/2^’8'’ 

Gastroenterology 

Nov  1113,  1986 

CURREN  T APPROACHES  FOR  THE  DIAGNOSIS  AND  TREATMENT  OF 
CiASTROlNTESTINAL  CANCER.  Intercontinental  Hotel-Galleria,  Hous- 
ton. Fee  $283  before  Oct  20,  $323  after  Oct  20  and  on-site.  (Tedit 
TBA.  Contact  Shirley  Roy,  Conference  Services,  HMB  1,31,  M.  D.  Ander- 
son Hospital  and  Tumor  Institute,  6723  Bertner  Ave,  Houston,  TX 

770.30  (713)792-2222 

General  Medicine 

Nov  2-6,  1986 

PREVENTIVE  MEDICINE  Houstonian  Hotel,  Houston.  Fee  TBA.  Credit 
TBA.  Contact  Carol  Soroka  or  Lila  Lerner,  Office  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 

770.30  ( ■’13  >799-6020 

Internal  Medicine 

Nov  13-14,  1986 

FINE  NEEDLE  ASPIRATION  OP  KIDNEY  WORKSHOP.  The  University 


of  Texas  Health  Science  Center,  Room  D 1.600,  Dallas.  Fee  $100.  Cate- 
gory 1 , AMA  Physician’s  Recognition  Award;  1 2 hours.  Contact  Depart- 
ment of  Continuing  Education,  UTHSC,  3323  Harry  Hines  Blvd,  Dallas, 
rx  73233  (214)688-2166 

Nov  14-13,  1986 

INTERNAL  MEDICINE  SYMPOSIUM.  Holiday  Inn  Civic  Center,  Lub- 
bock, Tex.  Fee  TBA.  Category  1,  AMA  Physician’s  Recognition  Award; 
hours  TBA.  Contact  Vicki  Hollander,  Office  of  Continuing  Medical  Edu- 
cation, Texas  Tech  University  Health  Sciences  Center,  Lubbock,  TX 

794,30  (806)743-2929 

Nov  21-22,  1986 

UPDATE  IN  SEXUALLY  TRANSMITTED  DISEASES.  The  University  of 
Texas  Health  Science  Center,  Room  D 1.600,  Dallas.  Fee  $73.  Category 
1,  AMA  Physician’s  Recognition  Award;  1.3  hours.  Contact  Continuing 
Education,  UTHSC,  532.3  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2166 

Neurology 

Nov  22,  1986 

NEUROPSYCHIATRIC  ASPECTS  OF  DEPRESSION.  Tlie  University  of 
Texas  Health  Science  Center,  San  Antonio,  Tex.  Fee  TBA.  Credit  TBA, 
Contact  UTHSC,  Office  of  Continuing  Medical  Education,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284-7980  (312)691-6293 

Obstetrics  and  Gynecology 

Nov  13,  1986 

MANAGEMENT  OF  THE  PROBLEM  INFERTILE  COUPLE.  The  Univer- 
sity’ of  Texas  Health  Science  Center,  Room  D 1.600,  Dallas.  Fee  $135. 
Clategoiy  1 , AMA  Physician’s  Recognition  Award;  hours  TBA.  Contact 
June  Bovill,  Continuing  Education,  UTHSC,  5323  Harry  Hines  Blvd, 
Dallas,  TX  73233  (214)  688-2166 

Pediatrics 

Nov  6-8,  1986 

VIOIBNCE  IN  AMERICA:  SOUTHWEST  REGIONAL  RESEARCH  CON- 
FERENCE. Plaza  of  the  Americas  Hotel,  Dallas.  Fee  $185.  Category  1, 
AMA  Physician’s  Recognition  Award;  1 2 hours.  Contact  June  Bovill, 
Division  of  Continuing  Education,  5323  Harry  Hines  Blvd,  Dallas,  TX 
73233  (214)688-2166 

Nov  14  13,  1986 

PEDIA  TRICS  FOR  THE  PRACTITIONER:  20TH  ANNUAL  KENNETH  C. 
HALTALIN  PEDIATRICS  SEMINAR.  Westin  Hotel,  Dallas.  Credit  TBA. 
Contact  June  Bovill,  Continuing  Education,  The  University  of  Texas 
Health  Science  Center,  3323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2166 

Physical  Medicine  and  Rehabilitation 

Nov  20-21,  1986 

ACUTE  REHABILITATION  OF  THE  SPINAL  CORD  INJURED:  A COM 
PREHENSIVE  BASIC  COURSE.  Inter  Continental  Hotel,  Houston.  Fee 
TBA.  Credit  TBA.  Contact  Marjorie  Gordon,  Division  of  Education,  The 
Institute  for  Rehabilitation  and  Research,  PO  Box  20095,  Houston,  TX 
77223  (713)797-3940 

Psychiatry 

Nov  3-6,  1986 

CLINICAL  AND  LEGAI.  ASPECTS  OF  PROTECTING  OTHERS  FROM 
VIOLENT  PATIENTS.  Learning  Center,  The  University  of  Texas  Medical 
Branch,  Galveston,  Tex.  Fee  $160  before  Oct  13;  $180  after  Oct  15; 
$143  three  or  more  persons  from  same  organization;  $25  students. 
Category  1,  AMA  Physician’s  Recognition  Award;  10  hours.  Contact 
Martha  Berlin,  Office  of  Continuing  Education,  3rd  Floor  Learning  Cen- 
ter, 3.324,  UTMB,  Galveston,  TX  77550-2782  (409)761-2934 

Radiology 

Nov  5,  1986 

6TH  SEMI  ANNUAL  FUNDAMENTALS  OF  MRI.  The  University  of  Texas 
Health  Science  Center,  San  Antonio,  Tex.  Fee  $395.  Category  1,  AMA 
Physician’s  Recognition  Award;  28  hours.  Contact  UTHSC,  Office  of 
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c:ontinuing  Medical  Education,  7703  Floyd  Cairl  Dr,  .San  Antonio  TX 
■’8284-798()  ( 5 1 2 )69 1 -6293 

Surgery 

Nov  13-13,  1986 

6TH  ANNUM.  WILLIAM  BFAUMON 1 ARM\'  MEDICAL  CENTER 
1 RAUMA  SYMPOSIUM  El  Paso  Hilton,  El  Paso,  Tex  Fee  $80  physi 
cians,  $.30  nonphysicians.  Category  1,  AMA  Physician's  Recognition 
Award;  18  hours.  Contact  Marty  May,  Trauma  Service,  Department 
of  Surger>’,  William  Beaumont  Army  Medical  Center,  El  Pa.so,  TX 
79920-3001  (913)369-2621  or  (913)369-2787 

Nov  14-13,  1986 

GENERAL  SURGERY  IIPDATE:  1986.  Houston  Marriott  Medical  Center, 
Houston.  Fee  $200  physicians,  $100  physician  assistants.  Category  1 
AMA  Physician's  Recognition  Award;  12  hours.  Contact  Lila  Lerner  or 
Vicki  Forgac,  Office  of  Continuing  Education,  Baylor  College  of  Medi 
cine.  One  Baylor  Plaza,  Houston,  TX  77030  (713)799-4941 


Radiology 
Dec  8 12,  1986 

POSTGRADUATE  WORKSHOP  IN  MAf.NETIC  REISONANCT-;  IMAC.lNf, 
AND  SPEC  TROSCOPY  Baylor  Biomedical  NMR  Center,  Houston.  Fee 
$800  physicians,  $400  residents.  Category  1 , AMA  Physician's  Rccog 
nition  Award;  32  hours.  Ointact  Vicki  Forgac,  Office  of  Continuing 
Education- 1 84A,  Baylor  College  of  Medicine,  One  Baylor  Plaza  Hous 
ton,  TX  77030  ( -’  I 3 )799-6020 

Urology 

Dec  3-6,  1986 

INNOVATIVE  APPROACHES  TO  UROLOGIC  PROBLEMS.  Lincoln  Hotel 
Post  Oak,  Houston.  Fee  $230.  Categor>'  1,  AMA  Physician's  Recognition 
Award;  hours  TBA.  Contact  Lila  Lerner  or  Carol  Soroka  Office  of  Con- 
tinuing Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza  Hous- 
ton, TX  77030  (713  )799-494 1 


DECEMBER 


JANUARY 


Computer  Applications 


Cardiovascular  Diseases 


Dec  1-2,  1986 

COMPUTER  APPLICATIONS:  AN  INTRODUCTORY  WORKSHOP  I oca- 
tion  TBA,  Houston.  Fee  $450.  Category  1,  AMA  Physician's  Recognition 
Award;  1 4 hours.  Contact  Robin  Murray,  American  College  of  Obstetri- 
cians and  Gynecologists,  600  Maryland  Ave  SW,  Washington  DC 
20024-2588  (202)638-5577  ’ 


Jan  14-18,  1987 

FRONTIERS  OF  CARDIOLOGY  1987.  Winter  Park.  Colo.  Contact  Earl 
Beard,  MD,  Section  of  Cardiology,  Kelsey-Sevbold  Clinic,  6624  Fannin 
Houston,  TX  77030  (713  )797- 1531 

Obstetrics  and  Gynecology 


Family  Medicine 

Dec  5-6,  1986 

PRIMARY  CARE  RESEARCH  METHODOLOGIES  AND  STATISTICS 
CONFERENCE.  Gunter  Hotel,  San  Antonio,  Tex.  Fee  TBA  Credit  1 BA 
Contact  The  University  of  Texas  Health  Science  Center  Office  of  Con- 
tinuing Medical  Education,  7703  Floyd  Curl  Dr,  San  Antonio  TX 
78284-7980  ( 5 1 2 )69 1 -6295 


Neurology 


Dec  8-9,  1986 

APPLYING  RESTORATIVE  NEUROLOGY  IN  THE  CLINICAL  MANAGE- 
MENT OF  THE  SPINAL  CORD  INURED  PATIENT.  Inter  Continental 
Hotel,  Houston.  Fee  TBA.  Credit  TBA.  Contact  Marjorie  Gordon  Divi 
Sion  of  Education,  The  Institute  for  Rehabilitation  and  Research’  PO 
Box  20095,  Houston,  TX  77225  (713)797-5940 


Obstetrics  and  Gynecology 


Dec  4-6,  1986 

CURRENT  TOPICS  IN  MATERNAL  FETAL  MEDICINE  Plaza  of  the 
Americas  Hotel,  Dallas.  Fee  $250.  Category  1,  AMA  Physician's  Recog- 
nition Award;  12  hours.  Contact  Roland  Black,  MD,  Registration  Chair 
man,  7777  Forest  Lane-MCD,  A-331,  Dallas,  TX  75230 


Pathology 

Dec  13,  1986 

43RD  ANNUAL  SAN  ANTONIO  PATHOLOGY  SEMINAR  HEMA 
TOLOGY.  The  University  of  Texas  Health  Science  Center,  San  Antonio, 
ex.  Fee  $75.  Category  1,  AMA  Physician’s  Recognition  Award;  6 hours, 
ontact  UTHSC,  Office  of  Continuing  Medical  Education,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284-7980  (512)691-6295 

Pediatrics 

Dec  4-6,  1986 

DIABETES  MELLITUS:  RECENT  ADVANCES  IN  RESEARCH  San  Luis 

* physicians,  $90  residents.  Category  1, 

AMA  Physician’s  Recognition  Award;  12  hours.  AAEP  prescribed.  Con 
^ct  M^tha  Berlin,  Office  of  Continuing  Education,  The  University  of 

5rd  Floor  Learning  Center,  3 324,  Galveston,  TX 


Jan  22-24,  1987 

8TH  BIENNIAL  CONFERENCE  ON  DISEASES  OF  THE  VLILVA  AND 
VAGINA  1987.  Houston.  Contact  Carol  Soroka  or  Lila  Lerner,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor  Plaz-a 
Houston,  TX  77030  (713  )799-494 1 

Radiology 

Jan  26-30,  1987 

ANATOMY  FOR  RADIOTHERAPY  TREATMENT  PLANNING  San  An 
tonio,  Tex.  Contact  The  University  of  Texas  Health  Science  fxnter. 
Office  of  Continuing  Medical  Education,  7703  Floyd  Curl  Dr  San  An- 
tonio, TX  78284-7980  ( 3 1 2 )69 1 -6293 

Sports  Medicine 

Jan  29-31,  1987 

14TH  ANNUAL  SPORTS  MEDICINE  SYMPOSIUM.  San  Antonio  Tex 
Contact  The  University  of  Texas  Health  Science  Center  Office  of  Con- 
tinuing Medical  Education,  7703  Flovd  Curl  Dr,  San  Antonio  I-X 
78284-7980  ( 5 1 2 )69 1 -6293 

Urology 

Jan  3,  1987 

RADIATION  SAFETY  OFFICER’S  COLIRSE.  San  Antonio,  Tex  Contact 
The  University  of  Texas  Health  Science  Center,  Office  of  Continuing 
Medical  Education,  7703  Floyd  Curl  Dr,  San  Antonio  TX  78284-7980 
(312)691-6293 

Jan  13-16,  1987 

BASIC  ENDOUROLOGY.  Dallas.  Contact  Elizabeth  Smith,  American 
Urological  Association,  PO  Box  23147,  Houston  TX  77263 
(713)791-1470 


Jan  17-18,  1987 

ADVANCED  ENDOUROLOGY  Dallas.  Contact  Elizabeth  Smith,  Ameri- 
can Urological  Association,  PO  Box  23147  Houston  TX  77263 
(713)791-1470 

Jan  25-28,  1987 

UG  PATHOLOGY  AND  RADIOLOGY.  Contact  Elizabeth  Smith,  Ameri- 
can Urological  Association,  PO  Box  23147,  Houston  TX  77263 
(713)791-1470 
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FEBRUARY 
General  Medicine 

Feb  28-March  1,  1987 

8TH  ANNLIAL  GERIATRIC  MEDICINE  CONEERENCE.  San  Antonio, 
Tex.  Contact  The  University  of  Texas  Health  Science  Center,  Office  of 
Continuing  Medical  Education,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284-7980  ( S 1 2 )69 1 -6295 

Neurosurgery 

Feb  25-27,  1987 

3RD  ANNUAL  NEUROTRAUMA  CONFERENCE  Houston  Contact 
Susan  Wilson,  RN,  PhD,  TTie  University  of  Texas  Medical  School,  Divi- 
sion of  Neurosurgery,  6431  Fannin  St,  #7154,  Houston,  TX  77030 
(713)792-5776 

Plastic  Surgery 

Feb  20-21,  1987 

BASIC  RHINOPLASTY.  Dallas.  Contact  Ann  Parchem,  Division  of  Con- 
tinuing Education,  The  University  of  Texas  Health  Science  Center, 
5323  Hariy  Hines  Blvd,  Dallas,  EX  75235  (214)688-2166 


MARCH 

Allergy 

March  4-8,  1987 

1987  PAN  AMERICAN  ALLERGY  SOCIET4'  ANNUAL  TRAINING 
COURSE  AND  SEMINAR.  San  Antonio.  Contact  Betty'  Kaliler,  Pan 
American  Allerg\'  Society,  229  Parking  Way,  lake  Jackson,  IX  77566 
( 409  )297-8964 

Family  Medicine 

March  19-22,  1987 

1 2TH  ANNUAL  FAMILY  PRACTICE  REVIEW.  San  Antonio,  Tex.  Contact 
ITie  University  of  Texas  Health  Science  Center,  Office  of  Continuing 
Medical  Education,  770,3  Floyd  Curl  Dr,  San  Antonio,  TX  "'8284-7980 
(512)691  6295 

Ophthalmology 

March  20-22,  1987 

CLINICAL  ADVANCES  IN  OPHTHAIJV10LOGY  FOR  THE  PRACTICING 
OPHTHAIJVIOLOGISTS.  Houston.  Contact  Vicki  Forgac  or  Carol 
Soroka,  Office  of  Continuing  Medical  Education,  Room  184-A,  Baylor 
College  of  Medicine.  One  Baylor  Plaza,  Hou.ston,  TX  770,30 
(713  )799-494 1 

Pathology 

March  9-13,  1987 

CURRENT  CONCEPTS  IN  TOXICOL(4GY.  San  Antonio,  Tex.  Contact 
The  llniversity  of  Texas  Health  Science  Center,  Office  of  Continuing 
Medical  Education,  7703  Floyd  Curl  Dr,  San  Antonio,  IX  "'8284-7980 
(512)691-6295 


REGULARLY  SCHEDULED  ACTIVITIES 


Monday-Friday 

POSTGRADUATE  WORKSHOP  IN  NEURORADIOLOGY.  ( Date  assigned 
by  individual  request. ) Methodist  Hospital,  Houston.  Fee  $450.  Cate- 
gory I,  AMA  Physician’s  Recognition  Award;  40  hours.  Contact  Vicki 
Forgac,  Office  of  Continuing  Education  184-A,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Monday-Friday 

POSTGRADUATE  WORKCOURSE  IN  DIAGNOSTIC  ULTRASOUND. 

( Date  assigned  by  individual  request. ) Ben  Taub  General  Ho.spital, 
Houston.  Fee  $600.  Category  1,  AMA  Physician’s  Recognition  Award; 
40  hours.  Contact  Vicki  Forgac,  Office  of  Continuing  Education  IR-t-A, 


Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 

Tuesdays,  1 2 pm 

MEDICAL  AND  SURGICAL  REVIEWS.  Sierra  Medical  Center,  El  Paso, 
Tex.  Category'  1,  AMA  Physician’s  Recognition  Award;  1 hour  weekly. 
Contact  M.  Nazemi,  MD,  Sierra  Medical  Center,  1625  Medical  Center 
Dr,  El  Paso,  TX  79902 

Tuesdays  ( all  but  last  Tuesday  of  each  month  ) 

SLIRGICAL  GRAND  ROUNDS.  Board  Room,  Brackenridge  Hospital,  Aus- 
tin, Tex.  Free.  Category  1,  AMA  Physician’s  Recognition  Award;  1-hour 
session.  Contact  Nancy  Strandhagen,  Surgery  Education,  Central  Texas 
Medical  Foundation,  601  E 15th  St,  Au.stin,  TX  78701  ( 512)476-6461 
ext  5172 

Wednesdays,  1 2 pm 

CONTINUOUS  REVIEW  OF  INTERNAL  MEDICINE.  Sid  Richardson  Au- 
ditorium, Scott  and  White  Memorial  Hospital,  Temple,  Tex.  Category  1, 
AMA  Physician’s  Recognition  Award;  1 hour  weekly.  Contact  Lynn 
Calvert,  Office  of  Continuing  Medical  Education,  Scott  and  White  Me- 
morial Hospital,  2401  S 31st,  Temple,  TX  76508  (817)774-2350 

Thursdays,  8 am 

INTERNAL  MEDICINE  GRAND  ROUNDS.  Brackenridge  Hospital,  Aus- 
tin, Tex.  Category'  1 , AMA  Physician’s  Recognition  Award;  1 hour 
weekly.  Contact  Janna  Ashford,  Central  Texas  Medical  Foundation, 

1500  East  Ave,  Austin,  TX  78701  (512)480-1869 

Thursdays,  1 2 pm 

LIROLOGY  CORE  CURRICULUM.  Scott  and  White  Memorial  Hospital, 
Temple,  Tex.  Category'  1.  AMA  Physician’s  Recognition  Award;  1 hour 
weekly.  Contact  Lynn  Calvert,  Office  of  Continuing  Medical  Education, 
Scott  and  White  Memorial  Hospital,  2401  S 31st,  Temple,  TX  76508 
(817)774-2350 

Thursday-Friday 

POSTGRADIIATE  WORKSHOP  IN  REAL  TIME  OBSTETRICAL  ULTRA- 
SONOGRAPHY. (Date  assigned  by  individual  request. ) Jefferson  Davis 
Hospital,  Houston.  Fee  $375.  Category  1,  AMA  Physician’s  Recognition 
Award;  16  hours;  16  cognates,  ACOG.  Contact  Vicki  Forgac,  Office  of 
Continuing  Education  18-4-A,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030  ( 713  )799-6()2() 

Fridays,  1 2 pm 

NEUROLOGY  GRAND  ROUNDS.  Sid  Richardson  Auditorium,  Scott  and 
White  Memorial  Hospital,  Temple,  Tex.  Category'  1,  AMA  Physician’s 
Recognition  Award;  1 hour  weekly.  Contact  Lynn  Calvert,  Office  of 
Continuing  Medical  Education,  Scott  and  White  Memorial  Ho,spitaL 
2401  S 31st,  Temple,  TX  76508  (817)774-2350 

Fridays,  1 2 pm  ( 2nd  and  4th  ) 

TEACHING  CASE  CONFERENCE.  Park  Place  Hospital,  Port  Arthur,  Tex. 
Category'  1 , AMA  Physician’s  Recognition  Award;  2 hours  monthly. 
Contact  Phil  Newman,  MD,  Box  1648,  Port  Arthur,  TX  77640 
(409)983-4951 

Date  assigned  by  individual  request 

POSTGRADUATE  WORKSHOP  IN  CLINICAL  NMR.  Biomedical  NMR 
Center,  Baylor  College  of  Medicine,  Houston.  Fee  $1,000;  $500  lecture 
series  only.  Category'  1,  AMA  Physician’s  Recognition  Award;  40  hours. 
Contact  Vicki  Forgac,  Office  of  Continuing  Education  184-A,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 

Date  assigned  by  individual  request 

MICROSURGERY  COURSE.  Microsurgery  Lab,  Room  443E,  Baylor  Col- 
lege of  Medicine,  Houston.  Fee  $1,000  physicians  for  40  hours;  $1,600 
physicians  for  80  hours;  $800  residents  and  fellows  for  40  hours; 
$1,200  residents  and  fellows  for  80  hours.  Category'  1,  AMA  Physician’s 
Recognition  Award.  Contact  Monica  Joerger,  Microsurgery  I^b,  Room 
443E,  Baylor  College  of  Medicine,  Houston,  TX  77030  ( 71 3)799-4536 


TELECONFERENCE  NETWORK  OF  TEXAS 


Every  other  Thursday,  12:30  pm 

CLINICAL  TOPICS  IN  MEDICINE.  The  University'  of  Texas  Health  Sci- 


Texas  Medicine 


ciK'c  Cx’iitcr,  San  Antonio,  IVx,  and  teleconference  network  site.s.  Fee 
program,  hospital  subscription  program.  (Category  I,  AMA  Physi- 
cian's Recognition  Award.  Contact  Phyllis  Wood,  Acting  Director,  Tele- 
conference  Network  of  Texas,  ‘’■’O.S  Floyd  Curl  Dr,  San  Antonio,  T.X 
•’RiK-t  (SI2X>9 1-^291 


PRACTICE  MANAGEMENT  WORKSHOPS 


The  following  are  practice  management  workshops  and  seminars  spon- 
sored by  the  Texas  Medical  Association  Participants  in  the  workshops 
and  .seminars  will  receive  C'ategory  1 credit  toward  the  AMA  Physi- 
cian's Recognition  Award  where  indicated.  For  further  information, 
contact  the  Department  of  Practice  Management.  Texas  Medical  Asso- 
ciation, 1801  N Dimar  Blvd,  Austin,  TX  ■’8"'()1  ( 5 1 2 )-i77-6"'()4. 

SEPTEMBER 

INTRODUCTION  TO  INSURANCE  CIAIMS  PREPARATION  AND 
CODINCi — 4 hours 

HOW  TO  IMPROVE  YOUR  THIRD  PAR  H REIMBURSEMEN  T— 2 hours 

Sept  3,  1986,  Lubbock  Plaza  Hotel,  Lubbock 

Sept  4,  1 986,  Sheraton  Park  Central  Hotel  and  Towers,  Dallas 

Sept  23,  1986,  The  Westin  Paso  del  Norte,  El  Paso 

Sept  2S,  1986,  Bexar  C^ounty  Medical  Society  Headquarters,  San 

■Antonio 

Sept  26.  1986,  Holiday  Inn  Crownc  Plaza,  Houston 
Sept  30,1986,  Holiday  Inn  Country  V'illa,  Midland 

INCREASING  YOUR  NET  W ORTH  THROLKiH  FINANCIAL.  PENSION, 

AND  INVESTMENT  PIANNING 

Sept  6,  1 986,  The  Westin  Paso  del  Norte,  El  Paso 

Sept  27,  1986,  Dallas  Marriott  Park  Central,  Dallas 

ALTERNATE  HEALTH  CARE  DELIVERY  SYSTEMS  IN  TEXAS 
Sept  27,  Hyatt  Regency  Austin,  Austin 

OCTOBER 

PRACTICE  MANAGEMENT  SERIES— 2 hours 

Oct  2-3,  1986,  Houston  Marriott  Medical  Center,  Houston 

Oct  "^-8,  1 986,  Bexar  County  Medical  Society  Headquarters,  San 

Antonio 

Oct  9-10,  1986,  Waller  Creek  Plaza  Hotel,  Austin 
Oct  14-15,  1986,  The  Odessa  Hilton,  Odessa 
Oct  16-1"',  1986,  The  Regent  Hotel,  Dallas 

ALTERNATE  HEALTH  C:ARE  DELIVERY  SYSTEMS  IN  TEXAS 
Oct  1 , Bexar  County  Medical  Society  Headquarters,  San  Antonio 
Oct  4,  Hyatt  Regency  Dallas,  Dallas 
^ Oct  1 1 , Marriott  Hotel  ( by  the  Galleria ),  Houston 

GEARING  UP  FOR  RETIREMENT— 4 hours 

Oct  24-26,  1986,  Sheraton  Park  Central  Hotel  and  Towers,  Dallas 

t NOVEMBER 

! PERSONAL  INCOME  AND  ESTATE  TAX  PLANNING 
Nov  8-9,  1986,  The  Lincoln  Hotel,  Houston 


1 CALENDAR  OF  MEETINGS  ■Denotes  Texas  Meetings 


j SEPTEMBER 

5b3RD  ANNUAL  SOUTH  TEXAS  SCIENTIFIC  MEETING;  COMMON 
1 PROBLEMS  IN  MEDICAL  PRAf.TICE  1986,  San  Antonio,  Sept  19-20, 

( 1986.  The  University  of  Texas  Health  Science  Center,  Office  of  Con- 
hinuing  Medical  Education,  7703  Eloyd  (mrl  Dr,  San  Antonio,  TX 
1 78284-7980  ( 5 1 2 Ki9 1 -6295 

■AMERICAN  ACADEMY  OE  OTOIARYNGIC  ALLERGY,  INC,  ANNUAL 
MEETING,  San  Antonio.  Sept  12-13,  1986.  Sandra  May,  AAOA,  1101 
Vermont  Ave  NW,  Ste  302,  Washington,  DC  20005  ( 202  )682-0-t56 


■AMERICAN  ACADEMY  OF  O TOLARYN(,OLO(.Y  HEAD  AND  NECK 
SURGEIO'  ANNUAL  MEE  TlNCi,  San  Antonio,  Sept  14-18,  1986.  .Sharon 
(Towel,  AAO,  1 101  Vermont  Ave,  NW,  Suite  302,  Washington,  IX; 
20005  ( 202  )289-»60‘7 

■AMERICAN  ASSOCIATION  FOR  THE  SUR(.ER4  OF  TRAUMA  ANNUAL 
MEE'TINfi,  Honolulu.  Sept  18-20,  1986.  Donald  (iann,  MD,  or  jane 
Sylvia,  Department  of  Surgery,  Rhode  Island  Hospital,  593  Eddy  St, 
Providence,  R1  02902  (401  >277-532 1 

A.MERICAN  CANCER  .SOCIE  IT  NATIONAL  CONFERENCE  ON 
(iYNECOLOCdC  CANCER  1986,  Atlanta,  Sept  I"’  19,  1986.  Diane  Eink, 
MD,  90  Park  Avenue,  New  York,  NY  10016  (212)599-8200 

AMERICAN  COLLEGE  OF  CHES  T PHYSICIANS  52ND  ANNUAL  SCIEN 
TIFTC  ASSE.MBLY,  San  Francisco,  Sept  22-26,  1986.  Education  Depart- 
ment, ACCP,  9 1 I Busse  Highway,  Park  Ridge,  IL  60068  (312  )698-2200 

AMERICAN  COLLEGE  (4E  EMERGENCY  PHYSICIANS  SCIEN  TIEIC  AS 
SEMBLY,  Atlanta,  Sept  15-18,  1986.  Janet  Darling,  ACEP,  PO  Box 
619911,  Dallas,  TX  7526 1-9911  ( 2 1 -i  )550-09 1 1 

AMERICAN  COLLEGE  OE  NUCLEAR  PHYSICIANS  INTERIM  MEE  TING, 
Washington,  DC,  Sept  18-21,  1986.  Barbra  Hicky,  ACNP,  1 101  Con- 
necticut Ave,  NW,  Suite  700,  Washington,  DC  20036  ( 202  )857- 1 1 35 

AMERICAN  COLLEGE  (4F  RADKYLOGY  ANNUAL  MEETING,  Baltimore, 
Sept  12-18,  1986.  Sheila  Aubin,  ACR,  1891  Preston  White  Dr,  Reston, 
VA  22091  (703)648-8900 

AMERICAN  ELEC  TROENCEPHALOGRAPHIC  SOCIE  ANNUAL 
MEETING,  Seattle,  Sept  15-20,  1986.  Eay  Tyner,  AES,  257q  Melinda  Dr, 
Atlanta,  GA  303-15  (404)320-1746 

AMERICAN  INSTTITJTE  OF  UL  TRASOUND  IN  MEDICINE  3 1ST  AN- 
NUAL CONVENTION,  I,as  Vegas,  Sept  16-19,  1986.  AIUM  Convention 
Department.  4405  East-W-'est  Highway,  Suite  504,  Bethesda.  MD  20814 
(301  )656-6l  17 

AMERICAN  MEDICAL  ASSOCIATION  AUXILIARY’,  INC.  LEADERSHIP 
CONFLUENCE,  Chicago,  Sept  28-30,  1986.  Hazel  Lewis,  535  N Dear- 
born St,  Chicago,  IL  60610  ( 312  )645-4470 

AMERICAN  MEDICAL  CARE  AND  REVIEW'  ASSOClATI(4N  ANNUAL 
MEETING,  New  Orleans,  Sept  25-28,  1986  Jannis  W'arren,  AMCRA, 
5410  Grosvenor  Ln,  Suite  210,  Bethe.sda,  MD  20814  (301  )493-9552 

AMERICAN  SOCIEIV  OF  CLINICAL  PATHOLOGISTS  ANNUAL  MEET- 
ING/EXHIBITS, (Orlando,  Ela,  Sept  27-Oct  3,  1986.  Patrick  Raleigli, 

2 100  W Harrison  St,  Chicago,  IL  606 12  (312  )738- 1 336 

■AMERICAN  UROLOGICAL  ASSOCIATION,  INC,  SOl'TH  CENTRAL 
SECTION  ANNUAL  MEETING,  San  Antonio,  Sept  30-Oct  4,  1 986.  Lois 
Voeller,  South  Central  Section  AUA,  PO  Box  521 1 50,  Tulsa,  OK 
74152-1150  (918)749  1902 

■B1ACKP(4RD  MEMORIAL  LECTURES  ANNUAL  MEETING,  Denison, 
Sept  6,  1986.  Rene  Gerard,  MD,  509  S Mirick,  Deni.son,  TX  75020 
(214)465-2688 

COLLEGE  OF  AMERICAN  PA  THOLOGISTS  PALL  MEE TING/EXHIBTTS, 
Orlando,  Fla,  Sept  27-Oct  3,  1986.  Rita  Kamber,  5202  Old  Orchard  Rd, 
Skokie,  IL  60077  (312  )966-5700 

INTERNATIONAL  SYMPOSIUM  ON  IMP1.ANT  ARTHROPIASIY'  EOR 
THE  HAND,  UPPER  EX  TREMITY’,  AND  FOOT:  17TH  ANNUAL  MEET 
ING,  Grand  Rapids,  Mich,  Sept  1 1-13,  1986.  G.  Swanson,  MD,  Course 
Coordinator,  1900  Wealthy,  SE,  Suite  290,  Grand  Rapids,  Ml  49506 
(616)774-0191 

■MEDICAL  GROUP  PRACTICE;  WINNING  THE  HIGH  STAKES  GAME, 
Dallas,  Sept  26-27,  1986.  American  Group  Practice  Association,  1422 
Duke  St,  Alexandria.  VA  223 1 4 ( 703  )838-0033 

SOCIE’IT  FOR  CLINICAL  AND  EXPERIMENTAL  HYTNOSLS  37TH  AN 
NUAL  WORKSHOP  AND  SCIENTIFIC  PROGRAM,  Chicago,  Sept  23  28, 
1986.  Marion  Kenn,  SCEH,  129A  Kings  Park  Dr,  Liverpool,  NY’  13090 
(315)652-7299 
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■TEXAS  ASSEMBLY  ON  ALCOHOL  POLICY,  Austin,  Sept  5-7,  1986. 
Alfred  McAlister,  PhD,  Associate  Director  of  the  Center  for  Health 
Promotion  Research  and  Development,  The  University  of  Texas  Health 
Science  Center,  PO  Box  20186,  Houston,  TX  77223  (713)792-8540; 
or  Alisa  Wilson,  PhD,  Division  of  Clinical  Epidemiology,  The  University 
of  Texas  Health  Science  Center,  7703  Eloyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-6362 

■TEXAS  DERMATOLOGICAL  SOCIETY  ANNUAL  FALL  MEETING,  Gal- 
veston, Sept  26-27,  1986.  Phil  Giles,  MD,  Program  Coordinator,  1410 
Pruitt,  Ft  Worth,  TX  76104  (867)365-4549 

■TEXAS  HEARING  AID  ASSOCIATION  INTERIM  MEETING,  Lubbock, 
Sept  20-21,  1986.  Jim  Wilson,  Executive  Director,  222  North  Riverside 
Dr,  Ft  Worth,  TX  76111  (817)831-0591 

■TEXAS  MEDICAL  ASSOCIATION  FALL  CONFERENCE,  Austin,  Sept 
12-14,  1986,  C.  Lincoln  Williston,  CAE,  1801  N Lamar  Blvd,  Austin,  TX 
78701  (512)477-6704 

■TEXAS  PEDIATRIC  SOCIETY  ANNUAL  MEETING,  Corpus  Christi, 

Sept  26-28,  1986.  Mary  Greene,  1801  N Lamar  Blvd,  Austin,  TX  78701 
(512)477-6704 

■TEXAS  PUBLIC  HEALTH  ASSOCIATION  EAST  TEXAS  REGIONAL 
MEETING,  Longview,  Sept  18-19,  1986.  Ray  Reeves  or  Terri  Smith,  PO 
Box  4246,  Austin,  TX  78765  (512)451-1846 

■TEXAS  RADIOLOGICAL  SOCIETY  INTERIM  MEETING,  Houston,  Sept 
1986.  Leslie  Lemak,  MD,  PO  Box  27705,  Houston,  TX  77227 
(713)757-1000,  ext  1788 

■TEXAS  SOCIETY  OF  ANESTHESIOLOGISTS  ANNUAL  MEETING,  Aus- 
tin, TX,  Sept  5-7,  1986.  Mary  Jones,  TSA,  1905  N Lamar  Blvd,  #107, 
Austin,  TX  78705 

■TEXAS  SOCIETY  OF  PEDIATRIC  SURGEONS  ANNUAL  MEETING, 
Corpus  Christi,  TX,  Sept  26-28,  1986.  Mary  Greene,  1801  N Lamar 
Blvd,  Austin,  TX  78701  (512)477-6704 


OCTOBER 

5TH  WORI.D  CONGRESS  ON  MEDICAL  INFORMATICS,  Washington, 
DC,  Oct  26-30,  1986.  Secretariat:  Office  of  Continuing  Medical  Educa- 
tion, George  Washington  University,  2300  K St,  NW,  Washing;ton,  DC 
20037  (202)676-8929 

lOTH  NATIONAL  CONFERENCE  ON  CORRECTIONAL  HEALTH  CARE, 
Washington,  DC,  Oct  30-Nov  1,  1986.  Jodie  Manes,  Director  of  Market- 
ing and  Research,  McClurg  Court  Center,  333  E Ontario  St,  Chicago,  IL 
60611  (312)440-1574 

29TH  NATIONAL  CONFERENCE  OF  THE  ROYAL  AUSTRALIAN  COL 
LEGE  OF  GENERAL  PRACTITIONERS,  Adelaide,  South  Australia,  Oct 
19-24,  1986.  South  Australian  Postgraduate  Medical  Education  Associa- 
tion, Inc,  GPO  Box  498,  Adelaide,  South  Australia  5001 

AMERICAN  ACADEMY  OF  PHYSICAL  MEDICINE  AND  REHABILITA- 
TION ANNUAL  MEETING,  Baltimore,  Oct  19-24,  1986.  Fay  Kaye,  Con- 
vention/Meeting Manager,  30  N Michigan  Ave,  Suite  922,  Chicago,  IL 
60602  (312)236-9512 

AMERICAN  ASSOCIATION  FOR  HAND  SURGERY  ANNUAL  MEETING, 
Los  Angeles,  Oct  23-26,  1986.  Wyndell  Merritt,  MD,  Executive  Sec- 
retary, 2934  Fish  Hatchery  Rd,  Suite  218,  Madison,  WI  53713 
(608  )273-8940 

AMERICAN  ASSOCIATION  FOR  LABORATORY  ANIMAL  SCIENCE 
37TH  ANNUAL  MEETING,  Chicago,  Oct  5-10,  1986.  Don  Keene, 
Executive  Director  or  Anita  Young,  Publications,  210  N Hammes  Ave, 
Suite  205,  Joliet,  IL  60435  (815)729-1161 

AMERICAN  COLLEGE  OF  CLINICAL  PHARMACOLOGY  ANNUAL 
MEETING,  Philadelphia,  Oct  16-17,  1986.  William  Chaveas,  Executive 
Director,  19  South  22nd  St,  Philadelphia,  PA  19103  (215)563-9560 

AMERICAN  COLLEGE  OF  GASTROENTEROLOGY  ANNUAL  MEETING 


AND  POSTGRADUATE  COURSES,  Atlanta,  Oct  15-19,  1986.  Gardner 
McCormick,  Executive  Director,  13  Elm  St,  Manchester,  MA  01944 
(617)927-8330,  Telex  940103 

AMERICAN  COLLEGE  OF  SURGEONS  CLINICAL  CONGRESS,  New  Or- 
leans, Oct  19-24,  1986.  E.  W.  Gerrish,  MD,  55  E Brie  St,  Chicago,  IL 
60611  (312)664-4050 

AMERICAN  DENTAL  ASSOCIATION  ANNUAL  MEETING,  Miami,  Oct 
18-21,  1986.  Edward  Jeske,  21 1 E Chicago  Ave,  Chicago,  IL  6061 1 
(312)440-2657 

AMERICAN  DIETETIC  ASSOCIATION  69TH  ANNUAL  MEETING,  Las 
Vegas,  Oct  27-31,  1986.  Barbara  Mueller,  Department  of  Meetings,  430 
N Michigan  Ave,  Chicago,  IL  6061 1 (312)280-5031 

AMERICAN  HEART  ASSOCIATION:  40TH  ANNUAL  FALL  CONFER- 
ENCE AND  SCIENTIFIC  SESSIONS  OF  COUNCIL  FOR  HIGH  BLOOD 
PRESSURE  RESEARCH,  Cleveland,  Oct  7-10,  1986.  Leonard  Cook,  7320 
Greenville  Ave,  Dallas,  TX  75231  (214)750-5437 

■AMERICAN  HEART  ASSOCIATION,  TEXAS  AFFILIATE:  COMMITTEE 
AND  BOARD  OF  DIRECTORS  MEETING,  Austin,  Oct  21-22,  1986.  Pat 
Larson,  PO  Box  15186,  Austin,  TX  78761  (512)836-7220 

AMERICAN  PSYCHIATRIC  ASSOCIATION,  INSTITUTE  ON  HOSPITAL 
AND  COMMUNITY  PSYCHIATRY  ANNUAL  MEETING,  San  Diego,  Oct 
26-30,  1986.  Kathleen  Bryan,  Director,  Meetings  Management,  1400  K 
St,  NW,  Suite  503,  Washington,  DC,  20005  (202)682-6100 

AMERICAN  SCHOOL  HEALTH  ASSOCIATION  ANNUAL  MEETING  AND 
EXHIBITION,  Denver,  Oct  8-11,  1986.  Dana  Davis,  Executive  Director, 
PO  Box  708,  Kent,  OH  44240  (216)678-1601 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS  ANNUAL  MEETING, 
Las  Vegas,  Oct  17-21,  1986.  William  Marinko,  515  Busse  Hwy,  Park 
Ridge,  IL  60068,  (312)825-5586 

AMERICAN  SOCIETY  OF  MAXILLOFACIAL  SURGEONS  ANNUAL 
MEETING,  Los  Angeles,  Oct  26-31,  1986.  Henry  Kawamoto  Jr,  MD, 
Secretary,  2001  Santa  Monica  Blvd,  Santa  Monica,  CA  90404 
(213)829-0391 

AMERICAN  SOCIETY  OF  PLASTIC  AND  RECONSTRUCTIVE  SUR- 
GEONS ANNUAL  MEETING,  Los  Angeles,  Oct  26-31,  1986.  Carol 
Lazier,  233  N Michigan  Ave,  Suite  1900,  Chicago,  IL  60601 
(312)856-1818 

ASSOCIATION  FOR  THE  ADVANCEMENT  OF  MEDICAL  INSTRUMEN- 
TATION, Sacramento,  Calif,  Oct  26-29,  1986.  AAMl,  1901  N Fort  Myer 
Dr,  Suite  602,  Arlington,  VA  22209-1699 

ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES  ANNUAL  MEET- 
ING, New  Orleans,  Oct  25-30,  1986.  Kathleen  Turner,  1 Dupont  Circle, 
NW,  Ste  200,  Washington,  DC  20036  (202)828-0400 

■NATIONAL  AGRICULTURAL  CHEMICALS  ASSOCIATION:  FALL  CON- 
FERENCE ON  PREVENTION,  RECOGNITION  AND  TREATMENT  OF 
AGRICHEMICAL  RELATED  EXPOSURES,  San  Antonio,  Oct  23-24,  1986. 
Communications  Department,  NACA,  1155  15th  St,  NW,  9th  Floor, 
Washington,  DC  20005  (202)296-1585 

■TEXAS  ASSOCIATION  OF  PHYSICIANS  IN  NUCLEAR  MEDICINE  AN- 
NUAL MEETING,  Galveston,  Oct  18-19,  1986.  Michael  Hartshornie, 

MD,  Nuclear  Medicine  Service  BAMC,  Ft  Sam  Houston,  TX  78234 
(512)221-2062 

WESTERN  SOCIETY  OF  ALLERGY  AND  IMMUNOLOGY  ANNUAL 
MEETING,  Maui,  Hawaii,  Oct  27-31,  1986.  Joyce  Gullixson,  1700  SW 
Columbia,  Portland,  OR  97201  ( 503)224-6159 


NOVEMBER 

■TEXAS  MEDICAL  ASSOCIATION  INTERIM  SESSION,  Austin,  Nov 
21-22,  1986.  C.  Lincoln  Williston,  CAE,  1801  N l,amar  Blvd,  Austin,  TX 
78701  (512)477-6704 


Texas  Medicine 


Be  part  of  the  space  challenge. 


Since  1966  Kelsey-Seybold  Clinic  has  been 
conducting  NASA’s  Occupational  Medi  - 
cine  and  Environmental  Health  Program 
at  the  Johnson  Space  Center  (Houston). 

We’ve  been  partners  with  NASA  in 
providing  medical  services  to  its  employ- 
ees. Our  physicians  have  conducted 
astronaut  candidate  examinations,  served 
on  important  advisory  committees  and 
been  on  the  leading  edge  of  the  new 
technology  affecting  health  care. 


□ 


We  presently  have  an  opening  at 
the  Johnson  Space  Center  (Houston). 
The  ideal  candidate  will  be  board  certified 
in  occupational  medicine  or  aerospace 
medicine  and  a current  or  previous  flight 
surgeon.  We’ll  consider  physicians  expe- 
rienced and  certified  in  all  branches  of 
preventive  medicine. 

Ideal  working  conditions  ( no 
nights,  weekends  or  holidays),  competi- 
tive salary,  regular  hours,  exceptional 
benefits.  Relocation  allowance  available. 
Contact  Walter  R.  Hein,  MD,  Project 
Manager  at  (713)483-4111  (M-F,  9-3) 


Kelsey-Seybold  Clinic,  EA. 


6624  Fannin,  Houston,  FX.  77030 


SCOTT&WHITE 


TEXAS  A&M  UNIVERSITY 
COLLEGE  OF  MEDICINE 


FOOTBALL  WEEKEND 

MEETINGS 


OFFICE 

PRIMARY  CARE 

OFFICE 

GYNECOLOGY 

PEDIATRICS 

EMERGENCIES 

October  17-18,  1986 

October  24-25,  1986 

Oct.  31-Nov.  1,  1986 

College  Station,  Texas 

Austin,  Texas 

Dallas,  Texas 

A&M  vs  Baylor 

Texas  vs  SMU 

SMU  vs  A&M 

LIMITED  NUMBER  OF  FOOTBALL  TICKETS  MAY  BE  AVAILABLE  FOR  EACH  GAME 

CONTACT:  For  more  information  or  to  register  for  the  above  courses  contact:  Office  of  Continuing  Medical  Education 

Scott  and  White-101,  Temple,  Texas  76508,  (817)  774-2350. 


Timberlawn  Psychiatric  Hospital 


• 206  Inpatient  Beds 

• Day  Hospital 

• Outpatient  Psychiatric  Services 

• Department  of  Child  and 
Adolescent  Psychiatry 

• Family  Assessment  Center 

• Child  Residency  Program 


• Psychiatric  Residency  Program 

• Psychiatric  Evaluation 

• Substance  Abuse  Programs 

• Healtli  Professionals  Program 
PO.  Box  11288  Dallas,  Texas  75223 
214/381-7181 

Established  in  1917 
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Providing 
Solutions  Throng 
Vnderstanding 
and  Trust 

At  Spring  Shadows  Glen,  our  staff  of 
distinguished  psychiatrists  lead  a dynamic 
team  of  other  medical  specialists  and  skilled 
mental  health  professionals.  Together  we 
provide  expert  treatment  for  adults  and 
adolescents  to  resolve  complex  problems. 

Our  comprehensive  psychiatric  hospital 
offers  specialized  programs  for  emotional 
and  behavioral  problems,  eating  disorders, 
and  alcohol/drug  abuse.  We  believe  our  com- 
bination of  sensitivity  in  both  staff  and 
facility  creates  a well-balanced  environment 
to  help  patients  return  successfully  to  family, 
work  and  community. 

For  additional  information  about  our 
Medical  Staff  or  the  hospital  call  Spring 
Shadows  Glen  at  (713)  462-4000. 

Robert  L.  Stubblefield,  M.I).,  Medical  Director 


A Comprehensive  Psychiatric  Hospital 


A Division  of  Memorial  City  Medical  Center 

2801  Gessner  • Houston,  Texas  77080 


CHAPI 
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Your  staff  can  perform  more  efficiently  by: 

• Sharing  data  from  certain  selected  files, 

• Sharing  expensive  peripheral  equip- 
ment. and 

• Sending  electronic  mail  to  other  PCs. 


The  installation  takes  about  two  hours.  It  con- 
sists of  cabling  the  PCs  together,  plugging  the 
ARC-CARDs  into  them  and  loading  the  Novell 
software  onto  a hard  disc  in  the  PC  acting  as  a 
file  server. 


Networking  PCs  is  simple.  It  takes  an  in- 
terface card,  called  ARC-CARD,  in  each 
PC;  a cabled  network  called  ARCNET;  and 
an  operating  system  software  called  NET- 
WARE. That’s  it:  ARC-CARDs,  ARCNET, 
NETWARE. 


The  rest  is  amazing.  When  your  staff  mem- 
bers start  using  the  networked  PCs,  they'll  think 
they  are  using  a mini  computer.  That's  the  capa- 
bility you  get  by  networking  your  PCs.  And  it’s 
yours  for  only  a fraction  of  the  cost.  Try  it.  You 
won't  return  it.  Your  staff  won't  let  you! 
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For  an  ARC-CARD  dealer  near  you,  call  (817)  771-2124  or  write  1402  W.  Adams 
Ave..  Temple,  Texas  76501,  Telex  350015  V^TRA  AUS. 


EXCERPTS  FROM  A SYMPOSIUM 
"THE  TREATMENT  OF  SLEEP  DISORDERS"® 


. . highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ff 

Sleep  Laboratory  Investigator 
Pennsylvania 

ii.  . . onset  of  action  is 
rapid. . . provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  A A 

Psychiatrist 

California 


. . appears  to  have 
the  best  safety  record  of  any 
of  the  benzodiazepines  ff 


Psychiatrist 

California 


After  15  years,  the  experts  still  concur  about  the 
continuing  value  of  Dolmone  (flurozepom  HCI/ 
Roche).  It  provides  sleep  that  satisfies  patients. . . 
and  the  wide  margin  of  safety  that  satisfies  you. 

The  recommended  dose  in  elderly  or  debilitated 
patients  is  15  mg.  Contraindicated  in  pregnancy 

DALMANE 

brand  of 

flurazepam  HCI/Roche  ® 

sleep  that  satisfies 

15-mg/30-mg 
capsules 


References:  1.  Kales  J,  elol:  Clin  Pharmacol  Ther  12:691- 
697  Jul-Aug  197).  2.  Kales  A,  etal.  Clin  Pharmacol  Ther 
/& 356-363,  Sep  1975  3.  Kales  A,  etal:  Clin  Pharmacol 
Ther  /9  576-583,  May  1976  4.  Kales  A,  elal:  Clin  Pharma- 
col Ther 32  T6\-T66,  Dec  1982  5.  Frost  JD  Jr,  DeLucchl  MR; 
J Am  Geriatr  Sac  27  b^6,  Dec  1979  6.  Dement  WC, 

elai  BehavMed,  pp  25-31,  Oct  1978  7.  Kales  A, 

Kales  JD:  JClin  Psyc/top/rormoco/ 3. 140-150,  Apr  1983. 

8.  Tennant  FS,  elal:  Symposium  on  the  Treatment  of  Sleep 
Disorders,  Teleconference,  Oct  16,  1984  9.  Greenblatt  DJ, 
Allen  MD,  Shader  Rl  Clin  Pharmacol  Ther  2/.  355-361, 
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flurazepam  FICI/Roche  (iy 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized 
by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
situations  requiring  restful  sleep.  Objective  sleep  laboratory 
data  have  shown  effectiveness  for  at  least  28  consecutive 
nights  of  administration  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended  Repeated  therapy  should  only 
be  undertaken  with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  flurazepam  HCI; 
pregnancy  Benzodiazepines  may  cause  fetal  damage  when 
administered  during  pregnancy  Several  studies  suggest  an 
increased  risk  ot  congenital  malformations  associated  with 
benzodiazepine  use  during  the  first  trimester  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possibility  of  be- 
coming pregnant  exist  while  receiving  flurazepam.  Instruct 
patients  to  discontinue  drug  prior  to  becoming  pregnant  Con- 
sider the  possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants  An  additive  effect 
may  occur  if  alcohol  is  consumed  the  day  following  use  for 
nighttime  sedation.  This  potential  may  exist  for  several  days 
following  discontinuation.  Caution  against  hazardous  occu- 
potions  requiring  complete  mental  alertness  (eg . operating 
machinery,  driving)  Potential  impairment  of  performance  of 
such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of  age. 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  for  those 
patients  on  medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  oddlcfion-prone  individuals  or 
those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it  is  recom- 
mended that  the  dosage  be  limited  to  15  mg  to  reduce  risk  of 
oversedation,  dizziness,  contusion  and/or  ataxia  Consider 
potential  additive  effects  with  other  hypnotics  or  CNS  depres- 
sants Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suicidal  tenden- 
cies, or  In  those  with  impaired  renal  or  hepatic  function 
Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness, 
staggering,  ataxia  and  falling  have  occurred,  particularly  in 
elderly  or  debilitated  patients  Severe  sedation,  lethargy,  dis- 
orientation and  coma,  probabiy  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported:  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  con- 
stipation, Gl  pain,  nervousness,  talkativeness,  apprehension, 
irritability  weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating,  flushes, 
difficulty  in  focusing,  blurred  vision,  burning  eyes,  faintness, 
hypotension,  shortness  ot  breath,  pruritus,  skin  rash,  dry 
mouth,  bitter  taste,  excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  contusion,  restlessness,  halluci- 
nations, and  elevated  SGOT,  SGPT,  total  and  direct  bilirubins, 
and  alkaline  phosphatase,  and  paradoxical  reactions,  e g , 
excitement,  stimulation  and  hyperactivity 
Dosage:  Individualize  for  maximum  beneficial  effect  Adults: 
30  mg  usual  dosage,  15  mg  may  suffice  in  some  patients. 
Elderly  or  debilitated  patients.  15  mg  recommended  initially 
until  response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam 
HCI 

<nnpiic\  Roche  Products  Inc. 
nUunC  ^ Manati,  Puerto  Rico  00701 


FOR  SLEEP 

After  more  than  15  years  of  use,  ifs  # 1 for  sleep  that  satisfies. 

Patients  ore  satisfied  because  they  fall  asleep  fast  and  stay 
asleep  till  morning.’  ® And  you're SQ\\sf\e6  by  the  exceptionally 
wide  margin  of  safety.^  ® As  always,  caution  patients  about 

driving  or  drinking  alcohol. 

Please  see  adjacent  page  far  references  and  summary  of  product  information 
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flurazepam  HCI/Roche® 

sleep  that  satisfies 
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Copyright  (qj  1986  by  Roche  Products  Inc.  All  rights  reserved. 
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practice  " This  month’s  cover  article, 
written  by  Kae  Hentges,  EdS,  MSPH; 
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MD,  begins  on  page  27.  An  accompanying 

editorial,  “Folk  medicine  in  Texas,” 
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Medicine  are  "Mexican-American  folk 
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^Editorials 


Folk  medicine  in  Texas 

As  far  back  as  the  prehistoric  times,  special  men  and  women 
who  were  thought  to  possess  and  practice  healing  powers  and 
skills  existed  in  the  various  tribal  groups.  It  was  believed  that 
these  tribal  healers  derived  their  powers  and  skills  from  the 
divine  spirits,  gods  and  goddesses,  and  they  acted  as  both  tribal 
priests  and  physicians.  In  each  tribe,  the  priest-physician,  often 
called  the  shaman,  was  considered  the  mediator  between  the 
tribal  people  and  the  divine  elements  they  believed  in. 

Tlie  art  of  healing  was  a mixture  of  invoking  the  divine 
through  prayers  and  chanting  and  using  hygienic  measures  for 
maintenance  of  health,  as  well  as  various  therapeutic  agents. 
The  latter  were  substances  of  natural  origin  such  as  animal 
tissues,  herbs,  poultices  and  others.  This  art  of  healing  played 
an  important  role  in  the  life  of  each  tribe,  and  from  generation 
to  generation  it  evolved  into  a complex  system  of  healing 
practices.  Thus,  maintenance  of  health  and  healing  of  injuries 
and  diseases  became  integral  parts  of  tribal  life  and  later  were 
incorporated  into  the  lives  and  cultures  of  the  city-states  that 
evolved  in  the  two  millennia  before  the  appearance  of  Christi- 
anity. The  best  examples  of  these  practices  are  found  in  the 
written  descriptions  of  the  healing  activities  in  the  temples  of 
Asklepios  (Aesculapius)  in  ancient  Greece  during  the  classical 
times.  The  priests  of  Asklepios  used  procedures  and  medica- 
tions which  were  thought  to  have  been  derived  from  the  gods 
and  goddesses  of  ancient  Greek  mythology.  Similar  beliefs 
and  practices  existed  in  the  cultures  of  other  ethnic  groups 
throughout  the  known  world  in  the  pre-Christian  era  ( 1 ). 

Christianity  adopted  the  belief  system  that  God  can  and  does 
heal  His  faithful  by  empowering  certain  people  with  the  spe- 
cial gift  of  spiritual  and  bodily  healing  to  be  practiced  in  His 
name.  The  ministry  of  Christ  as  described  in  the  Neu’  Testa- 
ment was  filled  with  the  healing  of  the  sick  and  the  infirm.  In 
the  ensuing  centuries,  this  Christian  belief  system  became  in- 
grained in  the  cultures  and  everyday  life  of  the  ethnic  groups 
that  emerged  and  emigrated  to  new  areas  of  the  world.  In  each 
case,  the  heavily  spiritual  healing  practices  of  the  Christian 
missionaries,  as  well  as  their  medications  and  healing  proce- 
dures, were  mixed  and  blended  with  the  local,  native,  pagan 
healing  practices  and  forms  of  curing,  and  healing  applications 
evolved.  The  evolution  of  these  healing  practices  has  led  to 
their  becoming  incorporated  into  the  everyday  life  of  the 
people  of  each  ethnic  group.  These  practices,  characteristic  for 
each  ethnic  group,  are  often  referred  to  as  “folk  medicine,”  and 
include  religious  and  spiritual  aspects  as  well  as  the  use  of 
various  procedures  and  medications,  usually  of  natural  rather 
than  synthetic  origin.  Folk  medicine  is  a way  of  life  dealing 
with  both  health  and  illness,  and  aims  to  satisfy  both  the  physi- 
cal and  psychosocial  needs  of  the  people. 

In  recent  centuries  and  most  specifically  during  the  20th 
century,  “traditional”  medicine  has  evolved  as  a branch  of  sci- 
ence, with  heavy  emphasis  on  the  use  of  medications  that  are 
either  synthesized  or  extracted  from  natural  sources.  Most  re- 
cently, that  science  has  incorporated  equally  heavy  emphasis 
on  medical  technology  and  surgical  intervention  for  the  treat- 


ment of  human  illnesses.  Practitioners  of  conventional  scien- 
tific medicine  have  generally  looked  upon  the  practice  of  folk 
medicine  with  contempt  and  condemnation.  No  one,  however, 
can  deny  its  deeply  rooted,  almost  universal,  existence  in  vari- 
ous cultures  and  ethnic  groups  around  the  world.  It  often 
interferes  with  the  delivery  of  scientific  medical  care  to  certain 
populations,  while  at  other  times  it  assists  in  reaching  the  de- 
sired therapeutic  results. 

The  various  ethnic  groups  of  immigrants  that  comprise  the 
population  of  the  United  States  have  brought  with  them  and 
preserved  many  of  the  concepts  and  practices  of  folk  medicine 
from  their  countries  of  origin.  Nowhere  in  the  United  States 
are  these  folk  medical  practices  more  impressive  than  along 
the  1,933-mile  border  between  Mexico  and  the  United  States. 
The  original  blend  of  Spanish-Christian  and  Moorish-Moslem 
folk  medicine  brought  to  the  New  World  by  the  conquistadores 
was  mixed  with  the  local  Indian  practices  and  evolved  into  a 
way  of  handling  health  and  disease,  the  Mexican  system  of  folk 
medicine.  This  system  has  been  mixed  to  some  degree  with 
other  ethnic  practices,  but  it  is  the  predominant  form  of  folk 
medicine  practiced  in  the  Southwestern  United  States  by  the 
Mexican-American  populations.  The  effects  of  some  of  the 
common  practices  are  often  evident  as  traditional  physicians 
treat  patients  with  various  illnesses.  So  far,  the  untoward  effects 
of  folk  medicine  on  the  diagnostic  and  therapeutic  efforts  of 
traditional  medical  practitioners  have  been  singularly  empha- 
sized: It  is  not  uncommon  to  see  an  infant  who  has  suffered 
from  vomiting  and  diarrhea  and  been  treated  with  chamomile 
tea  and  rice-water  brought  to  the  emergency  room  severely 
dehydrated,  hyponatremic  and  in  a state  of  water  intoxication 
with  severe  seizures. 

But  let  us  look  at  the  larger  picture:  Is  folk  medicine  always 
dangerous  and  harmful?  Are  there  beneficial  effects  from  folk 
medical  practices?  Can  some  aspects  of  folk  medicine  be  incor- 
porated into  conventional  medicine  in  a synergistic  and  help- 
ful way?  How  can  some  of  the  reported  side  effects  of  folk 
medications  be  avoided?  Are  there  any  folk  medications  that 
should  not  exist  in  the  markets  of  Texas  or  across  the  border 
in  Mexico?  Texas  Medicine  will  try  to  answer  some  of  these 
and  other  questions  in  three  articles  on  folk  medicine  in  Texas: 
“Folk  Medicine  and  Medical  Practices”  by  K.  Hentges,  EdS, 
MSPH,  and  C.  E.  Shields,  MD,  in  this  issue,  and  “Mexican- 
American  Folk  Remedies:  Their  Place  in  Health  Care”  by  G.  D. 
Ripley,  and  “Economic  Eactors  Influencing  the  Use  of  Folk 
Remedies”  by  W.  R.  Adams  in  forthcoming  issues  of  this  jour- 
nal. It  is  hoped  that  these  articles  will  stimulate  Texas  medical 
practitioners’  interest  in  this  part  of  the  life  in  Texas,  help 
avoid  complications  in  the  practice  of  scientific  medicine,  and, 
perhaps,  find  ways  that  folk  medical  practices  can  complement 
scientific  medicine. 

JOHN  A.  MANGOS,  MD 

Chairman,  Editorial  Committee  for  Texas  Medicine,  Department  of  Pediatrics, 
The  University  of  Texas  Health  Science  Center,  7703  Floyd  Curl  Dr,  San  Antonio, 
TX  78284. 
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Statewide  efforts  improve 
perinatal  health  in  Texas 

In  the  State  of  Texas  over  the  past  25  years,  the  newborn  death 
rate  has  fallen  more  precipitously  than  in  the  prior  four  dec- 
ades of  available  health  department  statistics  ( 1 ).  During  this 
25  years,  several  notable  statewide  efforts  to  further  improve 
the  delivery  of  perinatal  care  are  deserving  of  quick  review. 

In  1974,  an  Ad  Hoc  Committee  on  Perinatal  Care  was  ap- 
pointed by  the  Emergency  Medical  Services  Division  of  the 
Texas  Department  of  Health.  This  group  of  physicians  and  pub- 
lic health  officials,  responsible  for  providing  perinatal  care 
within  the  state,  agreed  that  the  availability  and  quality  of 
perinatal  care  needed  much  improvement.  However,  this  com- 
mittee lacked  the  authority  and  the  budget  to  change  perinatal 
practices.  The  committee,  therefore,  introduced  an  educa- 
tional program  to  upgrade  perinatal  care  within  the  state. 
Perinatal  outreach  programs  were  established  in  Level  III  cen- 
ters throughout  the  state.  Although  this  effort  was  only  a be- 
ginning, it  accomplished  the  important  task  of  calling  attention 
to  a public  health  problem  that  Texas  needed  to  address. 

State-supported  efforts  to  “regionalize”  perinatal  and  neo- 
natal services  began  with  the  formation  of  the  Perinatal  Con- 
sultants to  the  Emergency  Medical  Services  Division  of  the 
Texas  Department  of  Health  in  1977-1978.  Definitions  of 
levels  of  care  and  guidelines  for  transport  were  delineated. 
However,  there  were  no  penalties  for  failure  to  follow  the 
guidelines,  and  although  a helpful  document  was  produced,  it 
did  not  generate  a system  of  regionalization.  Much  of  the  re- 
luctance to  accept  this  concept  has  to  do  with  the  practical 
consideration  of  the  notable  size  of  the  State  of  Texas.  In  place 
of  a regional  plan,  local  referral  patterns  have  been  established 
with  one  or  more  major  medical  centers  as  the  hub  of  each 
referral  area. 

As  perinatal  and  neonatal  services  continued  to  develop, 
several  pivotal  problems  were  recognized  within  the  state, 
namely:  ( 1 ) no  statewide  plan  for  perinatal  transport,  ( 2 ) an 
inadequate  number  of  Level  III  neonatal  ICU  beds,  ( 3 ) lack  of 
early  access  to  prenatal  care  for  indigent  pregnant  women,  and 
(4)  lack  of  access  to  the  appropriate  level  of  care  for  the  sick 
perinatal  or  neonatal  patient.  The  Emergency  Medical  Services 
Division  has  attempted  to  address  the  transport  issue  by 
providing  limited  funding  for  transport,  although  no  organized 
perinatal  system  of  transport  exists.  There  are  frequent  out- 
cries throughout  the  state  that  there  are  an  inadequate  number 
of  NICU  beds  for  critically  ill  newborns.  The  Texas  Medical 
Association’s  Subcommittee  on  Perinatal  Health  has  inves- 
tigated this  and  demonstrated  that  there  were  adequate 
numbers  of  neonatal  ICU  beds.  The  distribution  was  dispropor- 
tionate and,  more  importantly,  access  was  the  problem  because 
of  vast  distances  within  the  state,  and  especially  if  the  patient 
had  no  third-party  carrier. 

Recently,  significant  legislation  has  been  enacted  that  could 
impact  the  current  delivery  of  perinatal  care  and  mortality 
rates.  First,  Medicaid  has  been  expanded  to  include  the  preg- 


nant woman  and  her  newborn.  Whether  this  action  will  result 
in  early  prenatal  care  for  the  pregnant,  indigent  patient  will 
take  time  to  fully  access.  Second,  the  Maternal  and  Infant 
Health  Improvement  Act  (MIHIA)  attempts  to  address  the 
need  to  improve  care  to  indigent,  high-risk,  pregnant  women. 
The  bill’s  main  emphasis  is  on  prevention.  Its  shortcomings  are 
its  limited  funding  to  accomplish  this  goal. 

The  article  by  M.  H.  Malloy,  MD,  et  al,  on  the  regional  func- 
tion and  costs  of  care  in  the  UTMB  infant  special  care  unit, 
p 31,  adeptly  addresses  the  issue  of  the  cost  of  neonatal  care, 
especially  in  the  very-low-birth-weight  infant  ( 2 ).  The  impor- 
tance of  prevention  can  be  made  even  more  evident  by  exam- 
ining the  neonatal  mortality  rates  for  Jefferson  Davis  Hospital 
in  Houston,  where  in  1985  approximately  5%  of  all  babies  in 
the  State  of  Texas  were  delivered.  When  neonatal  mortality 
rates  from  our  neonatology  service  statistics  are  applied  to  the 
weight  distributions  of  Swedish  newborns  ( 3 ),  the  results  are 
striking.  The  uncorrected  mortality  rate  falls  from  8.4  to  2.4 
per  1 ,000  live  births.  This  fourfold  fall  in  mortality  is  achieved 
most  dramatically  in  the  very-low-birth-weight  group  by  apply- 
ing a neonatal  mortality  rate  of  264/1,000  to  a reduced  occur- 
rence of  0.62%  of  live  births  compared  to  the  actual  rate  of 
1 .9% . The  reduction  in  the  loss  of  life  as  well  as  the  reduction 
in  cost  is  remarkable. 

We  must  not  forget  that  the  efforts  of  the  medical  commu- 
nity must  be  joined  by  those  of  the  lay  community  to  seek  out 
prenatal  care  and  to  insist  that  every  pregnant  woman  in  the 
community  obtain  early  prenatal  care.  The  problem  of  teenage 
pregnancy,  reflected  in  the  high  number  of  low-birth-weight 
infants,  is  an  aspect  of  perinatology  that  cannot  be  affected  by 
the  medical  community  alone.  It  also  requires  the  support  of 
the  stable  family  unit  as  the  foundation  of  our  society. 

“For  our  society  to  expeet  medical  care  to  solve  social  and 
economic  problems  is  ultimately  foolish,  costly,  and  probably 
impossible”  (4). 

JOSEPH  A.  GARCIA-PRATS,  MD 

Medical  Director,  Neonatal  Intensive  Care  Unit,  Jefferson  Davis  Hospital,  Associ- 
ate Professor  of  Clinical  Pediatrics,  Baylor  College  of  Medicine,  Texas  Medical 
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Oddly  enough  "wild  rhinos"talk  to  you 
only  after  they  ve  dried  up 


...from  too  many  days  on  drying  antihistamines. 


Back  when  all  he  had  was  a simple,  runny  rhinovirus, 
antihistamines  made  him  feel  more  civilized.  But  now 
that  sinusitis  and  bronchitis  have  set  in,  that  continual 
barrage  of  self-medication  with  drying  antihistamines 
has  turned  him  into  a “wild  rhino.” 

Now  his  sinuses  throb.  His  chest  aches.  And  no 
matter  how  much  he  coughs  and  blows,  those  sluggish 
secretions  don’t  budge. 


“Wild  rhinos”  need  more  than  a lesson  in  self-medication. 
They  need  your  prescription  for  ENTEX®  LA.  ENTEX  LA 
opens  swollen  sinus  passages  so  he  can  breathe  easier. 
Then  it  thins  slow-moving  respiratory  secretions  so 
coughing  becomes  less  painful — more  productive. 

What’s  more,  ENTEX  LA  doesn’t  contain  anything 
to  sedate  him.  Because  a “wild  rhino”  is  a lot  easier  to 
tame  when  his  head  is  clear. 
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EntexLA 

PHENYLPROPANOLAMINE  HCI  75  mg 

GUAIFENESIN 400  mg 

IN  A SPECIAL  BASE  TO  PROVIDE  A PROLONGED 
THERAPEUTIC  EFFECT 
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Just  decongestion  and  drainage... 
without  antihistamine  drying  and  drowsiness. 


Please  see  next  page  for  brief  summary  of  prescribing  informatio 


ANTIHISTAMTNE-FREE 

EnteicLA 

PHENYLPROPANOLAMINE  HCI  75  mg 

GUAIFENESIN  400  mg 

IN  A SPECIAL  BASE  TO  PROVIDE  A PROLONGED 
THERAPEUTIC  EFFECT 


Before  prescribing  or  administering,  see  package  circu- 
lar for  full  product  information  The  following  is  a brief 
summary 

INDICATIONS  AND  USAGE:  Entex  LA  is  indicated  for 
the  symptomatic  relief  of  sinusitis,  bronchitis,  pharyngitis, 
and  coryza  when  these  conditions  are  associated  with 
nasal  congestion  and  viscous  mucus  in  the  lower  respira- 
tory tract 

CONTRAINDICATIONS:  Entex  LA  is  contraindicated  in 
individuals  with  known  hypersensitivity  to  sympatho- 
mimetics,  severe  hypertension,  or  in  patients  receiving 
monoamine  oxidase  inhibitors 

WARNINGS:  Sympathomimetic  amines  should  be  used 
with  caution  in  patients  with  hypertension,  diabetes 
mellitus,  heart  disease,  peripheral  vascular  disease, 
increased  intraocular  pressure,  hyperthyroidism,  or 
prostatic  hypertrophy 

PRECAUTIONS:  Information  tor  Patients:  Do  no  crush 
or  chew  Entex  LA  tablets  prior  to  swallowing. 

Drug  Interactions:  Entex  LA  should  not  be  used  in 
patients  taking  monoamine  oxidase  inhibitors  or  other 
sympathomimetics 

Drug/Laboratory  Test  Interactions:  Guaifenesin  has 
been  reported  to  interfere  with  clinical  laboratory  determi- 
nations of  urinary  5-hydroxyindoleacetic  acid  (5-HIAA) 
and  urinary  vanilmandelic  acid  (VMA) 

Pregnancy;  Pregnancy  Category  C Animal  reproduc- 
tion studies  have  not  been  conducted  with  Entex  LA  It  is 
also  not  known  whether  Entex  LA  can  cause  fetal  harm 
when  administered  to  a pregnant  woman  or  can  affect 
reproduction  capacity  Entex  LA  should  be  given  to  a 
pregnant  woman  only  if  clearly  needed 
Nursing  Mothers:  It  is  not  known  whether  the  drugs  in 
Entex  LA  are  excreted  in  human  milk  Because  many 
drugs  are  excreted  In  human  milk  and  because  of  the 
potential  for  serious  adverse  reactions  in  nursing  infants, 
a decision  should  be  made  whether  to  discontinue  nurs- 
ing or  to  discontinue  the  product,  taking  into  account  the 
importance  of  the  drug  to  the  mother 
Pediatric  Use:  Safety  and  effectiveness  of  Entex  LA 
tablets  in  children  below  the  age  of  6 have  not  been 
established 

ADVERSE  REACTIONS:  Possible  adverse  reactions 
include  nervousness,  insomnia,  restlessness,  headache, 
nausea,  or  gastric  irritation.  These  reactions  seldom,  if 
ever,  require  discontinuation  of  therapy  Urinary  retention 
may  occur  in  patients  with  prostatic  hypertrophy 
OVERDOSAGE:  The  treatment  of  overdosage  should 
provide  symptomatic  and  supportive  care  If  the  amount 
ingested  is  considered  dangerous  or  excessive,  induce 
vomiting  with  ipecac  syrup  unless  the  patient  is  convuls- 
ing, comatose,  or  has  lost  the  gag  reflex,  in  which  case 
perform  gastric  lavage  using  a large-bore  tube  If  indi- 
cated. follow  with  activated  charcoal  and  a saline  cathar- 
tic. Since  the  effects  of  Entex  LA  may  last  up  to  12  hours, 
treatment  should  be  continued  for  at  least  that  length 
of  time 

NDC  0149-0436-01  Bottle  of  100 

CAUTION:  Federal  law  prohibits  dispensing  without 

prescription 
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Norwich  Eaton  Pharmaceuticals,  Inc 
Nonwich,  New  York  13815-0231 
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Tell  Your  Patients  About 


Medical  Liability  Crisis 

Many  of  your  patients  are  read- 
ing and  hearing  daily  about  the 
professional  liability  insurance 
crisis.  This  new  brochure  can 
help  you  tell  your  patients  the 
medical  side  of  the  story.  It  de- 
scribes the  impact  the  crisis  is 
having  on  health  care  costs  and 
on  access  to  health  care  and  the 
courts,  and  offers  suggestions  for 
easing  the  crisis. 

The  brochure  was  prepared  by 
TMA  to  be  used  in  waiting 
rooms.  It  is  free  to  TMA  mem- 
bers. Please  order  in  increments 
of  50. 


Please  send  me copies 

of  the  brochure,  "The  Medical 
Liability  Crisis:  The  Cure  Is  In 
Working  Together." 

I am  interested  in  speaking  to 

nonmedical  audiences  about  the 
medical  liability  crisis  and  tort  re- 
form. Please  send  me  a copy  of 
the  speech,  "A  Liability  . . . For 
Everyone." 


Name 


Address 


City  State  Zip 

Texas  Medical  Association 

Communication  Department 
1801  North  Lamar  Blvd. 
Austin^  Texas  78701 
(512)  477-6704 
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TMA  INACTION 


House  of  Delegates  to  meet 
Nov  21-22,  1986 

Texas  Medical  Association’s  House  of 
Delegates  will  meet  Nov  21—22,  1986,  at 
the  Hyatt  Regency  Austin. 

The  delegates  convene  for  the  interim 
session  at  1 pm  Friday,  and  reference 
committees  begin  their  hearings  at  ap- 
proximately 3 pm.  TMA  members  are  en- 
couraged to  attend  these  hearings  to 
express  their  views  on  issues  before  the 
house.  Following  the  hearings,  reference 
committees  will  recommend  house  ac- 
tion on  reports  and  resolutions. 

Tlie  house  will  reconvene  Saturday 
morning,  Nov  22,  to  act  on  the  reference 
committees’  recommendations. 

In  conjunction  with  the  meeting,  a re- 
ception will  honor  TMA’s  Executive  Di- 
rector C.  Lincoln  Williston,  who  retires  at 
the  end  of  the  year. 


Board  of  Trustees  approves 
two  new  member  services 

Texas  Medical  Association’s  Board  of 
Trustees  has  approved  two  new  member 
services,  offering  physicians  special  ac- 
cess to  automobiles  and  electronic  claims 
processing. 

CarTele,  Inc,  will  offer  physicians  auto- 
mobiles for  sale  or  lease  at  substantially 
reduced  costs.  The  company  states  that  it 
has  eliminated  or  significantly  reduced 
many  overhead  factors  of  a traditional 
dealership,  such  as  interest  costs  on  cars 
in  inventory,  advertising,  rent  and  build- 
ing costs,  and  sales  commissions,  which 
together  account  for  more  than  60%  of 
the  average  dealer’s  mark-up.  Purchased 
cars  are  available  in  approximately  six 
weeks  and  can  be  serviced  by  a local 
dealer.  Leased  autos  are  available  imme- 
diately. In  addition  to  automobiles,  Car- 
Tele  offers  cellular  phones. 

The  second  new  service  is  a pilot  pro- 

I gram  with  the  American  Medical  Associa- 
tion and  Medical  Payment  Systems,  Inc 
(MPS).  The  system  provides  the  capacity 
to  capture,  transmit,  process,  and  receive 
medical  services  and  payment  informa- 
tion between  a physician  and  any  source 
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of  payment  for  that  service — insurance 
carrier,  government  agency,  financial  in- 
stitution, or  patient.  MPS  provides  and  in- 
stalls equipment  and  trains  personnel 
without  charge.  Through  a phone  termi- 
nal device,  the  physician’s  office  staff  can 
complete  insurance  claims  by  responding 
to  pre-programmed  questions.  The 
claims  are  submitted  electronically  to  the 
MPS  clearinghouse  and  routed  to  the  ap- 
propriate insurance  company.  Reimburse- 
ment is  through  an  electronic  funds 
transfer  to  the  physician’s  bank  account. 
The  price  of  the  MPS  service  is  55t  per 
claim  for  AMA  members  and  65«  per 
claim  for  nonmembers.  It  is  anticipated 
that  pilot  programs  will  be  initiated  this 
fall  by  AMA,  TMA,  and  interested  county 
societies. 


Trustees  appoint  Mr  Mickey 
as  association’s  new  CEO 

Texas  Medical  Association’s  Board  of 
Trustees  has  announced  the  appointment 
of  Robert  G.  Mickey  as  the  association’s 
chief  executive  officer  to  succeed  C. 
Lincoln  Williston,  who  will  retire  at  the 
end  of  1986. 

Board  Chairman  William  Gordon 
McGee,  MD,  El  Paso,  made  the  announce- 
ment during  the  Sept  1 4 meeting  of  the 
Executive  Board  in  Austin.  He  also  con- 
veyed the  trustees’  congratulations  and 
appreciation.  The  announcement  was 
met  with  a standing  ovation  “1  am 
greatly  honored  by  this  appointment,  and 
1 pledge  my  best  efforts,”  Mr  Mickey 
responded. 

Mr  Mickey  joined  TMA  19  years  ago  as 
the  first  executive  director  of  the  Texas 
Medical  Political  Action  Committee 
( TEXPAC  ).  During  the  past  ten  years,  he 
has  serv  ed  as  director  of  TMA’s  manage- 
ment division  and  has  provided  execu- 
tive assistance  to  the  Texas  Delegation  to 
the  American  Medical  Association  and  to 
the  Council  on  Constitution  and  Bylaws. 


Manual  describes  legalities 
of  practicing  medicine 

Physicians  preparing  for  licensure  in 
Texas,  as  well  as  physicians  who  have  es- 
tablished their  practices,  will  find  Texas 


Medical  Jurisprudence,  fourth  edition,  a 
helpful  addition  to  their  libraries. 

Texas  Medical  A.ssociation  produces 
and  distributes  the  manual,  which  the 
Houston  law  firm  of  Fulbright  and 
Jaworski  authored.  The  manual  is  not 
only  a helpful  study  guide  for  the  medi- 
cal jurisprudence  examination,  which  is 
administered  by  the  Texas  State  Board  of 
Medical  Examiners,  but  also  a useful  re- 
source for  physicians  in  practice. 

The  manual  includes  sections  on  the 
regulation  of  medical  practice,  legal  as- 
pects of  birth  and  death,  medical  mal- 
practice liability,  consent  and  patients 
rights,  hospital  law,  and  mental  health. 
Also  covered  are  drug  law;  workers’  com- 
pensation; confidentiality,  discovery,  and 
medical  records;  business  organizations 
and  taxes  from  the  perspective  of  the 
practicing  physician;  and  a glossary’  of 
legal  terms. 

The  manual  is  a project  of  the  Commit- 
tee on  Liaison  with  the  State  Bar  of  Texas, 
chaired  by  Charles  W.  Bailey,  Jr,  MD, 
Houston. 

TMA  charges  a fee  of  S27.50  to  re- 
cover the  association’s  reproduction  and 
handling  costs.  Further  information  is 
available  from  the  TMA  Office  of  the 
General  Counsel,  1801  N Lamar  Blvd, 
Austin,  TX  7870 1 , phone  (512 )477-6704. 


TMA  supports  TDMHMR, 
motion  to  modify  staff  ratios 

Texas  Medical  Association  has  filed  a 
legal  brief  supporting  goal-oriented  staff- 
ing standards  that  meet  the  needs  of  indi- 
vidual patients  in  facilities  of  the  Texas 
Department  of  Mental  Health  and  Mental 
Retardation  (TDMHMR). 

TMA  and  the  Texas  Society  of  Psychi- 
atric Physicians  filed  the  brief  as  “friends 
of  the  court.”  It  supports  a motion  by 
TDMHMR  to  modify  patient-to-direct 
care  staff  ratios  that  the  US  District  Court 
for  the  Northern  District  of  Texas,  Dallas 
Division,  ordered  in  1984. 

The  order  requires  a client-to-staff 
ratio  of  5-to-l  during  the  day  and  eve- 
ning shifts  and  a 10-to-l  ratio  during  the 
nig^ht  on  all  affected  units.  A subsequent 
agreement  specifies  that  direct  care  staff 
includes  mental  health  workers,  non- 
charge licensed  vocational  nurses,  and 
therapy  technicians. 


Get  the  standardized 
claim  form  you  need, 
PLUS  a FREE 


instruction  booklet 

AMA  Uniform  Claim  Forms  are: 

■ Required  by  federal 
programs  such  as  Medicare, 

Medicaid  and  CHAMPUS 

■ Accepted  by  most  major 
insurers 

■ Current  and  accurate 

■ Economical 

■ Easy-to-use 

■ Bar  coded  for  faster 
processing 

For  Faster  Service... 


Order  today, with  your  MasterCard  or  Visa,  by  calling  toll-free 
1-800-621-8335.  (In  Illinois,  call  collect,  312-645-4987.)  Or  complete 
and  mail  the  order  card  below. 


Complete  and  mail  today: 

AMA  Insurance  Form  Name 

Book  & Pamphlet  Fulfillment 

American  Medical  Association  Address 

P.O.  Box  10946 
Chicago,  IL  60610-0946 

City/State/Zip. 


Type  of  Form 


# of  Cartons 


Single  Form, 

1-page,  100  per  pad, 
ten  pads. 


OP  501 

@$34.10/ctn. 
$ 


Snap-out  Form,  2 OP  502 

part,  original/carbon.  @ $49.50/ctn. 

(1000  per  carton).  $ 


Continuous  Form,  2 

part,  original/carbon  OP  503 

for  computer  printers  @ $51 .75/ctn. 
(1000  per  carton).  $ 


Subtotal  $ 
Less  1 0%  discount 
(AMA  Members)  $ 

Sales  tax(IL,  NY 
residents)  $ 


For  information  on  purchasing 
quantities  of  10  or  more  cartons, 
call  the  AMA  Order  Department, 

(312)  280-7168. 

• Payment  must  accompany  order. 

• Please  allow  2-4  weeks  for  delivery. 

• Prices  subject  to  change  without  notice. 

□ Enclosed  is  my  check/money  order 

payable  to  the  AMA  for  $ 

□ Charges to  my; 

□ MasterCard  □ Visa 

Card  No: 

Exp.  Date: 

Signature: 

Phone  # : 


$ 


TOTAL 


02BM003CF4 


TMA’s  brief  argues  that  the  United 
States  Constitution  does  not  require 
patient-to-direct  care  staff  ratios,  and 
mental  health  professionals  do  not  sup- 
port such  ratios.  The  Constitution,  as  in- 
terpreted by  the  United  States  Supreme 
Court,  requires  that  a state  offering  men- 
tal health  services  must  provide  for 
committed  patients  ( 1 ) conditions  of  rea- 
sonable care  and  safety,  ( 2 ) reasonable 
nonrestrictive  confinement  conditions, 
and  ( 3 ) training  as  may  be  required.  The 
brief  points  out  that  in  determining 
whether  the  state  has  met  its  obligations 
in  those  respects,  decisions  made  by  ap- 
propriate professionals  should  be  pre- 
sumed correct. 

Mental  health  professionals  who  have 
been  affected  by  the  court’s  1984  order 
have  rejected  the  use  of  patient-to-direct 
care  staff  ratios  as  a measure  of  the  ade- 
quacy of  the  care  required.  Instead,  they 
have  recommended  programmatic,  goal- 
oriented  staffing  standards  that  provide 
services  appropriate  for  the  needs  of 
each  patient. 

The  Joint  Commission  on  Accredita- 
tion of  Hospitals  also  supports  this  staff- 
ing approach.  A summary  of  TMA’s 
argument  notes,  “Programmatic,  goal- 
oriented  staffing  is  the  state  of  the  art 
and,  as  such,  is  reflected  in  the  standards 
of  the  Joint  Commission  on  Accreditation 
of  Hospitals  for  general  hospitals  and 
mental  health  facilities.  If  the  Texas  De- 
partment of  Mental  Health  and  Mental 
Retardation  is  permitted  to  adhere  to 
state  of  the  art  staffing  standards  rather 
than  predetermined,  outmoded  staffing 
ratios,  both  the  Constitution  and  prevail- 
ing medical  opinion  will  be  served,  and 
better  patient  care  will  result” 

Board  approves  concept 
of  installment  dues  payments 

Texas  Medical  Association’s  Board  of 
Trustees  has  approved  the  concept  of  in- 
1 stallment  payments  for  membership  dues 
, and  will  offer  the  option  to  physicians  in 
the  1 987  dues  billing  process,  through 
those  county  societies  that  wish  to  im- 
' plement  it. 

Almost  half  of  the  respondents  to  a sur- 
vey of  Texas  physicians  40  years  of  age 
I and  younger  indicated  that  they  would 
prefer  two  or  three  installments  for  their 
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dues  payments.  During  its  Aug  10  meet- 
ing in  Austin,  TMA’s  Board  of  Trustees 
considered  a report  that  42%  of  the  phy 
sicians  in  the  United  States  are  40  years 
of  age  or  younger,  and  this  is  the  largest 
group  who  do  not  belong  to  the  federa- 
tion of  medicine.  In  Texas,  72%  of  all 
physicians,  including  residents,  who  are 
not  members  of  the  county  and  state  so- 
cieties are  age  40  and  younger. 


HEALTH  LINE 


TDH  revises  policy 
on  vaccine  distribution 

Because  of  the  current  economic  crisis 
and  the  continued  increase  in  vaccine 
prices,  the  Texas  Department  of  Health 
has  revised  its  vaccine  distribution 
policy. 

The  major  change  in  the  policy,  says 
Texas  Health  Commissioner  Robert 
Bernstein,  MD,  involves  the  distribution 
of  vaccines  to  a few  Texas  physicians 
who  receive  substantial  amounts  of  vac- 
cines to  administer  to  their  private  pa- 
tients. Private  physicians  who  are  Early 
and  Periodic  Screening,  Diagnosis  and 
Treatment  (EPSDT)  providers  may  re- 
ceive state-supplied  vaccines  for  their 
EPSDT  patients.  Those  physicians  who 
have  received  free  vaccines  in  the  past 
and  are  not  EPSDT  providers  no  longer 
receive  state-supplied  vaccines. 

The  TDH  continues  to  provide  limited 
amounts  of  vaccines  to  physicians  to  ad- 
minister to  their  indigent  patients.  Eor 
those  patients  whose  income  is  at  or  be- 
low 1 00%  of  poverty  level,  the  vaccines 
shall  be  provided  free  of  charge.  For  indi- 
gent patients  whose  income  is  between 
100%  and  200%  of  poverty  guidelines, 
an  administrative  fee,  not  to  exceed  $4 
per  patient,  may  be  charged  for  admin- 
istering the  vaccines.  The  poverty  level 
guidelines  have  been  adopted  by  state 
and  regional  health  department  systems, 
but  can  be  modified  to  conform  with 
guidelines  established  by  the  local  health 
department  that  supplies  the  vaccines  to 
private  physicians. 

The  complete  revised  policy  for  distri- 
bution of  state  and  federal  vaccines  was 


sent  to  directors  of  local  health  depart- 
ments and  to  regional  directors  of  public 
health  in  July. 

FDA  orders  dronabinol 
moved  to  Schedule  U 

In  accordance  with  a Federal  Drug  En- 
forcement Administration  order,  Texas 
Health  Commissioner  Robert  Bernstein, 
MD,  ordered  dronabinol  (synthetic), 
when  in  sesame  oil  and  encapsulated  in 
soft  gelatin  capsules,  removed  from 
Schedule  I and  placed  in  Schedule  II  of 
the  Texas  Controlled  Substances  Act. 

Dronabinol  is  the  synthetic  equivalent 
of  the  isomer  of  delta-9-tetrahydrocan- 
nabinol  (THC),  which  is  the  principal 
psychoactive  substance  in  Cannabis  sa- 
liva L,  marijuana.  It  has  been  approved 
by  the  Food  and  Drug  Administration  for 
treating  the  severe  nausea  and  vomiting 
associated  with  cancer  chemotherapy. 
While  not  specifically  listed,  dronabinol 
has  been  included  in  Schedule  I of  the 
Texas  Controlled  Substances  Act. 


ACS  project  to  provide 
low-cost  mammograms 

Texas  physicians  and  health  professionals 
will  have  the  opportunity  to  participate 
in  a major  American  Cancer  Society 
(ACS)  campaign  to  provide  mam- 
mograms at  a reduced  cost. 

For  a limited  period  in  the  spring  of 
1987,  hospitals  and  clinics  throughout 
the  state  will  join  forces  with  the  ACS  in 
the  Texas  Breast  Screening  Project,  offer- 
ing screening  mammography  for  a cost  of 
no  more  than  $50. 

Texas  radiologists,  hospital  personnel, 
and  other  interested  volunteers  are  in- 
vited to  participate  in  the  campaign  and 
help  promote  early  detection  of  breast 
cancer.  Coordination  of  efforts  on  a local 
level  are  being  directed  through  ACS  task 
forces,  which  are  forming  in  each  major 
Texas  city  and  in  many  smaller  ones. 

The  American  Cancer  Society  recom- 
mends a screening  baseline  mammogram 
for  women  between  the  ages  of  35  and 
40  and  then  annual  or  biannual  mam- 
mograms between  ages  40  and  50.  After 
age  50,  women  are  encouraged  to  have  a 
mammogram  every  year.  Women  with  a 


IT’S  ALL  THE  COVERAGE 
THAT  YOU  WILL  EVER  NEED! 


NEW  BENEFITS 


$ 

$ 


COST  OF  UVING  GUARDIAS 

This  optional  benefit  provides  a schedule  that  in- 
creases monthly  claim  payments  for  total  or  partial 
disability  to  cope  with  inflation. 

INCREASING  PRE  DISABILITY  BASE  EARNINGS 

Automatically  increases  base  amount  on  each  anni- 
versary of  partial  disability  to  prevent  erosion  of 
claim  payments  should  earnings  while  partially  dis- 
abled increase  due  to  inflation. 


$ WAITING  PERIOD  FOR  PARTIAL  DISABILITY 
The  waiting  period  for  partial  disability  is  now  the 
same  as  the  waiting  period  you  select  for  total  dis- 
ability, 30,  90  or  180  days. 

$ PARTIAL  DISABILITY  BENEFITS 

Benefits  becoming  due  are  payable  at  50  percent  of 
your  monthly  benefit  for  total  disability  until  the  Ion 
term  payment  schedule  applies  at  the  seventh 
month. 


$ INNOVATIVE  SOCIAL ‘ SUBSTITUTE” 

A $1000  monthly  benefit  is  available  under  TMA’s  low 
cost,  180  day  waiting  period  to  members  who  want  in- 
surance payment  as  a substitute  if  a disability  does  not 
qualify  for  Social  Security  disability  payments.  The 
$1000  is  payable  even  if  payments  are  made  by  Social 
Security. 


‘THE  TRIED  AND  TRUE" 


$ Bonafide  long  term  benefit  periods  for  toted 
disability,  to  age  70. 

$ Long  term  benefits  for  partial  disability,  at  no 
additioned  cost. 

$ Definition  of  disability  protects  you  at  your 
medical  speciedty,  at  no  additioned  cost. 


$ You  may  be  insured  for  the  maximum 

monthly  benefit,  up  to  $8000,  regardless  of 
other  disability  insurance  you  have  in  force. 

$ At  time  of  claim,  the  full  TMA  monthly  ben€ 
fit  is  paid  regardless  of  monies  you  may  re- 
ceive from  other  disability  policies,  salary 
continuation,  investments.  Social  Security. 


Refer  to  the  “Center  Section”  of  the  TMA  Insurance  Brochure 
dated  August,  1986  for  examples.  If  you  do  not  have  a brochure, 
call  1-800  252-9318. 

TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  PROGRAM 

1901  NORTH  LAMAR  BLVD  • AUSTIN,  TEXAS  78705 
underwritten  by 

PRUCO  LIFE  INSURANCE  COMPANY  of  TEXAS 

a subsidiary  of  the  PRUDENTIAL 


personal  or  family  history  of  breast  can- 
cer should  consult  their  physicians  about 
how  often  they  should  be  examined  and 
have  mammography  before  age  40. 

The  breast  cancer  screening  project 
will  focus  on  the  major  deterrents  for 
getting  a mammogram,  which  include 
fear  of  radiation,  high  cost,  and  lack  of 
information.  ACS  public  education  efforts 
stress  the  fact  that  potential  benefits  of 
mammography  in  terms  of  lives  saved  far 
outweigh  the  slight  health  risk  from  a 
very  low  dose  of  radiation. 


NIH  issues  statement 
on  venous  thrombosis 

A National  Institute  of  Health  (NIH)  con- 
j sensus  statement,  “Prevention  of  Venous 
; Thrombosis  and  Pulmonary  Embolism,” 
is  available  from  the  NIH  Office  of  Medi- 
, cal  Applications  of  Research. 

I The  report  was  prepared  by  a panel  of 
! experts,  which  considered  scientific  evi- 
dence presented  at  a consensus  develop- 
ment conference  at  the  NIH.  It  contains 
I recommendations  and  conclusions  con- 
cerning venous  thrombosis  and  pulmo- 
! nary  embolism. 

Consensus  conferences  bring  together 
researchers,  practicing  physicians,  repre- 
• sentatives  of  public  interest  groups,  con- 
sumers, and  others  to  carry  out  scientific 
I assessments  of  drugs,  devices,  and  proce- 
j dures  in  an  effort  to  evaluate  their  safety 
and  effectiveness. 

Free,  single  copies  of  the  consensus 
statement  on  the  prevention  of  venous 
thrombosis  and  pulmonary  embolism  are 
' available  ft-om  Michael  J.  Bernstein, 

I Office  of  Medical  Applications  of  Re- 
search, National  Institutes  of  Health, 
Building  1,  Room  216,  Bethesda,  MD 
20892. 


National  conference  to  focus 
I on  Epstein-Barr  virus 

i 

I Epstein-Barr  virus  (EBV)  in  AIDS  patients 
is  one  of  the  topics  on  the  program  for 
j the  National  Epstein-Barr  Virus  Confer- 
1 ence,  to  be  held  Nov  6-7,  1986,  in  Aus- 
tin. HERA,  a Texas  nonprofit  corporation, 
and  The  CoUege  of  Natural  Sciences  at 
! The  University  of  Texas  at  Austin,  are 
^ cosponsoring  the  symposium,  which  be- 
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gins  at  9 am  in  the  Lyndon  Baines  John- 
son Auditorium  on  the  campus  of  The 
University  of  Texas  at  Austin. 

Speakers  will  include  Elliott  Kieff,  MD, 
University  of  Chicago  Hospitals  and 
Clinics;  Stephen  Strauss,  MD,  National  In- 
stitutes of  Health,  Bethesda,  Md;  and  Guy 
de  The,  MD,  World  Health  Organization, 
Lyon,  France. 

Speakers  also  will  discuss  EBV’s  discov- 
ery/history,  incidence,  etiology,  serology, 
manifestations,  psychiatry,  genetics,  lym- 
phoma, malignant  states,  future  diagnos- 
tics, and  other  related  topics. 

The  University  of  Texas  Health  Sci- 
ence Center  at  San  Antonio  has  approved 
this  program  for  1 1 hours  of  Category'  I 
credit  for  the  AMA  Physician’s  Recogni- 
tion Award. 

A conference  fee  of  S300  includes  reg- 
istration, two  continental  breakfasts,  and 
two  buffet  luncheons,  and  transportation 
between  the  conference  site  and  down- 
town hotels.  Further  information  is  avail- 
able from  Elizabeth  Trower,  President, 
HERA,  Inc,  1101  Capitol  of  Texas  High- 
way South,  Building  H,  Suite  200,  PO  Box 
160486,  Austin,  TX  78746,  phone 
(512)327-8439. 


SOCIOECONOMICS 


HMO  enrollment  grows 
to  780,000,  a 38%  jump 

As  of  July  1,  1986,  enrollment  in  health 
maintenance  organizations  in  Texas  had 
grown  to  780,000,  a 38%  jump  over  the 
July  1985  figure  of  564,000  enrollees. 
During  the  same  time  period  the  number 
of  HMOs  in  the  state  grew  from  22  to  35. 
All  1 3 of  the  new  HMOs  are  for-profit 
independent  practice  associations  (IPAs). 

According  to  the  figures  from  the 
Texas  State  Board  of  Medical  Examiners, 
there  are  27  IPAs  with  an  enrollment  of 
343,000.  The  largest  is  Maxicare  Texas, 
Inc,  Houston,  which  is  associated  with 
Kelsey-Seybold  Clinic.  Maxicare  has  an 
enrollment  of  98,000. 

There  are  eight  group  model  HMOs 
with  an  enrollment  of  437,000.  The 
largest  HMO  of  this  type  is  the  Prudential 
Health  Care  Plan,  Houston,  with  an  en- 


rollment of  137,250. 

Twenty-eight  of  the  35  HMOs  in  the 
state  are  for-profit,  and  the  remaining 
seven  are  nonprofit.  Four  of  the  nonprofit 
plans  started  by  physicians  have  ex- 
pressed the  intention  to  convert  to  for- 
profit  status. 

A staff  report  to  TMA’s  Board  of  Trust- 
ees notes  that  even  with  the  growth  of 
HMOs,  approximately  86%  of  the  state’s 
population  remains  covered  by  indem- 
nity insurance  plans. 

Most  Texas  doctors  are  not 
“participating  physicians” 

The  percentage  of  Texas  doctors  who 
have  signed  up  as  “participating  physi- 
cians” has  declined  6.3%  since  the 
program  began  in  October  1984.  The 
program  offers  financial  incentives  to 
physicians  who  accept  Medicare’s  as- 
signed payment  level  for  services  to  all  of 
their  Medicare  patients.  As  of  May  1986, 
14.1%  of  Texas  doctors  were  participat- 
ing physicians,  according  to  the  Health 
Care  Financing  Administration  (HCFA). 
The  current  percentage  for  Texas  physi- 
cians is  approximately  14%  lower  than 
that  for  physicians  nationwide. 

When  the  participating  option  first  was 
offered  in  October  1984,  20.4%  of  Texas 
doctors  opted  for  participation.  By  Oc- 
tober 1985,  the  figure  had  dropped 
to  19.7%. 

The  actual  percentage  of  doctors  of 
medicine  in  Texas  who  are  participating 
physicians  is  believed  to  be  even  lower 
than  14.1%  because  HCFA’s  designation 
of  physicians  includes  doctors  of  osteo- 
pathy and  limited-licensed  practitioners. 

Physicians’  ranks  grow 
to  27,846,  according  to  TSBME 

The  number  of  licensed  physicians  in 
Texas  has  grown  to  27,846,  a 3%  in- 
crease over  the  figure  for  1985.  The  offi- 
cial count  comes  from  the  Texas  State 
Board  of  Medical  Examiners  and  reflects 
statistics  for  July  1 of  each  year. 

The  current  figure  includes  26,448 
doctors  of  medicine  and  1,398  doctors  of 
osteopathy.  The  number  of  MDs  has 
grown  by  3%  during  the  year,  and  the 
DOs,  by  4% . 


Physicians  who  are  graduates  of  Texas 
schools  number  1 1,873-  There  are 
10,631  graduates  of  out-of-state  medical 
schools  and  5,342  graduates  of  foreign 
medical  schools. 

The  board  licensed  300  foreign  medi- 
cal graduates  in  1985.  That  figure  has  de 
dined  steadily  from  the  all-time  high  of 
1,090  in  1978. 


AMA  requests  information 
on  PROS  from  physicians 

The  American  Medical  Association  is 
continuing  to  observe  the  activities  of 
peer  review  organizations  through  its 
PRO  Monitoring  Project,  which  began  in 
March  1985.  The  association  urges  physi- 
cians to  relay  their  PRO  experiences, 
both  positive  and  negative,  in  brief 
letters  to  the  AMA  headquarters. 

The  AMA  is  interested  in  all  relevant 
experiences,  but  areas  of  particular  inter- 
est are: 

— changes  in  length  of  stay,  admission, 
and  discharge  policies 

— preadmission  certification 
procedures 

— notifications  to  patients  of  payment 
denials 

— utilization  and  quality  review  results 
— payment  denials  based  on  quality 
— administrative  relations  between 
hospitals  and  physicians  and  the  PROs 
— any  demonstrable  impact  that  PRO 
review  may  have  on  the  cost  or  quality  of 
care 

— sanction  activities 
— appeals  processes 
— the  results  of  any  PRO  efforts  to 


“Second  opinion?  I didn’t  even  want  your 
opinion!” 


review  patients  other  than  Medicare 
beneficiaries. 

Letters  describing  experiences  should 
be  directed  to:  AMA  PRO  Monitoring 
Project,  Department  of  Health  Care  Re- 
view, American  Medical  Association,  PO 
Box  10947,  Chicago,  IL  60610.  All 
sources  of  information  will  be  kept  confi- 
dential. The  association  staff  will  analyze 
the  data,  and  the  results  will  assist  the 
association  in  developing  new  ways  to  as- 
sist physicians  and  medical  staffs  in  deal- 
ing with  the  PRO  program. 

Since  the  project  began,  the  associa- 
tion has  received  more  than  200  written 
communications  representing  the  con- 
cerns of  more  than  5,000  individual  phy- 
sicians nationwide.  In  addition  to  the 
monitoring  project,  a newly  appointed 
Ad  Hoc  Committee  on  PRO  will  monitor 
developments  in  the  PRO  program,  with 
particular  attention  to  the  impact  of  PRO 
operations  on  quality  of  care.  Other 
planned  activities  include  surveys  of  both 
medical  societies  and  PROs  to  update  the 
association’s  information  base  on  PRO 
operations,  establishment  of  a PRO  clear- 
inghouse, and  development  of  an  educa- 
tional publication  to  inform  practicing 
physicians  about  the  PRO  program  in 
general  and  its  relationship  to  the  day-to- 
day  practice  of  medicine  in  particular. 


CAPITAL  COMMENTS 


TEXPAC  collects  $600,000 
in  contributions 

For  the  first  time  in  its  history,  the  Texas 
Political  Action  Committee  (TEXPAC) 
has  received  more  than  $600,000  in 
contributions. 

As  of  May  23,  and  following  a broad 
solicitation  effort,  contributions  totaled 
$600,433.  Contributions  from  5,481  phy- 
sicians amounted  to  $575,483,  an  aver- 
age of  $105  from  each  contributor.  In 
addition,  670  Texas  Medical  Association 
Auxiliary  members  donated  $24,950,  an 
average  of  $37.24  each. 

The  $575,483  from  physicians  equals 
98.5%  of  the  statewide  goal  of  $583,936, 
based  on  a $32  contribution  from  each 
regular  and  provisional  member  of  Texas 
Medical  Association. 


There  are  339  individuals  who  have 
contributed  $300  to  TEXPAC,  thus 
becoming  members  of  the  committee’s 
300  Club. 


NEWSMAKERS 


CRAIG  A.  WINKEL,  MD,  has  been  ap- 
pointed director  of  the  division  of 
reproductive  endocrinology  in  the  de- 
partment of  obstetrics,  gynecology,  and 
reproductive  sciences  at  The  University 
of  Texas  Medical  School  at  Houston.  Pre- 
viously, Dr  Winkel  was  an  associate  pro- 
fessor in  the  department  of  obstetrics 
and  gynecology  at  the  Uniformed  Ser- 
vices University  of  the  Health  Sciences 
School  of  Medicine  in  Bethesda,  Md. 

JAMES  E.  CRUTCHER,  MD,  has  been  ap- 
pointed chairman  of  the  family  practice 
department  and  director  of  the  family 
practice  residency  training  program  at 
The  University  of  Texas  Health  Center  at 
Tyler.  Dr  Crutcher  is  the  former  head  of 
family  practice  training  at  Saint  Joseph 
Hospital  in  Reading,  Pa. 

NORRIS  H.  READY,  MD,  Waco,  has  been 
elected  to  serve  as  a vice  president  of  the 
Flying  Physicians  Association  (FPA)  dur- 
ing 1986-1987.  RICHARD  M.  FENNO, 
MD,  Alvin,  and  DON  L.  MCCORD,  MD, 
Clifton,  have  been  reelected  directors  of 
the  association. 

DOUGLAS  S.  SAMUELS,  MD,  Houston,  has 
been  named  medical  director  of  West 
Oaks  Hospital’s  Children’s  Day  Treatment 
Program,  which  provides  comprehensive 
psychiatric  care  to  children,  ages  6 
through  12,  who  do  not  require  24-hour 
hospitalization. 

HAROLD  T.  PRUESSNER,  MD,  Houston, 
has  been  named  chairman  of  the  depart- 
ment of  family  practice  and  community 
medicine  at  TTie  University  of  Texas 
Medical  School  at  Houston.  Dr  Pruessner 
has  been  acting  chairman  of  the  depart- 
ment since  1984. 


Texas  Medicine 


We  can  secure  it. 


American  Physicians  Life  Insurance  (API 
Life)  has  specialized  in  the  insurance 
needs  of  Texas  physicians  for  7 years. 

Because  our  company  is  owned  by  doc- 
tors, we  know  that  a physician's  life  and 
disability  coverage  needs  are  different 
than  those  of  other  professionals.  All  of 
our  products  are  designed  to  meet  those 
needs,  and  we  offer  them  at  highly  com- 
petitive rates. 


For  answers  to  your  questions  about: 

• Universal  Life  and  Annual  Renewable 
Term 

• Income  Replacement  and  Business  Over- 
head Expense 

• Deferred  Compensation  (Bonus  Alter- 
native for  the  Incorporated  Physician) 

call  Toll  Free  at  1-800-252-3628,  or  watch 
your  mail  for  more  information  arriving  in 
the  next  few  weeks. 


api^ 


American  Physicians  Life  Insurance  Company  is  a subsidiary  of  American  Physicians 
Insurance  Exchange,  the  doctor-owned  liability  insurance  company  entering  its 
2nd  decade  of  service  to  Texas  physicians. 


We  are  pleased  to  announce 

Starlite  Village 

the  association  of 

Hospital 

Bradley  R dost,  M.D. 

Center  Point,  Texas 

Practice  limited  to  the  diagnosis 
and  treatment  of  diseases  of  the 
retina  and  vitreous 

Ph.  634-2212 

634-2213 

TEXAS  RETINA  ASSOCIATES 

A specialized  hospital  dedicated  to  the 

Wadley  Tov\/er  Greenville  Medical  Tower 

Suite  555  Suite  400 

3600  Gaston  Avenue  7150  Greenville  Avenue 

Dallas,  Texas  75245  Dallas,  Texas  75231 

214/821-4540  214/692-6941 

physical,  mental  and  spiritual  treatment 

of  men  and  women  suffering  from 

alcoholic  and  similar  disturbances. 

Albert  Vaiser,  M.D. 

William  B.  Snyder,  M.D. 

William  L.  Hutton,  M.D. 

Dwain  G.  Fuller,  M.D. 

Gary  Edd  Fish,  M.D. 

Rand  Spencer,  M.D. 

1 

F.  E.  Seale,  M.D.  Annabelle  Lindner 

Medical  Director  Administrator 

CHAMPUS  APPROVED 

JCAH:  ACCREDITED 

1 938 

1986  325  per  month 


1986  528ea  per  month 


$C9'268 

1986  735i  DJJ  per  month 


60  montti  closed  end  lease.  60  payments  of  $31 2.38. 
Only  first  montti's  poyment  of  $312.38  payable  at 
signing.  Tatal  payments  o(  $18,742.80.  Tax.  title  and 
license  fees  additional. 


No  Security  Deposit 


60  manth  closed  end  lease.  60  payments  of  $365.38. 
Only  first  montti's  payment  at  $365.38  payable  at 
signing.  Total  payments  of  $21,922.80.  Tax,  title  and 
license  fees  additional. 

BMW  CENTER 

(512)  732-7121 


60  month  closed  end  lease.  60  payments  af  $533.68. 
Only  first  manth's  payment  of  $533.68  payable  ot 
signing.  Total  payments  of  $32,020.80.  Tax  title  and 
license  fees  additional 


No  Down  Payment 


4623  Fredeticksburg  Road  @ Loop  410  / San  Antonio,  Texas  78201 


FACTORY  AUTHORIZED.  NATIONALLY  RECOGNIZED. 


Texas  Medicine 


Thank  you  for  your  loyal  support 


imZlDE 

25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 


SK&F  CO. 
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There's  never  been 
a better  time  for  her. 
and 

PREMARDM* 

(Conjugated  Estrogens  Tablets) 


Now  the  evidence  looks  better 
than  ever 


Significantly  reduced  risk  of 
endometrial  hyperplasia 

Endometrial  hyperplasia  was  significantly  reduced  when  pro- 
gestin was  added  to  PREMARIN  therapy  for  more  than  ten  days 
a month! ''  The  risk  of  endometrial  hyperplasia  may  also  be 
reduced  through  cyclic  administration  of  unopposed,  low-dose 
PREMARIN. 


Effect  on  lipids — an  important  feature 

PREMARIN  used  alone  does  not  adversely  affect  lipid  levels.  In 
fact,  a clinical  study  has  shown  a significant  increase  in  HDL 
cholesterol — from  49.7  mg/dL  to  56.4  mg/dL — and  decrease  in 
LDL  cholesterol — from  165.1  mg/dL  to  138.1  mg/dL — after  one 
year  of  therapy  with  PREMARIN,  0.625  mg.'^ 

Low-dose  control  of  menopausal  symptoms 

PREMARIN  effectively  relieves  vasomotor  symptoms,  such  as 
hot  flashes.  When  estrogen  deficiency  is  limited  to  atrophic 
vaginitis,  PREMARIN®  (conjugated  estrogens)  Vaginal  Cream 
restores  the  vaginal  environment  to  its  premenopausal  state. 

The  most  widely  used,  most  extensively 
studied  estrogen  worldwide. 


PREMARIN' 

(Conjugated  Estrogens  Tablets) 

Most  trusted  for  more  reasons 


♦PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms. 
Please  see  following  page  for  brief  summary  of  prescribing  information. 


For  moderate-to-severe 
vasomotor  symptoms 


For  atrophic  vaginitis 


PREMARIN® 

(Conjugated  Estrogens  Tablets) 


PREMARIN® 

(Conjugated  Estrogens) 


i "•«“ 


0.3  mg  0.625  mg  0.9  mg  1.25  mg 


2.5  mg 


The  appearance  of  these  tablets  is  a trademark  of  Ayerst  Laboratories. 


BRIEF  SUMMARY  (fOR  FULL  mSCRIBING  INFORMATION  AND  PATIENT  INFORMATION.  SEE  PACKAGE 
CIRCULARS.) 

PREMARIN^  Brand  ol  conjugated  estrogens  tablets.  USP 

PREMARIN’  Brand  of  coniugated  estrogens  Vaginal  Cream  in  a nonliquefying  base 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA 

Three  independent  case  control  studies  have  reported  an  increased  risk  ol  endometrial  cancer  m 
postmenopausal  vromen  exposed  to  exogenous  estrogens  for  more  than  one  year  This  risk  vras  indepen- 
dent ot  the  other  known  risk  factors  tor  endometrial  cancer  These  studies  are  further  supported  by  the 
finding  that  incidence  rates  ol  endometrial  cancer  have  increased  sharply  since  1969  in  eight  different  areas 
of  the  United  States  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  to 
the  rapidly  expanding  use  of  estrogens  during  the  last  decade  The  three  case  control  studies  reported  that 
the  risk  of  endometrial  cancer  in  estrogen  users  was  about  4 5 to  13  9 times  greater  than  in  nonusers  The 
risk  appears  to  depend  on  both  duration  of  treatment  and  on  estrogen  dose  In  view  ot  these  findings,  when 
estrogens  are  used  for  the  treatment  of  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible  When  prolonged  treatment  is 
medically  indicated,  the  patient  should  be  reassessed  on  at  least  a semiannual  basis  to  determine  the  need 
for  continued  therapy  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  of  low  doses  of  estrogen  may  carry  less  risk  than  continuous  administration;  it 
therefore  appears  prudent  to  utilize  such  a regimen  Close  clinical  surveillance  of  all  women  taking 
estrogens  is  important  In  all  cases  ot  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy.  There  is  no  evidence  at  present 
that  'natural' estrogens  are  more  or  less  hazardous  than  "synthetic”  estrogens  at  equiestrogenic  doses, 

2 ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  of  female  sex  hormones,  both  estrogens  and  progestogens,  during  early  pregnancy  may  seriously 
damage  the  offspring  It  has  been  shown  that  females  exposed  in  utero  to  diethylstilbestrol . a non-steroidal 
estrogen,  have  an  increased  risk  ol  developing  in  later  life  a form  of  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare  This  risk  has  been  estimated  as  not  greater  than  4 per  1,000  exposures 
Furthermore,  a high  percentage  of  such  exposed  women  (from  30%  to  90%)  have  been  found  to  have 
vaginal  adenosis,  epithelial  changes  of  the  vagina  and  cervix  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  ot  malignancy  Although  similar  data  are  not  available 
with  the  use  of  other  estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  changes.  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  female  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  delects  and  limb  reduction  defects  One  case  control  study  estimated 
a 4 7-fold  increased  risk  of  limb  reduction  defects  in  infants  exposed  in  utero  to  sex  hormones  (oral 
contraceptives,  hormone  withdrawal  tests  for  pregnancy,  or  attempted  treatment  for  threatened  abortion) 
Some  of  these  exposures  were  very  short  and  involved  only  a few  (Jays  of  treatment  The  data  suggest  that 
the  risk  of  limb  reduction  detects  in  exposed  fetuses  is  somewhat  less  than  1 per  1 ,000  In  the  past,  female 
sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual  abortion  There 
is  considerable  evidence  that  estrogens  are  ineffective  lor  these  indications,  and  there  is  no  evidence  from 
well  controlled  studies  that  progestogens  are  effective  for  these  uses  If  PREMARIN  is  used  during 
pregnancy,  or  if  the  patient  becomes  pregnant  while  taking  this  drug . she  should  be  apprised  of  the  potential 
risks  to  the  fetus,  and  the  advisability  of  pregnancy  continuation 


DESCRIPTION;  PREMARIN  (coniugated  estrogens,  USP)  contains  a mixture  of  estrogens,  obtained  exclusively 
from  natural  sources,  blended  to  represent  the  average  composition  ol  material  derived  from  pregnant  mares' 
urine  It  contains  estrone,  equilin.  and  17a-dihydroequilin.  together  with  smaller  amounts  of  17o-estradiol, 
equilenin,  and  17a-dihydroequilenin  as  salts  of  their  sulfate  esters.  Tablets  are  available  in  0.3  mg.  0 625  mg,  0 9 
mg,  1 25  mg,  and  2 5 mg  strengths  of  coniugated  estrogens  Cream  is  available  as  0 625  mg  coniugated 
estrogens  per  gram 

INDICATIONS  AND  USAGE:  PREMARIN  (coniugated  estrogens  tablets,  USP):  Moderate-to-severe  vasomotor 
symptoms  associated  with  the  menopause  (There  is  no  evidence  that  estrogens  are  effective  for  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions ) Osteoporosis  (abitormally  low  bone  mass).  Atrophic  vaginitis.  Kraurosis  vulvae  Female 
castration 

PREMARIN  (coniugated  estrogens)  Vaginal  Cream  is  indicated  in  the  treatment  ol  atrophic  vaginitis  and 
kraurosis  vulvae  PREMARIN  HAS  N()T  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREG- 
NANCY AND  ITS  USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING). 

Concomitant  Progestin  Use:  The  lowest  effective  dose  appropriate  for  the  specific  indication  should  be  utilized 
Studies  of  the  addition  ot  a progestin  for  7 or  more  days  of  a cycle  of  estrogen  administration  have  reported  a 
lowered  incidence  of  endometrial  hyperplasia.  Morphological  and  biochemical  studies  of  the  endometrium 
suggest  that  10  to  13  days  of  progestin  are  needed  to  provide  maximal  maturation  of  the  endometrium  and  to 
eliminate  any  hyperplastic  changes  Whether  this  will  provide  protection  from  endometrial  carcinoma  has  not 
been  clearly  established  There  are  possible  additional  risks  which  may  be  associated  with  the  inclusion  of 
progesfin  in  estrogen  replacement  regimens.  (See  PRECAUTIONS  ) The  choice  of  progestin  and  dosage  may  be 
important:  product  labeling  should  be  reviewed  to  minimize  possible  adverse  effects 
CONTRAINDICATIONS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  of  the  following  conditions:  1 
Known  or  suspected  cancer  ot  the  breast  except  in  appropriately  selected  patients  being  treated  for  metastatic 
disease  2 Known  or  suspected  estrogen-dependent  neoplasia  3 Known  or  suspected  pregnancy  (See  Boxed 
Warning)  4 Undiagnosed  abnormal  genital  bleeding  5 Active  thrombophlebitis  or  thromboembolic  disorders 
6 A past  history  ol  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  treatment  of  breast  or  prostatic  malignancy) 

WARNINGS:  Long-term  continuous  administration  of  natural  and  synthetic  estrogens  in  certain  animal  species 
increases  the  frequency  of  carcinomas  of  the  breast,  cervix,  vagina,  and  liver  There  are  now  reports  that 
estrogens  increase  the  risk  of  carcinoma  of  the  endometrium  in  humans.  (See  Boxed  Warning ) At  the  present 
time  there  is  no  satisfactory  evidence  that  estrogens  given  to  postmenopausal  women  increase  the  risk  of  cancer 
of  the  breast,  although  a recent  study  has  raised  this  possibility  There  is  a need  tor  caution  in  prescribing 
estrogens  tor  women  with  a strong  family  history  of  breast  cancer  or  who  have  breast  nodules,  fibrocystic 
disease,  or  abnormal  mammograms  A recent  study  has  reported  a 2-  to  3-fold  increase  in  the  risk  of  surgically 
confirmed  gallbladder  disease  in  women  receiving  postmenopausal  estrogens 

Adverse  effects  ot  oral  contraceptives  may  be  expected  at  the  larger  doses  of  estrogen  used  to  treat  prostatic  or 
breast  cancer  or  postpartum  breast  engorgement:  it  has  been  shown  that  there  is  an  increased  risk  of  thrombosis 
in  men  receiving  estrogens  for  prostatic  cancer  and  women  for  postpartum  breast  engorgement  Users  of  oral 
contraceptives  have  an  increased  risk  of  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  stroke,  and 
myocardial  infarction  Cases  ot  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users  An  increased  risk  of  postsurgery  thromboembolic  complications  has  also  been 
reported  in  users  ot  oral  contraceptives.  If  feasible,  estrogen  should  be  discontinued  at  least  4 weeks  before 
surgery  ol  the  type  associated  with  an  increased  risk  of  thromboembolism,  or  during  periods  of  prolonged 
immobilization  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic  disor- 
ders, or  in  persons  with  a history  of  such  disorders  in  association  with  estrogen  use.  They  should  be  used  with 


caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease  Large  doses  (5  mg  coniugated  estrogens 
per  day),  comparable  to  those  used  to  treat  cancer  of  the  prostate  and  breast,  have  been  shown  to  increase  the 
risk  of  nonfatal  myocardial  infarction,  pulmonary  embolism  and  thrombophlebitis.  When  doses  of  this  size  are 
used,  any  of  the  thromboembolic  and  thrombotic  adverse  effects  should  be  considered  a clear  risk. 

Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  contraceptives  Increased  blood  pressure  may  occur  with  use  of  estrogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use  A worsening  of  glucose  tolerance  has  been  observed  in 
patients  on  estrogen-containing  oral  contraceptives.  For  this  reason,  diabetic  patients  should  be  carefully 
observed  Estrogens  may  lead  to  severe  hypercalcemia  In  patients  with  breast  cancer  and  bone  metastases. 
PRECAUTIDNS:  Physical  examination  and  a complete  medical  and  family  history  should  be  taken  prior  to  the 
initiation  of  any  estrogen  therapy  with  special  reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs, 
and  should  include  a Papanicolaou  smear  As  a general  rule,  estrogen  should  not  be  prescribed  for  longer  than 
one  year  without  another  physical  examination  being  performed  Conditions  influenced  by  fluid  retention  such  as 
asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dysfunction,  require  careful  observation.  Certain  patients  may 
develop  manifestations  of  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding, 
mastodynia,  etc  Prolonged  administration  of  unopposed  estrogen  therapy  has  been  reported  to  increase  the  risk 
ot  endometrial  hyperplasia  in  some  patients  Oral  contraceptives  appear  to  be  associated  with  an  Increased 
incidence  of  mental  depression  Patients  with  a history  of  depression  should  be  carefully  observed.  Preexisting 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use.  The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted.  If  laundice  develops  in  any  patient  receiving  estrogen,  the 
medication  should  be  discontinued  while  the  cause  is  investigated  Estrogens  should  be  used  with  care  in  patients 
with  impaired  liver  function,  renal  insufficiency,  metabolic  bone  diseases  associated  wiih  hypercalcemia,  or  In 
young  patients  in  whom  bone  growth  is  not  complete  If  concomitant  progestin  therapy  is  used,  potential  risks 
may  include  adverse  effects  on  carbohydrate  and  lipid  metabolism. 

The  following  changes  may  be  expected  with  larger  doses  of  estrogen: 
a Increased  sulfobromophthalein  retention 

b Increased  prothrombin  and  factors  Vll,  VIII,  IX,  and  X;  decreased  antithrombin  3;  increased  nor- 
epinephrine-induced  platelet  aggregability 

C-  Increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormone,  as 
measured  by  PBI,  T4  by  column,  or  T4  by  radioimmunoassay.  FreeT3  resin  uptake  is  decreased,  reflecting  the 
elevated  TBG,  free  T4  concentration  is  unaltered 
d.  Impaired  glucose  tolerance, 
e Decreased  pregnanediol  excretion 
f.  Reduced  response  to  metyrapone  test, 
g Reduced  serum  folate  concentration 

h Increased  serum  triglyceride  and  phospholipid  concentration  As  a general  principle,  the  administration  of 
any  drug  to  nursing  mothers  should  be  done  only  when  clearly  necessary  since  many  drugs  are  excreted  in  human 
milk 

ADVERSE  REACTIDNS:  The  following  have  been  reported  with  estrogenic  therapy,  Including  oral  contraceptives: 
breakthrough  bleeding,  spotting,  change  in  menstrual  flow:  dysmenorrhea:  premensfrual-llke  syndrome: 
amenorrhea  during  and  after  treatment;  increase  in  size  of  uterine  fibromyomata;  vaginal  candidiasis,  change  in 
cervical  erosion  and  in  degree  ot  cervical  secretion;  cystitis-like  syndrome:  tenderness,  enlargement,  secretion 
(ol  breasts),  nausea,  vomiting,  abdominal  cramps,  bloating,  cholestatic  jaundice:  chloasma  or  melasma  which 
may  persist  when  drug  is  discontinued;  erythema  multitorme;  erythema  nodosum:  hemorrhagic  eruption:  loss  ol 
scalp  hair;  hirsutism;  steepening  ot  corneal  curvature:  intolerance  to  contact  lenses:  headache,  migraine, 
dizziness,  mental  depression,  chorea:  increase  or  decrease  in  weight:  reduced  carbohydrate  tolerance:  aggrava-  j 
tion  of  porphyria:  edema:  changes  in  libido  ‘ 

ACUTE  DVEROOSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females. 

DOSAGE  AND  ADMINISTRATION: 

PREMARIN*  Brand  ol  conjugated  estrogens  tablets.  USP 

1 . Given  cyclically  lor  short-term  use  only.  For  treatment  of  moderate  to  severe  vasomotor  symptoms,  atrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0,3  to  1 .25  mg  or  more  daily).  The  lowest  dose  that 
will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible. 
Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  off).  Attempts  to  discontinue  or  taper 
medication  should  be  made  at  three-  to  six-month  intervals. 

2 Given  cyclically  Female  castration  Osteoporosis.  Female  castration— 1.25  mg  daily,  cyclically  Adjust 
upward  or  downward  according  to  response  of  the  patient.  For  maintenance,  adjust  riosage  to  lowest  level  that 
will  provide  effective  control  Osteoporosis  —0,625  mg  daily.  Administration  should  be  cyclic  (eg,  three  weeks 
on  and  one  week  off). 

Patients  with  an  intact  uterus  should  be  monitored  for  signs  of  endometrial  cancer  and  appropriate  measures 
taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring  abnormal  vaginal  bleeding. 

PREMARIN*  Brand  of  conjugated  estrogens  Vaginal  Cream 

Given  cyclically  lor  short-term  use  only  For  treatment  of  atrophic  vaginitis  or  kraurosis  vulvae. 

The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible 

Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  oft). 

Attempts  to  discontinue  or  taper  medication  should  be  made  at  three-to-six  month  intervals. 

Usual  dosage  range:  2 to  4 g daily,  intravaginally,  depending  on  the  severity  of  the  condition. 

Treated  patients  with  an  intact  uterus  should  be  monitored  closely  for  signs  of  endometrial  cancer  and  , 
appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring 
abnormal  vaginal  bleeding. 
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hydrocodone  bitartrate  5 mg  (Warning:  May  be  habit  forming.) 
with  acetaminophen  500  mg 


Brief  Summary 

INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately  severe  pom, 

CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or  hydrocodone 

WARNINGS 

Drug  Abuse  and  Dependence:  VICODIN  is  subject  to  the  Federal  Conbolled  Substances  Act  (Schedule  III) 
Psychic  dependence,  physical  dependence  and  tolerance  may  develop  upon  repealed  odminisbation  of  narcot- 
ics, therefore,  VICODIN  should  be  prescribed  and  administered  with  the  some  coution  appropriate  to  the  use  of 
other  orol-narcofic-conloihing  medicotions, 

Respiralory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone  moy  produce  dose-related  respiro- 
lory  depression  by  acting  directly  on  brain  stem  respiratory  centers  Hydrocodone  also  affects  centers  that  conbol 
respiratory  rhythm,  ond  may  produce  irregular  and  periodic  breathing 

Heod  Injury  and  Increased  Intracranial  Pressure:  The  respiratory  depressant  effects  ot  narcotics  and  then  ca- 
pacity to  elevate  cereb'ospinol  fluid  pressure  moy  be  markedly  exaggerated  in  the  presence  ot  head  injury,  other 
intracroniol  lesions  or  a preexisting  increose  in  inbocroniol  pressure  Furthermore,  norcotics  produce  odverse 
reactions  which  may  obscure  the  clinicol  course  of  patients  with  heod  injuries 

Acute  Abdominal  Condibons:  The  admihisbalion  ot  narcotics  may  obscure  the  diagnosis  or  clinicol  course  of 

pohents  with  acute  obdominol  conditions 

PRECAUTIONS 

Special  Risk  Potients:  VICODIN  should  be  used  with  caution  in  elderly  or  debilitoted  patients  ond  those  with 
severe  impairment  ot  hepatic  or  renol  function,  hypothyroidism,  Addison's  diseose  prostatic  hvperboohv  or 
urethrol  sbicture 

Informabon  For  Pabents:  VICODIN,  like  oil  narcotics,  may  impair  the  mental  and/or  physicol  abilibes  reguired  tor 
bie  pertormonce  ot  potenbally  hazardous  tosks  such  os  driving  a car  or  operabng  machinery  patients  should  be 
Cduboned  accordingly 

Cough  Rebex:  Hydrocodone  suppresses  the  cough  reflex,  caution  should  be  exercised  when  VICODIN  is  used 
postoperotively  and  in  patients  with  pulmonary  disease. 

Drug  Interacbons:  The  CNS-depressant  effects  of  VICODIN  moy  be  odditive  with  that  ot  other  CNS  depressants 
When  combined  therapy  is  contemploted,  the  dose  of  one  or  both  ogents  should  be  reduced  The  use  of  MAO 
inhibitors  or  tricyclic  antidepressants  with  hydrocodone  preporabons  may  increase  the  effect  ot  either  the  onbde- 
pressont  or  hydrocodone  The  concurrent  use  of  anticholinergics  with  hydrocodone  moy  produce  paralytic  ileus 
Usoge  in  Pregnancy:  Pregnancy  Cotegory  C Hydrocodone  hos  been  shown  to  be  teratogenic  in  hamsters  when 
5725 


given  in  doses  700  bmes  the  human  dose  There  are  no  adequate  and  well-conbolled  studies  in  pregnont 
women  VICODIN  should  be  used  during  pregnoncy  only  it  the  potenbol  benefit  jusbbes  the  potential  risk  to  the 
fetus. 

Nonteratogenic  Effects:  Babies  born  to  mothers  who  hove  been  taking  opioids  regularly  prior  to  delivery  will  be 
physically  depehdent  The  intensity  of  the  syndrome  does  not  olwoys  correlate  with  the  duration  of  maternal 
opioid  use  or  dose 

Labor  and  Debvery:  Administrobon  of  VICODIN  to  ffie  mother  shorfly  before  delivery  moy  result  in  some  degree  ot 
respirotory  depression  in  the  newborn,  especially  if  higher  doses  are  used 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  ih  human  milk,  therefore,  a decision  should  be 
made  whether  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the  importance  of  the  drug  to 
the  mother 

Pediaffic  Use:  Safety  and  effectiveness  in  children  hove  not  been  established 

ADVERSE  REACTIONS 

Central  Nervous  System:  Sedotion,  drowsiness,  mental  clouding,  lethargy,  impoirment  ot  mental  and  physical 
pertormonce.  anxiety,  tear,  dysphoria,  dizziness,  psychic  dependence,  mood  changes 
Gastrointesbnal  System:  Nausea  and  vomiting  moy  occur,  they  ore  more  frequent  in  ambulatory  than  in  recum- 
bent patients  Prolonged  odministrotion  ot  VICODIN  moy  produce  constipation 
Genitounnary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary  retention  hove  been  reported 
Respiratory  Depression:  (See  WARNINGS ) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the  severity  of  the  pom  and  the 
response  of  the  patient  However,  toleronce  to  hydrocodone  con  develop  with  continued  use,  and  the  incidence  at- 
untoward  effects  is  dose  related 

The  usual  dose  is  one  tablet  every  six  hours  as  needed  for  pom,  (If  necessory  this  dose  may  be  repeated  at  four- 
hour  intervals, ) In  coses  ot  more  severe  pom,  two  tablets  every  six  hours  (up  to  eight  tablets  in  24  hours)  moy  be 
required  Revised,  April  1982 
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knoll  30  NORTH  JEFFERSON  ROAD,  WHIPPANY,  NEW  JERSEY  07981 


February.  1985 


MANAGE  YOUR  OFFICE  MORE  EFFECTIVELY  WITH 
THE  MPM  1000  SYSTEM  AVAILABLE  THROUGH 
SOUTHERN  MEDICAL  ASSOCIATIONS 
PHYSICIANS’  PURCHASING  PROGRAM 


Manage  your  office  more 
effectively  with  the  MPM 
1000  System  available 
through  the  Physicians’ 
Purchasing  Program. 

Managing  your  office 
shouldn’t  be  hard; 
however,  with  the  current 
insurance  requirements  and 


the  impending  Medicare 
changes  looming  on  the 
horizon,  it  will  get  more 
difficult.  You  should  call 
Curtis  1000  Information 
Systems  or  Southern 
Medical  Association  to  find 
out  how  the  MPM  1000  can 
help  make  your  practice 
run  more  effectively. 


AVAILABLE  ON  IBM  A/T 


MPM  1000  Simplifies  Your  Paperwork 

You  will  be  able  to  reduce  the  mountains  of  paper- 
work by  using  your  MPM  1000  system  to  process  all 
your  insurance,  complete  your  billing  plus  instan- 
taneously sort  and  file  necessary  information. 

MPM  1000  Speeds  Up  Your  Cash  Flow 

The  MPM  1000  system  will  increase  your  daily  bank 
deposits  by  processing  all  your  insurance  and  pa- 
tients’ receivables  quickly. 

MPM  1000  Improves  Your  Practice  Management 

With  the  MPM  1000  system  you  can  easily  and  intel- 
ligently manage  your  practice  with  computer  gene- 
rated reports.  Trends  and  problems  are  easily  iden- 
tified so  you  can  take  corrective  action  before  they 
become  serious. 


MPM  1000  Is  A One  Source  Solution 

The  MPM  1000  is  a one  source  solution.  With  your 
system  you  receive  all  hardware  (IBM  or  Texas  In- 
struments), software,  complete  five  day  training  pro- 
gram and  responsive  after  sale  support. 

IBM  PC/AT  At  Discount 

Best  of  all,  these  systems  are  available  through  SMA 
Services,  Inc.,  Physicians’  Purchasing  Program  with 
substantial  discounts  on  IBM  and  Texas  Instrument 
equipment. 

FOR  MORE  INFORMATION,  please  fill  out  the 
coupon  below  and  mail  it  to  Southern  Medical  Asso- 
ciation, or  for  faster  service  call  Southern  Medical  at 
(205)  945-1840  or  Curtis  1000  Information  Systems  at 
800-241-4780. 


□ YES!  I would  like  more  information  on  MPM  1000 

My  interests  are:  □ Immediate  □ Long  term  □ Please  contact  me  for  a survey 
I am  a member  of  SMA  □ 


Name 

(Please  Print) 

Address 

City 

State 

Zip 

( 

) 

Specialty  Office  Phone 

.Mail  to:  CURTIS  1000  INFORMATION  SYSTEMS 


2296  Henderson  Mill  Road 
Suite  402 

Atlanta,  Georgia  30345 


TMA  Texas  Medical  Association 


HARRIS  COUNTY  MEDICAL  SOCIETY  AND  CONOMIKES  ASSOCIATES  PRESENT 


MEDICAL 

MANAGEMENT 

ipWliC  CONFERENCE  AND 
I Hi  AAD  EXPOSITION 

FOCUSING  ON  THE  BUSINESS  ASPECTS  OF  HEALTH  CARE 

DECEMBER  3,  4 AND  5, 1986 

HOTEL  INTER  CONTINENTAL  HOUSTON 

at  the  GALLERIA  HOUSTON,  TEXAS 


A UNIQUE  OPPORTUNITY  FOR  PHYSICIANS,  ADMINISTRATORS,  AND 
MANAGERS  TO  LEARN  HOW  TO  MAKE  THEIR  INDIVIDUAL  OR  GROUP 
PRACTICE  MORE  PRODUCTIVE  AND  MORE  PROFITABLE. 


Medical  Management  Texas,  An 
event  that  recognizes  that  you,  as  a 
modem  physician,  are  a businessman, 
too,  with  hard-line  business  concerns. 

A businessman  with  an  office  to 
operate,  a staff  to  supervise  and 
critical  records  to  maintain  — all 
while  keeping  a close  eye  on  your 
bottom  line. 

To  deal  with  the  increasingly 
complex  business  aspects  of 
operating  a modern  medical 
practice,  the  Texas  Medical 
Association,  the  Harris  County 
Medical  Society  and  the  Texas 
Society  of  Medical  Assistants  have 
joined  forces  with  Conomikes 
Associates  to  sponsor  Medical 
Management  Texas, 

PRACTICAL,  APPLICATIONS- 
ORIENTED  CONFERENCE  PROGRAM 

The  conference  program  consists  of 
tightly-focused  sessions  conducted 
by  industry  experts  that  respond  to 
the  office  management  challenges 
you're  currently  facing  — all  prepared 
by  Conomikes  Associates,  the 
nation's  leading  consulting  firm 
specializing  in  medical  office 
productivity. 

The  program  will  include  over  30 
in-depth  sessions  and  workshops 
that  let  you  tailor  a professional 
course  of  study  unique  to  your 
individual  needs. 


EXCITING  DISPLAYS  OF  PRODUCTS 
AND  SERVICES 

Visit  the  exciting  exhibit  hall  and 
examine  the  displays  of  the  leading 
suppliers  of  business  office  systems, 
professional  and  personal  business 
services,  and  office  equipment, 
products  and  supplies.  Discuss  your 
requirements  with  experts  eager  to 
show  you  how  you  can  run  your 
practice  more  efficiently,  more 
productively  and  more  profitably. 

INFORMATIVE  NETWORKING 
SESSION 

One  of  the  major  features  of  most 
successful  meetings  is  the  opportunity 
to  meet  and  interact  with 
colleagues  from  across  the  country 
— to  share  problems  and  solutions 


with  men  and  women  faced  with 
similar  responsibilities. 

At  Medical  Management  Texas, 
you'll  be  able  to  learn  from  your 
peers  and  business  specialists  at  a 
special  networking  sessbn  scheduled 
for  Friday,  December  5th. 

Beginning  at  1 1:00  a.m.  in  a 
specially  designated  area  of  the 
exhibit  haii,  you  may  choose  to 
participate  in  one  of  seven 
concurrent  discussions.  Each 
discussion  is  moderated  by  a 
consultant  from  one  of  the  following 
areas:  OB/GYN,  Ophthalmology, 
Family  Practice/Internal  Medicine, 
Orthopedics,  Pediatrics,  ENT/Plastic 
Surgery  and  General  Surgery. 

The  discussions  end  promptly  at 
12:00  noon  and  are  followed  by 
lunch.  Please  register  using  the  form 
on  the  following  right  hand  page. 

SAVE  TIME  AND  MONEY. 

REGISTER  TODAY. 

Advance  registration  allows  you  to 
save  up  to  25  percent  over  on-site 
registration  fees  and  guarantees  you 
can  attend  the  seminars  of  your 
choice.  You'il  also  avoid  iong 
registration  lines  at  the  show.  To 
register,  turn  to  the  following  spread 
and  make  your  selections.  Be  sure  to 
return  the  form  with  your  payment 
on  or  before  November  3rd  for 
maximum  savings. 


Schedule  of  events 

WEDNESDAY,  DECEMBER  3 

THURSDAY.  DECEMBER  4 

FRIDAY.  DECEMBER  5 

REGISTRATION 

8:00  a.m.  -4:00  p.m. 

8:30  a.m. -4:00  p.m. 

8:30  a.m.  - 2:00  p.m. 

SESSIONS 

9:00  a m.  - 
10:30  a.m  * 

100  Marketing  Tips  for  Your 

Medical  Practice 

101  Computer  Applications  for 
the  Medical  Office 

102  Waiting  Room/Reception/ 
Business  Office  Design  & 
Layout 

103  Collections  Techniques  that 
Produce  Results 

200  Public  Relations  and 
Advertising  for  Your  Medical 
Practice 

201  The  Medical  Office 

Manager's  Job 

202  How  to  Design  Your  Office- 
Based  Surgery  Facility 

203  Effective  Insurance  Planning 
for  the  Physician  and  the 
Medical  Practice 

300  Better  Telephone  Procedures 
for  Your  Medical  Office 

301  How  To  Get  Started  in  Office- 
Based  Surgery 

302  Medical  Practice  Buy- Sell 
Arrangements 

303  HMOs/PPOs  — Alternative 
Delivery  and  Payment  Systems 

SESSIONS 

1:00  p.m.  - 
2:30  p.m  . •• 

104  Time  Management  for 
Physicians 

105  Conducting  Effective 
Performance  Reviews  and 
Salary  Reviews 

106  Design  and  Decorating  Ideas 
for  Your  Medical  Office 

204  Income/Expense  Sharing 
Formulas  for  Partners  and 
Groups 

205  Newsletters  and  How  to  do 
Them  Effectively 

206  Qualified  Retirement  Plans  for 
You  and  Your  Practice 

207  Effective  Appointment 
Scheduling  Techniques 

2:00  p.m.-  3:30  p.m. 

304  Financial  Control  for  Physicians 

305  Developing  Job  Descriptions 
and  Performance  Standards 

306  Importance  of  the  New  Tax 
Lows 

307  Third-Party  Reimbursement  for 
the  Medical  Office 

SESSIONS 

3:30  p.m.  - 
5:00  p.m. 

107  How  to  Evaluate  and  Select  a 
Computer  System 

108  Back  Office  Design  and 

Layout 

109  How  to  Develop  Your 

Personnel  Policy  and  Rules 
Manual 

208  How,  Why  and  When  to  Buy 
or  Sell  Your  Medical  Practice 

209  Building  Your  Net  Worth 

210  Better  Personnel  Recruiting 
Methods 

EXHIBITS 

10:30  a m.  - 3:30  p.m. 

10:30  a m.  - 3:30  p.m. 

10:30  a.m.  - 1:30  p.m. 

LUNCH 

12:00- 
1:30  p.m. 

Lunch  in  the  Exhibit  Hall 

Lunch  in  the  Exhibit  Hall 

Networking  from 
11:00-12:00 

Lunch  in  the  Exhibit  Hall 

■ 10  30  a m.  - 1 1 00  a.m. 

Coffee  in  fhe  Exhiblf  Hall  ■'  2:30  p.m.  - 3:30  p.m. 

Refresfiments  available  in  fhe  Exhiblf  Hall  (Wed.  & Thurs.) 

Ahendee  information 


REGISTRATION  ...  FOR 
CONFERENCES  (Includes 
exhibit  hall  admittance) 

A.  Complete  the  Official  Registration 
Form  on  the  last  page  of  this  brochure. 

B.  Mail  the  form  (along  with  the 
appropriate  fees)  to  the  TEXAS 
MEDICAL  ASSOCIATION,  1801  N.  Lamar 
Blvd.,  Austin,  TX  78701 . (After 
NOVEMBER  20,  please  register  on-site.) 

C.  Pick  up  your  badge  and  registration 
materials  at  the  show. 

D.  Attendees  can  pick  up  their  badges  . 
and  registration  materials  at  the 
Medical  Management  registration 
desk  in  the  Hotel  Intercontinental 
Houston. 

REGISTRATION  ...  FOR  THE 
EXHIBIT  HALL  ONLY 

A.  Fill  out  sections  1)  and  2)  on  the 
Official  Registration  Form. 

B.  Mail  it  to  the  TEXAS  MEDICAL 
ASSOCIATION  no  later  than  November 
20. 

C.  Your  badge  will  be  mailed  to  you  in 
advance. 


YOUR  PROBLEMS  ARE  NOT 
UNIQUE! 

Join  us  for  Friday's  Networking  Session 
from  11:00  a.m.  - 12:00  p.m.  All 
conference  registrants  are  invited  to 
attend.  Indicate  on  the  registration 
form  the  specialty  area  of  your  interest. 
You  will  then  be  assigned  a seat  with 
similar  professionals  and  a facilitator 
will  initiate  discussion  topics 
appropriate  to  each  table.  You  can 
help  us  further  by  writing  one 
"suggested  topic"  in  the  space 
provided  on  the  registration  page. 

NO  RISK  CANCELLATION 
POLICY 

Cancellations  will  be  accepted  and 
refunded  in  full  any  time  before 
NOVEMBER  20th.  All  cancellations 
must  be  in  writing  and  postmarked  no 
later  than  NOVEMBER  20th. 

LOW  HOTEL  AND  AIRLINE  RATES 

American  Airlines,  American  Eagle 
Airlines  and  the  Hotel  Intercontinental 
Houston  are  offering  low  rates  to 
Medical  Management  attendees. 
Contact  American/ American  Eagle  (in 


Texas  800-792-1160  - STAR  FILE 
S11871)or  the  Hotel  (from  Texas 
800-327-0200)  directly. 

SAVE  YOURSELF  OR  YOUR 
EMPLOYER  MORE  MONEY! 

Treasury  Regulation  1.162-5  permits  an 
income  tax  deduction  for  education 
expenses  (fees  and  costs  of  travel, 
meals  and  lodging)  undertaken  to  1) 
maintain  or  improve  skills  required  in 
one's  employment,  or  to  (2)  meet 
express  requirements  of  an  employer. 

ADDITIONAL  INFORMATION  IS 
AVAILABLE ... 

By  calling  or  writing:  Ms.  Kathy  Vrazel  or 
Mr.  John  Boff 

Texas  Medical  Association 

(512)477-6704 

1801  N.  Lamar  Blvd. 

Austin,  Texas  78701 

The  conference  program  is  subject  to 
change  and/or  cancellations.  Opinbns 
stated  at  the  Conference  are  those  of 
the  speakers  and  not  necessarily  those 
of  the  Texas  Medical  Association, 
Conomikes  Associates,  or  Expocon 
Management  Associates,  Inc. 

Texas  Medicine 


MEDICAL  MANAGEMENT  TEXAS  CONFERENCE  & EXPOSITION 

REGISTRATION  FORM 

1 . Toregister.  please  type  or  print  clearly  all  requested  information  . Use  one  form  per  person  Photocopy  if  necessary  After  Nov  20, 1986,  plea  j 
register  on-site.  No  phone  registrations  will  be  accepted. 


NAME 

TITLE  (abbreviate) 
ORGANIZATION 
STREET  ADDRESS 
CITY 

PHONE  NUMBER 


Medical  Marragement  attendees  must  be  qualified.  Please  check  only  one  box  in  each  category.  . 
OCCUPATION: 


10  □ Physician 

20  □ Business  Manager 

ORGANIZATION: 

109  □ Solo  Physician 

110  □ Group  Practice 


30  □ Office  Manager  50  □ Consultant  cpieose  specify)  70  □ Purchasing  Officer 

40  □ Administrator  60  □ Medical  Service/Product  Supplier  80  □ Other  (Pieose  specify) 

HID  Hospital  113  □ Medicenter/Out-Patient  Facility  USD  Medical  Service/fYoduct  Supplier 

112  □ Clinic  114  □ Health  Maintenance  Organization  116  □ Other  (Pieose  speciv) 


2.  COMPLIMENTARY  EXHIBIT  HALL  AHENDANCE 

Entry  to  the  Expo  is  provided  with  all  conference  registrations  if  you  are  planning  to  attend  the  Expo  only  please  complete  Section  1 , check  this 
box,  and  mail  this  form  to  the  address  in  Section  5 no  later  than  November  20th.  □ 


3. 


INDICATE  WHICH  SESSIONS  YOU  WILL  BE  AnENDING.  YOU  MUST  ALSO  INDICATE  YOUR  PLANS  TO  AHEND  THE  "NETWORKING  AREA"  ON  FRIDAY 
(See  schedule).  CIRCLE  THE  SEMINARS  YOU  WILL  BE  AHENDING.  YOUR  TOTAL  CIRCLED  MUST  EQUAL  THE  TOTAL  PAID  FOR  IN  SECTION  4,  BELOW. 


9:00  AM  - 10;30  AM 
1:00  PM  - 2:30  PM 
3:30  PM  - 5:00  PM 


WEDNESDAY,  DECEMBER  3 

100  or  101  or  102  or  103 

104  or  105  or  106 
107  or  108  or  109 


THURSDAY.  DECEMBER  4 

200  or  201  or  202  or  203 

204  or  205  or  206  or  207 
208  or  209  or  210 


FRIDAY.  DECEMBER  5 

300  or  301  or  302  or  303 

2:00  PM  - 3:30  PM 
304  or  305  or  306  or  307 


ARE  YOU  ATTENDING  THE  “NETWORKING  SESSION”  on  Friday,  at  1 1 AM  in  the  Exhibit  Hall?  Yes  No  (Circle  one) 

If  yes,  which  table  would  you  like  to  be  seated  at?  (Circle  only  ONE): 

OB/GYN  Ophthalmology  Family  Practice/Internal  Medicine  Orthopedics  Pediatrics  ENT/Plastic  Surgery  General  Surgery 


• All  Seminars  have  maximum  capacities  ...  register  early.  NOTE:  REGISTER  FOR  AU.  SEMINARS  YOU  WANT  TO  ATTEND  . any  additional  seminars 
you  register  for  on-site  will  be  priced  at  the  on-site  1 (or  2,  etc.)  seminar  charge. 


EARLY  BIRD  REGISTRATION  (Postmarked  by  Nov  3,  1986) 


* OF  SESSIONS:  FEES: 

One S 60 

Two  S 85 

Three $115 

Four  $145 

Five  $175 

Six  $205 

Seven  $235 

Eight  $265 


REGULAR  REGISTRATION  (Postmarked  after  Nov.  3, 1986) 


# OF  SESSIONS,  FEES: 

One $ 80 

Two  $ 95 

Three $130 

Four  $165 

Five  $200 

Six  $235 

Seven  $270 

Eight  $305 


Your  subtotal 

Plus:  Registration  FYocessing  Fee  $ 10 


YOUR  TOTAL  DUE: 


YOUR  TOTAL  DUE 


Your  subtotal  

Plus:  Registration  Processing  Fee  $ 10 


5.  Make  checks  payable  to  Texas  Medical  Association. 
Checks  must  be  in  U.S.  funds,  and  drown  on  a U S.  bank. 
Rease  mail  this  form  with  your  remittance  to: 

Medical  Management  Conference 
Texas  Medical  Association 
FYactice  Management  Department 
1801  Larmar  Blvd. 

Austin,  TX  78701 


If  you  are  charging  your  registration  to  a credit  card,  please 
complete  this  section.  Expocon  Management  Associates,  Inc.  will 
process  all  credit  card  registrations. 

Check  one:  □ MasterCard  □ VISA 
CARD  NUMBER 

EXPIRATION  DATE 

Signature  


Conference  registration  confirmation  will  be  mailed  upxDn  receipt  of  this  form  and  full  payment  of  regisfration  fees 

AFTER  NOVEMBER  20. 1986,  DO  NOT  MAIL  IN  REGISTRATION.  PLEASE  REGISTER  ON-SITE. 


For  office  use  only: 
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CO  CK 


F*SN  CK  Registrar 


Date 


TM10 


26 


for 

Accounts  Receivable: 

I.C.  System,  Inc. 

When  the  problem  is  uncollected  debts,  the  prescription  is  I.C.  System. 

If  your  medical  practice  is  suffering  from  a case  of  delinquent  accounts, 
call  in  the  specialist  for  help:  I.C.  System.  This  company  understands  the 
special  collections  needs  of  health  care  professionals.  I.C.  System 
provides  effective  collection  services  while  remaining  sensitive  to  the 
unique  doctor/patient  relationship. 

The  Texas  Medical  Association  began  endorsing  I.C.  System  in  February 
1983.  Since  then,  I.C.  System  has  recovered  $8,825,000  in  overdue 
accounts  for  Texas  Medical  Association  members.  Presently,  almost 
2,500  members  have  enrolled  in  the  System  and  are  benefiting  from  this 
vigorous  collection  program. 

As  a member  of  the  Association,  you  are  eligible  for  this  service.  So,  if 
you  want  to  bring  your  accounts  receivables  under  control,  arrange  to 
enroll  in  I.C.  System's  easy-to-use  program.  For  more  information,  just 
return  the  form  below. 

If  you  are  already  using  I.C.  System's  program,  here's  how  to  get  the 
most  value  from  it.  Refer  your  delinquent  accounts  to  I.C.  System  within 
60  to  90  days  after  they  become  due.  The  more  promptly  you  do  this,  the 
more  money  you  will  recover. 

To  keep  your  practice  financially  healthy,  consult  with  I.C.  System. 


Tell  me  more  about  this  program  endorsed  by  the  Texas  Medical 
Association. 

Practice  

Address 

City  State Zip Phone 

Send  to:  I.C.  System,  Inc. 

444  East  Highway  96 
P.O.  Box  64444 

St.  Paul,  Minnesota  55164-0444 


Texas  Medicim 


KAE  HENTGES,  EdS,  MSPH 
CHARLES  E.  SHIELDS,  MD 
CESAR  CANTU,  MD 


Folk  medicine  and 
medical  practice 


Folk  medicine  is  widely  practiced  in  the  United 
States  by  many  different  groups.  The  most  com- 
mon form  in  Texas  is  curanderismo — the  Mexican - 
American  form  of  folk  medicine.  Although  many 
people  use  this  alternative  system,  it  is  often  dis- 
missed as  unimportant  or  ignored  Yet,  awareness 
of  it  is  crucial  To  the  extent  that  we  ignore  the 
cultural  belief  system  of  patients,  medicine  may  be 
delivering  less  than  quality  health  care.  This  paper 
discusses  the  implications  and  effects  on  health 
care  of  a subculture  of  medicine  not  shared  by  the 
usual  providers.  It  also  stresses  the  need  for  physi- 
cians and  others  in  health  care  to  understand  the 
folk  beliefs  and  practices  of  their  patients.  This 
understanding  is  necessary  in  order  to  protect 
them  from  possible  injury  and  quackery  and,  at 
the  same  time,  respect  a cultural  belief  system — in 
other  words,  to  practice  the  "art”  of  medicine.  The 
paper  also  contains  a brief  glossary  of  Mexican- 
American  folk  medicine  terms. 

Talk  about  trying  to  cure  warts  with  spunk  water. 
You  got  to  go  all  by  yourself,  Tom,  to  the  middle 
of  the  woods,  where  you  know  there’s  a spunk- 
water  stump,  and  just  as  it’s  midnight  you  back  up 
against  the  stump  and  jam  your  hand  in  and  say: 
‘Barley  com,  barley  com,  Injun-meal  shorts; 

Spunk  water,  spunk  water  swaller  these  warts,’ 
and  then  walk  away  quick,  eleven  steps,  with 
your  eyes  shut,  and  then  turn  around  three  times 
and  walk  home  without  speaking  to  anybody.  Be- 
cause if  you  speak  the  charm’s  busted  . . . 

— From  The  Adventures  of  Tom  Sawyer  by 
Mark  Twain 


Society,  to  survive,  must  not  only  gain  control 
over  disease  but  must  also  promote  the  health 
of  the  family.  As  a result,  every  culture  has  ac- 
corded its  healers  great  prestige  and  status.  Accord- 
ing to  ancient  Mayan  and  Greek  traditions,  gods 
taught  the  art  of  medicine  to  mortals.  Modem  so- 
ciety reflects  this  tradition. 

Today,  in  addition  to  mainstream  or  scientific 
medicine,  there  is  an  active,  concurrent  subculture 
of  care  called  folk  medicine.  Belief  in,  and  the  prac- 
tice of,  folk  medicine  is  widespread  and  many  tradi- 
tions of  folk  medicine  are  found  throughout  the 
United  States.  The  most  common,  intact,  formal  sys- 
tems include  Native  American  medicine,  Chinese 
medicine,  Laotian  and  Vietnamese  medicine  of  the 
new  immigrants,  Hispanic  medicine  with  either 
' Mexican-American  or  Afro-Caribbean  roots,  and 
black  medicine  from  that  same  root  system.  There  is 
also  what  may  be  termed  sophisticated  Anglo  lay 
' medicine.  Some  folk  medicine  traditions  are  formal, 
some  informal,  and  all  affect  health  care. 


Discussion 

While  the  term  “folk  medicine”  conjures  up  images 
of  witch  doctors  and  voodoo  rites,  that  picture  is 
only  part  of  the  truth.  Folk  medicine  actually  means 
“the  medicine  of  the  people.”  A better  term  is 
probably  “lay  medicine” — the  ordinary  person’s 
concept  or  way  of  dealing  with  health  and  illness, 
curing,  and  healing.  Folk  medicine  encompasses  a 
pluralism  of  beliefs  and  practices  which  permeate 
every  society  to  some  degree.  Every  ethnic  enclave 
forms  a reservoir  of  folk  tradition.  Studies  have 
chronicled  the  persistence  of  German,  Greek,  and 
Portuguese  folk  belief  systems  among  adherents 
who  have  been  integrated  into  the  mainstream  of 
American  life  for  several  generations  (1-3).  Within 
ethnic  or  cultural  groups,  there  may  be  more  than 
one  system.  Healers  and  systems  range  from  the 
santero  or  espiritisto  and  curanderos  in  Hispanic 
populations,  to  the  powwow  among  American  In- 
dians, the  Pennsylvania  Dutch,  and  Germanic  popu- 
lations of  the  Midwest;  the  traiteur  and  sage  femme 
in  French  cultural  areas;  to  voodoo  and  hoodoo; 
conjurers;  bonesetters;  Christian  Science;  and  Chris- 
tian faith  healers. 

One  of  the  largest  and  most  widely  used  formal 
systems  of  folk  medicine  is  curanderismo,  the 
Mexican-American  form  of  folk  healing.  It  is  pre- 
sided over  by  a curandero,  or  healer,  who  is  said  to 
have  el  don,  the  gift  (4).  Some  curanderos  also 
function  as  mediums,  or  espiritualistos.  Curan- 
derismo has  many  adherents  in  all  parts  of  Texas 
and  the  southwestern  United  States,  as  well  as  Mex- 
ico. It  is  based  on  an  admixture  of  American  Indian 
and  medieval  Spanish  medicine  and  derives  in  part 
from  the  Christian  belief  system  that  God  can  and 
does  heal  and  that  people  with  a special  gift  can 
heal  in  His  name.  It  is  practiced  on  three  levels:  the 
material,  the  mental,  and  the  spiritual. 

Although  many  people  think  of  folk  medicine  as  a 
localized  set  of  customs,  this  is  not  necessarily  the 
case.  Folk  medicine  and  its  use  are  not  limited  to 
the  lower  socioeconomic  groups,  nor  are  they 
found  solely  in  the  Mexican-American  border  com- 
munities. In  any  population  there  are  adherents  and 
scoffers  at  either  end  of  a scale,  and  a wide  variety 
of  people  in  the  middle  who  give  credence  to  some 
practices  and  beliefs.  This  was  demonstrated  in  in- 
terviews with  Hispanic  patients  in  the  family  prac- 
tice center  of  the  Department  of  Family  Medicine  at 
Texas  Tech  University  Health  Sciences  Center.  Re- 
sults indicated  that  traditional  healers  are  used  by  a 
number  of  persons  of  Mexican-American  heritage, 
even  though  Lubbock  is  removed  from  the  source 
of  refertilization  along  the  Mexican  border,  and  the 
patients  represented  the  second  and  third  genera- 
tions living  in  the  United  States.  A report  on  folk 
medicine  used  by  Mexican-American  families  in  the 
Galveston  area  concluded,  “Folk  medicine  appears 
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to  be  well  integrated  into  Mexican-American  fami- 
lies and  communities — even  those  which  appear  to 
be  assimilated  into  the  Anglo  culture”  ( 5 ). 

The  appeal  of  folk  systems  may  lie  in  their  ability 
to  meet  important  needs  of  the  sick  person.  Folk 
medicine  often  involves  the  family  as  part  of  the 
healing  process.  The  healer’s  language  and  culture 
are  usually  the  same  as  those  of  the  patient,  and 
they  share  a set  of  assumptions  about  cause  and 
treatment.  There  is  cultural  fit. 

Even  in  Texas,  where  there  is  a large  percentage 
of  Hispanic  patients,  many  physicians  are  unaware 
of,  or  choose  to  ignore,  this  alternative  system.  Lay 
or  folk  medicine  may  not  be  seen  as  relevant  and 
sometimes  is  dismissed  as  another  form  of  quackery. 
In  fact,  knowledge  of  folk  medicine  can  provide  the 
physician  with  crucial  information  about  the  pa- 
tient. Folk  medicine  is  a clinical  reality,  and  it  is 
important  to  make  a cultural  accommodation.  Medi- 
cal care  is  usually  doctor-centered  and  the  doctor, 
not  the  patient,  defines  the  nature  and  boundary 
of  the  patient’s  problem.  Tensions  arise  when  cul- 
ture also  defines  these  parameters,  and  the  doctor’s 
and  the  patient’s  explanatory  models  are  incom- 
patible (6). 

Dangerous  medical  situations 

For  the  physician,  serious  confusion  can  arise  when, 
as  people  become  acculturated,  they  use  the  folk 
illness  term  such  as  empacho  (stomach  problem)  to 
describe  a physical  problem.  The  medical  doctor 
then  must  determine  whether  the  patient’s  com- 
plaint refers  to  a folk  illness  or  a medical  illness. 


I Terms  commonly  used  in  curanderismo. 

Curanderismo:  The  Mexican-American  system  of  folk  medicine. 

Rarrida  A ceremony  (sweeping)  used  to  rid  an  individual  of  his  or 
her  problem.  Kggs,  lemons,  and  branches  of  herbs,  such  as  basil, 
arc  frequently  used  as  ceremonial  instruments. 

Espanto,  or  susto:  Fright;  loss  of  soul. 

Empacho:  A bolus  blocking  the  stomach;  hence,  stomach 
problems. 

Mai  de  qjo:  Evil  eye.  This  can  cause  a number  of  symptoms  and  can 
be  given  to  a child  inadvertently  if  you  admire  the  child  and  do 
not  touch  him. 

Caida  de  mollero:  Fallen  fontanclle.  The  term  is  not  used  to  de- 
scribe a symptom  of  dehydration,  but  rather  an  injury  resulting 
in  failure  of  the  child  to  suck  properly. 

Rilis:  Too  much  bile  caused  by  excessive  anger. 

El  don:  The  gift  by  which  the  curandero  or  curandera  heals. 

Partero:  Midwife. 

Rrujo  or  brujo:  A witch.  Curanderos  are  not  considered  witches  so 
these  terms  are  not  interchangeable 

Yerberio:  A store  where  one  can  purchase  herbs,  candles,  oils,  and 
perfumes  used  in  healing  ceremonies. 

Mai  puesto:  A hex. 

Manzanilla  and  yerba  bueno:  Chamomile  and  peppermint.  Two 
herbs  commonly  used  to  make  teas  to  treat  stomach  problems. 

Greta  or  axarcoru  Yellow  powders  used  to  treat  stomach  prob- 
lems, especially  in  children,  and  found  to  contain  a significant 
level  of  lead  oxide  powder. 


Dangerous  medical  situations  can  occur  when  pa- 
tients use  folk  remedies  that  are  hazardous  to  their 
health.  This  has  been  highlighted  by  documentation 
in  Morbidity  and  Mortality  Weekly  Report  of  illness 
and  deaths  due  to  folk  remedies.  In  one  incident, 
powdered,  raw  snake  meat,  given  to  prevent  or 
treat  cancer,  caused  a dangerous,  life-threatening 
infection  when  used  in  an  immune-suppressed 
patient.  The  etiologic  agent  was  the  bacterium,  Ari- 
zona hinshawii  (7). 

Both  the  Hmong  tribesmen  of  the  Laotian  refu- 
gees and  Hispanics  use  folk  remedies  that  may  con- 
tain up  to  94%  lead  oxide  powder  (8,9).  Among 
Hispanics  the  remedies  are  called  azarcon  and 
greta.  The  original  Mexican  nostrum,  commonly 
used  to  treat  empacho,  or  stomach  problems,  was 
nontoxic  and  of  a similar  color.  Many  people  are 
apparently  not  aware  of  the  deadly  change  in  for- 
mulation. A survey  of  1,500  individuals  by  Robert 
Trotter,  MD,  of  Pan  American  University  in  Edin- 
burg, Tex,  revealed  that  while  azarcon  and  greta 
are  not  the  most  commonly  used  or  valued  reme- 
dies for  empacho,  they  are  used  by  a significant 
number  of  persons.  A total  of  1 ,88 1 household  in- 
terviews were  conducted  in  24  communities  in 
Texas,  5 communities  in  New  Mexico,  and  2 in  Ari- 
zona. In  some  areas,  up  to  25.6%  of  the  households 
interviewed  reported  using  one  or  both  of  these 
very  dangerous  compounds.  There  were  only  three 
communities  in  which  neither  remedy  was  used.  At 
a symposium  sponsored  by  the  New  England  Con- 
sortium of  Childhood  Lead  Poisoning  Programs,  folk 
remedies  were  mentioned  as  a “more  and  more  fre- 
quently” encountered  source  of  lead  contamination 
for  children  (10). 

Using  the  art  of  medicine 

Understanding  the  role  of  folk  medicine  need  not 
include  an  encyclopedic  knowledge  of  its  practices 
and  terms.  It  requires  sensitivity  to  the  issue  while 
delivering  a message  of  tolerance  and  respect — 
practice  of  the  “art”  of  medicine.  When  interview- 
ing patients,  it  may  be  useful  to  ask  two  essential 
but  often  neglected  questions:  (a)  “What  do  you 
think  caused  your  illness?”  and  (b)  “We  all  have 
favorite  remedies  that  we  use  when  we  are  sick. 
What  have  you  done  to  treat  it?” 

There  are  a number  of  terms  commonly  used  in 
curanderismo  that  can  provide  a basis  for  commu- 
nication with  persons  who  use  Mexican-American 
folk  healers  (Fig  1 ).  Definitions  and  interpretations 
may  vary  slightly  from  area  to  area. 

Conclusion 

There  is  a need  for  a balanced  and  rational  approach 
to  folk  medicine  in  medical  care — somewhere  be- 
tween total  gullibility  and  an  arrogance  bom  of  ig- 
norance. The  line  is  thin  and  sometimes  vague 
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between  quackery  and  folk  medicine  practices. 

A recent  letter  in  the  Neu'  England  Journal  of 
Medicine  highlighted  the  complexity  of  the  prob- 
lem when  alternative  patterns  in  health  care  arc  the 
subject  ( 1 1 ).  In  health  care,  it  is  necessary  to  simul- 
taneously protect  patients  from  chicanery  while 
continuing  to  value  cultural  contributions  and  to 
evaluate  any  possible  scientific  and  therapeutic 
benefits  of  folk  medicine.  To  the  extent  that  we 
ignore  the  cultural  belief  system  of  patients, 
whether  deliberately  or  through  ignorance,  medi- 
cine is  ignoring  its  own  heritage  and  may  be  deliv- 
ering less  than  quality  health  care. 

Training  programs  should  include  information  on 
the  folk  beliefs  commonly  held  in  the  region  as  well 
as  general  principles  of  folk  medicine  practice.  ITie 
compassionate  physician  can  effectively  combine 
the  best  of  both  scientific  and  folk  traditions.  Mod- 
ern medicine  also  values  the  “art  of  medicine” — the 
power  of  the  will  to  live,  the  power  of  the  placebo, 
the  intangible  effect  of  the  healer. 

Finally,  it  is  imperative  to  remember  the  words  of 
the  philosopher,  Nietzsche,  “Invisible  threads  are 
the  strongest  ties.” 
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EDITOR’S  NOTE:  “Curanderismo:  A Folk  Way  of 
Healing  ’ may  be  seen  in  the  Reading  Room  of  the 
TMA  Headquarters  Building  in  Austin  Nov  3-28. 
Iliis  traveling  exhibit  is  on  loan  from  The  University 
of  Texas  Health  Science  Center  at  San  Antonio’s  Ses- 
quicentennial  Committee. 

TMA  Headquarters  is  open  from  8: 1 5 am  to  5: 1 5 
pm  Monday -Friday,  and  the  Memorial  Library  and 
Reading  Room  areas  are  open  from  8 am  to  1 2 noon 
on  Saturday.  I’he  headquarters  building  is  located 
west  of  111  35  on  the  southeast  comer  of  North 
lamar  Boulevard  and  MLKJr  Boulevard. 
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The  current  litigation  explosion  means  that  Texas 
physicians  must  cope  in  a volatile  liability  arena. 
Never  before  have  reliable  insurance  services  been  so 
important  nor  selection  of  your  insurance  carrier 

more  meaningful. 

INTEGRITY  ...  the  most  critical  ingredient  in 
choosing  appropriate  protection.  It  means  your  insur^ 
ance  policy  is  backed  by  a genuine  intent  to  keep  the 

odds  in  your  favor. 

TMLT  has  set  a standard  of  medical  liability  protect 
tion.  Our  very  concept  of  insurance  means  integrity. 
Call  us.  The  Texas  Medical  Liability  Trust - 
exclusively  for  Texas  physicians. 


TEXAS 

MEDICAL 

LIABILITY 

TRUST 


THE  STANDARD  HAS  BEEN  SET 

Statewide  Service  Center:  1.800-252-9179/P.O.  Box  14746,  Austin,  Texas  78761 
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UTMB  infant  special 
care  unit:  regional 
fimction  and  costs  of 
care  for  1983 


The  University  of  Texas  Medical  Branch  ( UTMB ) 
Infant  Special  Care  Unit  (ISCU)  serves  as  a re- 
gional center  for  the  care  of  high-risk  infants.  Four 
hundred  and  fifty  infants  were  admitted  to  the 
ISCU  in  1983.  These  patients,  which  represented  31 
counties  were  predominantly  medically  indigent 
(88% ).  The  mean  cost  of  hospitalization  for  these 
infants  was  SI  7,068.  The  information  on  the  resi- 
dential and  financial  distribution  of  the  admis- 
sions to  the  UTMB-ISCU provide  some  insight  into 
the  costs  of  redistributing  the  responsibility  for  in- 
digent health  care. 


The  University  of  Texas  Medical  Branch  Infant 
Special  Care  Unit  is  Texas’  only  state-owned 
neonatal  intensive  care  unit.  The  ISCU  pro- 
vides services  to  a large  number  of  infants  whose 
mothers  reside  outside  of  Galveston.  In  1985  the 
Texas  Legislature  reaffirmed  the  responsibility  of 
indigent  care  to  be  that  of  the  counties  in  which 
indigent  patients  reside  ( 1 ).  Thus,  the  cost  of  hospi- 
talization for  intensive  care  of  high-risk  infants  at 
UTMB,  examined  by  the  residence  of  the  infant’s 
mother,  could  provide  helpful  information  to  coun- 
ties and  to  the  state  for  health  planning  purposes 
( 1 ).  This  report  describes  the  role  the  UTMB-ISCU 
plays  in  providing  care  for  the  infants  in  Texas  and 
the  hospital  costs  of  that  care. 

Methods 

In  1983  the  UTMB-ISCU  began  using  computers  to 
store  its  demographic  and  medical  information  on 
all  admissions  to  the  unit.  Demographic  information 
was  obtained  from  the  mother’s  and  infant’s  admis- 
sion sheets.  Medical  information  was  recorded  onto 
coding  sheets  by  the  attending  physicians  in  the 
ISCU.  The  UTMB  patient  finance  office  provided  in- 
formation about  the  cost  of  hospitalizing  infants  in 
the  ISCU  during  the  period  from  Jan  1,  1983,  to 
Dec  31,  1983. 

Results 

In  1983  there  were  450  admissions  to  the  UTMB- 
ISCU.  The  distribution  of  admissions  by  the 
mother’s  place  of  residence  was  available  for  373 
infants  (83%  ).  Admissions  are  grouped  and  listed  by 
major  contributing  counties  and  public  health  re- 
gions in  Fig  1 . Galveston  County  was  the  largest 
single  county  contributor  (29.5%  of  admissions). 
Twelve  other  counties  in  public  health  region 
(PHR)  1 1 contributed  36.9%  of  the  admissions  to 
the  UTMB-ISCU.  Twelve  counties  in  PHR  10  con- 
tributed 28.2%  of  admissions.  The  remaining  5.4% 
of  admissions  were  distributed  over  1 2 counties. 

Infants  bom  at  UTMB  comprised  the  largest  pro- 
portion of  infants  admitted  to  the  ISCU  (Fig  2).  Of 


the  remainder  transferred  into  the  UTMB-ISCU, 
the  largest  proportion  came  from  outside  PHR  1 0 
and  1 1 . 

Complete  pay  class  and  residence  information 
was  available  for  373  (83%  ) of  the  450  admissions. 
The  proportion  of  admissions  with  insurance  was 
7.0%  of  the  total  admissions  ( Fig  3 )•  Women  receiv- 
ing Aid  for  Dependent  Children  ( AFDC  )/Medicaid 
support  represented  only  4.6%  of  admissions.  The 
remainder  of  the  admissions  were  distributed  over 
four  classes  of  payment  that  were  determined  by 
the  parent’s  ability  to  pay.  The  admitting  office  at 
UTMB  uses  income  criteria  to  determine  the  par- 
ent’s pay  class.  Women  placed  in  the  100%  pay 
category  are  expected  to  pay  100%  of  their  hospital 
bill;  those  in  the  70%  pay  class  are  expected  to  pay 
70%  of  their  hospital  bill,  etc.  The  100%  and  70% 
pay  classes  were  grouped  together,  as  were  the  30% 
and  0%  pay  classes.  The  admissions  grouped  in  the 
30%  and  0%  pay  classes  represented  the  largest 
proportion  ( 57. 1 % ) of  admissions  to  the  ISCU  ( Fig 
3 )•  Galveston  County  had  the  largest  share  of  admis- 
sions with  insurance  ( 14.5%  ).  Large  proportions  of 
the  admissions  from  PHR  10  and  1 1 fell  into  the 
30%  and  0%  pay  class  (63-8%  and  63.1%  ). 

Complete  information  on  birth  weight  and  resi- 
dence was  available  for  373  of  the  450  admissions 
(Fig  4).  The  smallest  infants  (less  than  1,000  gm) 
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I.  The  shaded  areas 
represent  counties 
contributing  at  least 
one  admission  to  the 
UTMB  ISCU  in  1983. 
The  numbers  in  Public 
Health  Region  / 1 
exclude  Galveston 
County. 


Residence 

N* 

Galveston 

110 

Region  1 0 

105 

Region  1 1 

138 

Other 

20 

(1  2 counties) 

N number  of  admi 

issions 
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2.  Distribution  of  site  of  birih  by  residence  of  mother. 


Inborn 

Outbom 

Total 

Residence 

(%) 

(%) 

(%) 

Galveston 

county 

Public  health 

102(98  1) 

2 (1.9) 

104(100) 

region  10 

Public  health 

99(95.2) 

5 (4.8) 

104(  100) 

region  1 1 * 

Other 

126(92.7) 

10  (7.3) 

136(  100) 

( 1 2 counties ) 

18(90) 

2(10) 

20(  100) 

Total 

345(95) 

19  (5) 

364(  100) 

•Excludes  Galveston  county 

J.  Distribution  of  pay  class  by  residence  of  mother 

Residence 

Insurance 

(%) 

AFDC. 

(%) 

100% -70% 

(%) 

30% -0% 
(%) 

Total 

Galveston 

county 

16(  14.5) 

15(  13.6) 

29(  26.4) 

50(45.5) 

1 10(  100) 

Public  health 
region  10 

5 (48) 

1 (0  9) 

32(.30  5) 

67(63  8) 

105(100) 

Public  health 
region  1 1 * 

4 (29) 

1 (07) 

46(333) 

87(63  1 ) 

1.38(  100) 

Other 

( 1 2 counties ) 

1 (50) 

0 (0) 

10(50) 

9(45) 

20(  100) 

Total 

26  (7  0) 

17  (4.5) 

1 17(31.4) 

2 1 3(  57  1 ) 

.37.3(  100) 

• Excludes  Galveston  county. 


4 Distribution  of  birth  weiyfit  by  residence. 


Residence 

Less  than 
1,000  gm 
(%) 

1 ,000- 
1,500  gm 
(%) 

1,501- 
2,000  gm 
(%) 

2,001- 
2,500  gm 
(%) 

Over 
2,500  gm 
(%) 

Total 

Cialveston 

county 

12(  10.9) 

17(15  5) 

35(31  8) 

20(  18  2) 

26(  23  6 ) 

1 10( 100) 

Public  health 
region  10 

I2(  1 1 4) 

16(  15.3) 

23(21.9) 

23(21  9) 

31(29.5) 

105(  100) 

Public  health 
region  1 1 • 

10  (7.2) 

20(  14  5) 

40(  29.0 ) 

23(  16.7) 

45(32  6) 

1,38(  100) 

Other 

( 1 2 counties ) 

2(  10.0) 

5(25  0) 

2(  10  0) 

2(  10  0) 

9(-i5  0) 

20( 100) 

Total 

36  (9.7) 

58(15  5) 

100(  26.8) 

68(  18.2) 

1 1 1(298) 

37 3 ( 100) 

• Excludes  Cialveston  county. 


represented  the  smallest  proportion  of  admissions 
from  all  the  regions,  9 7% . Interestingly,  the  birth 
weight  grouping  with  the  heaviest  infants  (greater 
than  2,500  gm)  represented  the  largest  proportion 
of  admissions  overall  ( 29.8%  ). 

The  cost  of  ISCU  hospitalization  in  1983,  when 
cross  tabulated  with  birth  weight,  was  available  for 
430  infants  (Fig  5).  Infants  in  the  lowest  birth 
weight  category  (less  than  1,000  gm)  represented 
16.3%  of  the  total  admissions  and  accounted  for 
27%  of  the  costs  of  infants  that  survived.  The  mean 
cost  of  hospitalization  for  survivors  in  the  lowest 
birth  weight  group  ( 354,691 ) was  the  highest  mean 
cost  of  all  the  groups.  Those  infants  in  the  1 ,000  to 
1,500  gm  birth  weight  group  also  had  a substantial 
mean  cost  of  hospitalization  for  survivors  ( 331,126) 
and  accounted  for  29.2%  of  the  total  costs  of 
survivors. 

The  cost  of  hospitalization  of  infants  admitted  to 
the  ISCU  was  also  cross  tabulated  with  the  resi- 
dence of  the  mother  and  with  the  parents’  pay  class 
(Fig  6).  The  30%  to  0%  pay  class  in  each  region 
accounted  for  the  largest  proportion  of  the  total 
costs  in  each  region.  This  is  attributable  not  only  to 
the  fact  that  this  pay  class  in  each  region  accounted 
for  the  most  admissions,  but  also  because  this  pay 
class  had  high  average  costs  of  hospitalization.  The 
sum  of  the  costs  of  hospitalization  across  all  the 
regions  for  the  30%  to  0%  pay  classes  accounted 
for  62%  of  the  total  costs  of  hospitalization. 

Discussion 

Neonatal  intensive  care  has  played  an  integral  part 
in  improving  the  outcome  of  newborns,  particularly 
for  infants  born  prematurely  (2,3).  Along  with  the 
reduced  neonatal  mortality — in  part  associated  with 
the  introduction  of  neonatal  intensive  care — has 
come  the  problem  of  escalating  costs  for  the  care  of 
these  high-risk  infants  (4—6).  ITiis  report  addresses 
the  issues  of  the  hospital  costs  of  caring  for  the 
high-risk  infant  along  with  the  issue  of  how  The 
University  of  Texas  Medical  Branch  operates  as  a 
regional  health  care  facility. 

The  UTMB-ISCU  in  1983  provided  care  to  infants 
whose  mothers  resided  in  37  counties.  The  majority 
of  mothers  resided  in  PHR  10  and  1 1 , which  cover  a 
radius  of  almost  200  miles  from  a focal  point  of 
Galveston  Island.  In  contrast  to  many  neonatal  in- 
tensive care  units,  the  majority  of  admissions  to  the 
UTMB-ISCU,  95% , are  infants  born  at  UTMB.  This  is 
the  optimal  situation  in  which  immediate  neonatal 
care  is  available  to  high-risk  pregnancies.  Although 
this  situation  may  be  a function  of  excellent  plan- 
ning, it  is  also  a function  of  the  lower  socioeconomic 
status  of  these  patients  who  have  few  options  for 
care  other  than  UTMB.  More  than  50%  of  the  ad- 
missions ( 57. 1 % ) were  in  a pay  class  in  which  the 
parents  were  expected  to  pay  nothing  or  no  more 
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5.  Cost  of  hospitalization  per  suri'ivor  by  birth  uvi^ht 


than  30%  of  the  infant’s  hospital  costs.  Only  7%  of 
the  patients  had  any  coverage  by  insurance  and  only 
4.6%  were  covered  by  Medicaid.  This  distribution 
of  payment  capabilities  differs  dramatically  from  re- 
ports of  payment  accountability  of  regional  per- 
inatal care  centers  in  other  states.  For  example, 
McCarthy  et  al  rept)rted  that  of  1 50  admissions  to 
the  neonatal  intensive  care  unit  at  Denver  Chil- 
dren’s Hospital,  72%  had  insurance  coverage,  1 5% 
were  covered  by  Medicaid,  4%  were  participants  in 
a health  maintenance  organization,  7%  had  some 
other  third  party  payer,  and  only  2%  had  no  cover- 
age (7). 

The  average  cost  of  hospitalization  for  survivors 
in  the  less  than  1 ,000  gm  birth  weight  group 
( $54,691 ) falls  within  the  range  of  1982  costs  re- 
ported by  Walker  for  infants  weighing  600  to  999 
gm  of  $167,234  to  $31,835  (8).  For  those  infants 
weighing  1,000  to  1,500  gm  the  mean  cost  of  hospi- 
talization was  $31,126.  This  represents  a 43%  de- 
crease in  costs  from  the  less  than  1 ,000  gm  weight 
group.  For  the  1,501  to  2,000  gm  weight  group,  a 
further  57%  decrease  in  mean  costs  to  $13,1 16  was 
observed,  and  the  2,001  to  2,500  gm  weight  group 
had  a 45%  decrease  in  mean  costs  to  $7,202.  ITie 
savings  in  preventing  the  occurrence  of  very  low 
birth  weight  infants  (less  than  1,500  gm)  are  thus 
very  apparent. 

Because  those  admissions  in  the  30%  to  0%  pay 
class  account  for  the  most  admissions  from  each 
region,  this  pay  class  from  each  regional  grouping 
accounts  for  the  largest  total  hospital  costs.  The 
total  costs  of  all  admissions  for  the  30%  to  0%  pay 
class  sums  to  $3,965,738,  or  62%  of  the  total  ISCIJ 
costs  in  1983. 

The  UTMB-ISCU  is  a partially  state-supported 
unit.  State  funds  do  not  cover  the  cost  of  all  the 
indigent  perinatal  care  delivered  by  UTMB.  The  unit 
fulhlls  its  obligation  to  care  for  the  indigent  of  Texas 
as  attested  by  the  distribution  of  residence  of  the 
mothers  of  infants  admitted  to  the  unit  and  as  illus- 
trated by  the  large  proportion  of  minimal  and  non- 
paying patients  admitted  to  the  unit.  The  ISCU 
performs  its  service  by  providing  care  for  infants  of 
mothers  with  high-risk  pregnancies  who  are  re- 
ferred to  UTMB.  The  ISCU  performs  a very  limited 
service  as  a center  for  referrals  of  infants  born  out- 
side UTMB.  Because  of  the  high-risk  nature  of  the 
population  referred  to  UTMB,  the  number  of  infants 
requiring  neonatal  intensive  care  (7.7%  of  5,527 
live  births  at  UTMB  in  1983)  leaves  few  ISCU  beds 
available  for  transfer  of  referrals  into  the  unit  from 
the  outside.  Thus,  the  ISCU  faces  the  dilemma  of 
being  responsive  to  the  needs  for  caring  for  infants 
bom  outside  UTMB  that  require  tertiary  care,  and  at 
the  same  time  being  responsive  to  UTMB’s  high-risk 
obstetrical  population. 


Birth 

Weight 

N 

Survi- 

vors 

Mean  (x)st  per 
Surv  ivor 

Minimum 

Maximum 

I'otal  (^osts  of 

Survivors 

Less  than 

1.000  grams 

70 

29 

S54,69 1 

S2,178 

S2 1 ■4,604 

SI, 586,029 

1 ,000- 

1 .SCO  grams 

6.S 

S5 

S51,126 

S5,-r05 

SI  51, 542 

SI, 71 1,944 

1 .SO  1 - 
2,000  grams 

106 

105 

SI  5,1  16 

S2,526 

SI  92,890 

SI, .577,2,55 

2,001- 
2,S00  grams 

74 

68 

S ^,202 

S 655 

S 58,155 

S 489,761 

Over 

2,500  grams 

1 17 

10.5 

$ 6,857 

S 568 

S 57,524 

S 706,25 1 

Totals 

-r.SO 

560 

Sl6„509* 

S 568 

S2 14,604 

S5,87 1,220 

• Weighted  mean  of  costs  over  all  birth  weight  groupings. 

6.  Cost  of  hospitalization  by  region  and  pay  class 

Residence  Pay  Class 

N 

Mean 

Cost 

Sum 

Minimum 

Maximum 

Galveston  countv’ 

Insurance 

16 

S,51,716 

$2,085 

$108,567 

S 507,455 

AFDC 

15 

14,695 

2,5 1 7 

44,251 

220,404 

100-70% 

29 

16,4.50 

540 

128,152 

476,481 

50-0% 

50 

22.552 

1,6.50 

252,551 

1,126,576 

Public  health  region 

10 

Insurance 

5 

SI  6,849 

$2, 1 55 

S 62,566 

$ 84,245 

AFIX: 

1 

7,047 

— 

— 

7,047 

100-70% 

52 

12,558 

729 

82,146 

401,228 

,50-0% 

67 

15,899 

568 

74,()68 

95  1 .205 

Public  health  region 

1 1 (Excludes  Galveston  County) 

Insurance 

4 

S 4,450 

$5,028 

$ ■'.158 

S 17,801 

AFDC 

1 

10,214 

— 

— 

10,214 

100-70% 

46 

1 1,525 

761 

64,576 

550,070 

50-0% 

87 

20,294 

524 

2 1 4,604 

1,765,557 

t)thcr  counties  (n  - 

12) 

Insurance 

1 

SI, 5.540 

— 

— 

$ 1.5,540 

AFDC 

0 

— 

— 

— 

— 

100-70% 

10 

12,481 

1,.504 

26,955 

124,814 

,50-0% 

9 

15,822 

1,719 

48,867 

142,4(K) 

Total 

.575 

SI  7,068* 

S 540 

$252,551 

S6,558,855 

* Weighted  mean  of  costs  over  all  pay  class  categories  over  all  regions 
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The  medically  indigent,  that  is,  those  without  any 
form  of  health  insurance,  accounted  for  86.5%  of 
the  total  costs  of  hospitalization  in  the  UTMB-ISCU. 
The  state  of  Texas  is  thus  fortunate  to  have  this 
facility  available.  As  the  distribution  of  admissions 
by  the  site  of  the  mother’s  residence  illustrates,  the 
UTMB-ISCU  draws  patients  from  an  area  well  out- 
side of  its  immediate  public  health  region.  From  the 
perspective  of  the  families  of  the  infants  admitted  to 
the  ISCU,  however,  the  great  distances  they  must 
travel  to  visit  the  infant  cause  great  personal  in- 
convenience, additional  costs,  and  potentially 
may  affect  the  bonding  process  with  the  infant  (9). 
A major  recommendation  of  the  Governor’s  Task 
Force  on  Indigent  Health  Care  concerns  this  issue 
of  accessibility  of  obstetric  and  newborn  care  (10). 
Through  the  passage  of  the  Texas  Maternal  and  In- 
fant Health  Improvement  Act,  the  state  of  Texas  has 
endorsed  the  task  force’s  concepts  and  sets  the 
structure  for  implementing  these  recommendations. 
As  demonstrated  by  this  report,  approximately  33% 
of  the  admissions  to  the  UTMB-ISCU  come  from 
outside  UTMB’s  immediate  public  health  region. 

The  state  planners  must  look  closely  for  ways  to 
redistribute  these  admissions  in  order  to  fulfill  the 
recommendations  of  the  task  force. 

As  pointed  out  in  this  report,  one  important  way 
of  reducing  the  costs  of  hospitalization  of  high-risk 
infants  is  to  reduce  the  incidence  of  very-low-birth- 
weight  infants  (less  than  1,500  gm).  These  infants 
accounted  for  more  than  50%  of  the  hospitalization 
costs  in  the  UTMB-ISCU  in  1983.  Althou^  contro- 
versial, the  effect  of  adequate  prenatal  care  on  re- 
ducing the  incidence  of  low-birth-weight  infants 
may  be  well  worth  its  cost  (11,12).  The  dollar  sav- 
ings per  dollar  invested  in  prenatal  care  has  been 
suggested  to  be  in  the  range  of  three  to  one  (12). 
Thus,  the  task  force’s  Perinatal  Plan  for  Texas,  which 
calls  for  comprehensive  prenatal  care,  should  pro- 
duce a visible  savings  for  counties  (10). 

In  summary.  The  University  of  Texas  Medical 
Branch  Infant  Special  Care  Unit  serves  well  the 
medically  indigent  of  Texas.  The  burden  of  this  ser- 
vice, however,  could  be  more  equitably  distributed 
throughout  the  state  in  order  to  enhance  access  to 
care  by  the  indigent.  The  Governor’s  Task  Force  on 
Indigent  Health  Care  has  set  up  the  framework  to 
begin  addressing  the  issues  of  perinatal  care.  The 
Texas  Legislature  has  endorsed  the  concepts;  now, 
perhaps,  the  funding  necessary  to  maintain  and  fur- 
ther implement  the  program  will  materialize. 
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cHMSTOPHERLi^MD  Scptic  pylephlebitis 

R,  SHELTON  VINEY,  MD  1 1 • 1 • 11 

following  shigella 
bacteremia:  case  report 


This  is  an  unusual  case  of  life-threatening  septic 
pylephlebitis  which  appeared  to  result  from  an  an 
tecedent  Shigella  dysenteriae  colitis  with  bac- 
teremia To  our  knowledge,  pylephlebitis  resulting 
from  shigellosis  has  not  been  reported  previously. 
Pathogenic  mechanisms  and  the  differential  diag- 
nosis of  pylephlebitis  are  discussed 


Septic  thrombophlebitis  of  one  or  more  tribu- 
taries of  the  portal  vein — pylephlebitis — is 
now  a rare  but  severe  complication  of  intra- 
abdominal suppuration.  The  usual  underlying  condi- 
tions are  diverticulitis,  appendicitis,  periappendiceal 
abscess,  ascending  cholangitis,  ulcerative  colitis,  or 
regional  enteritis.  An  unusual  case  of  pylephlebitis 
preceded  by  Shigella  dysenteriae  bacteremia  is 
presented,  and  the  literature  is  reviewed  with  re- 
gard to  the  symptoms  and  signs  of  this  serious 
thrombophlebitis. 

Case  report 

A 58-year-old  man  was  hospitalized  in  Andrews, 
Texas,  on  Oct  15,  1984,  for  evaluation  of  a one- 
week  history  of  daily  fevers  to  40°  C ( 104°  F), 
malaise,  anorexia,  and  pain  in  the  right  upper  quad- 
rant of  the  abdomen.  There  was  no  history  of  nau- 
sea, vomiting,  hematemesis,  hematochezia,  melena, 
dysuria,  polyuria,  or  constipation;  however,  the  pa- 
tient recently  had  experienced  mild  diarrhea.  He 
had  no  history  of  diabetes  mellitus,  tuberculosis,  or 
hepatitis.  A one-pack-per-day  smoker  for  40  years, 
he  said  that  he  previously  drank  “heavily.”  The  pa- 
tient was  a truck  driver  for  the  city  of  Seminole, 

Tex,  and  had  not  traveled  outside  West  Texas. 

On  admission  his  temperature  was  39.1°  C 
(102.4°  F),  blood  pressure  104/58  mm  Hg,  and 
pulse  rate  1 20  per  minute.  There  was  epigastric  and 
right  upper  quadrant  tenderness  and  guarding. 
Laboratory  results  included  normal  values  for  hemo- 
globin, hematocrit,  leukocyte  count,  and  amylase. 
Urinalysis  showed  5-10  leukocytes/hpf,  but  culture 
was  negative.  An  ultrasound  examination  of  the  ab- 
domen and  an  intravenous  pyelogram  were  normal. 

The  patient  was  treated  with  intravenous  am- 
picillin,  6 g/day.  Blood  cultures  subsequently  grew 
Shigella  dysenteriae,  which  was  sensitive  to  am- 
picillin.  The  patient’s  symptoms  abated,  and  he  was 
discharged  on  Oct  20,  1984,  with  a regimen  of  oral 
ampicillin. 

During  the  next  two  weeks,  his  condition  de- 
teriorated. He  developed  persistent  daily  fevers  to 
40°  C (104°  F),  shaking  chills  and  night  sweats,  in- 
creasing pain  in  the  right  upper  quadrant  of  the 
abdomen,  and  anorexia.  He  was  referred  to  Midland, 
Tex,  where  he  was  hospitalized  on  Nov  5,  1984.  On 
examination  he  was  diaphoretic,  and  had  a tempera- 


ture of  40°  C ( 104°  F),  blood  pressure  90/50  mm 
Hg,  pulse  rate  1 40/minute,  and  weight  of  64.35  kg 
( 143  lb).  There  were  no  rashes,  purpura,  or  pe- 
techiae.  The  sclerae  were  not  icteric,  the  neck  was 
supple  without  lymphadenopathy,  and  there  were 
no  oral  ulcers  or  signs  of  bleeding.  The  chest  was 
clear  and  there  was  a hyperdynamic  precordium 
consistent  with  the  tachycardia.  Examination  of  the 
abdomen  revealed  marked  tenderness  without  re- 
bound in  the  right  upper  quadrant;  there  was  no 
hepatosplenomegaly.  Pulses  and  neurologic  exami- 
nation were  normal.  Rectal  examination  revealed  no 
masses  and  a normal  prostate;  the  stool  was  guaiac- 
negative. 

Admitting  laboratory  data  included  a leukocyte 
count  of  20,500/cu  mm  with  62%  segmented  neu- 
trophils and  33%  bands.  The  hemoglobin  was 
1 2.6  g'dL  and  the  hematocrit  37% . Liver  function 
tests  included  an  alkaline  phosphatase  of  487  U/L, 
bilirubin  0.4  mg/dL,  SGOT  33  U/L,  and  SGPT  20  U/L. 
Amebic  serology  was  negative.  Abdominal  ultra- 
sound and  CT  scan  showed  no  abnormalities  of  the 
liver,  gallbladder,  biliary  system,  portal  vein,  or  pan- 
creas. Blood  cultures  drawn  at  admission  grew 
group  B streptococci  and  Bacteroides  fragilis. 

The  patient  was  started  on  ampicillin,  2 g every 
6 hours;  metronidazole,  500  mg  every  8 hours;  and 
tobramycin,  80  mg  every  8 hours.  Because  of  his 
toxic  condition  and  unresponsiveness  to  the  anti- 
biotics, exploratory  laparotomy  was  performed  on 
Nov  9,  1984.  At  operation,  the  portal  vein  and  porta 
hepatis  regions  were  found  to  be  inflamed  and 
indurated.  A presumptive  intraoperative  diagnosis  of 
pylephlebitis  was  made.  There  was  no  evidence  of 
diverticulitis  or  appendicitis,  and  an  intraoperative 
cholangiogram  identified  no  calculi.  Biopsies  were 
taken  of  liver  and  mesenteric  lymph  nodes,  and  an 
appendectomy  and  cholecy  stectomy  were  per- 
formed. Postoperative  treatment  was  with  total  par- 
enteral nutrition  and  intravenous  administration  of 
metronidazole,  ampicillin,  and  tobramycin  for  two 
weeks.  His  temperature  returned  to  normal,  he  has 
been  eating  well,  has  regained  weight,  and  returned 
to  work. 
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Pathology 

The  gallbladder  and  appendix  showed  no  gross  or 
histologic  abnormality',  and  the  mesenteric  lymph 
node  demonstrated  nonspecific  reactive  changes. 
Microscopically  the  liver  showed  changes  of  intra- 
hepatic  pylephlebitis,  with  fibrin  and  acute  inflam- 
mation centered  around  the  portal  venous  radicle  of 
the  hepatic  triads  ( Fig  1 ).  The  hepatic  artery  and 
biliary  radicles  of  the  triads  showed  no  abnormality. 
Culture  of  the  liver  biopsy  grew  B fragilis. 

Discussion 

In  1906,  Whyte  first  repiorted  a case  of  suppurative 
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2.  Symptoms  of  pylephlebitis 


Septic  pylephlebitis 


Symptom 

% of 

Patients  with 
Pylephlebitis  ( 5 ) 

Present 

Patient 

Fever 

99 

+ 

Leukocytosis 

68 

+ 

Chills,  rigors 

64 

+ 

Jaundice 

60 

- 

Enlarged,  tender  liver 

55 

+ 

Right  upper  quadrant  pain 

32 

-1- 

Bowel  complaints 

32 

— 

Left  lower  quadrant  pain 

9 

I.  An  inflamed  portal 
triad  is  seen,  with 
thrombosis  and  acute 
inflammation  of  the 
portal  venous  radicle, 
running  obliquely 
across  the  top  of  the 
figure.  Just  below  the 
vein,  branches  of  the 
hepatic  artery  and 
intrahepatic  biliary 
tree  appear  relatively 
uninvolved 


sigmoid  diverticulitis  with  liver  abscess  ( 1 ).  A case 
of  pylephlebitis  was  presented  in  1926  by  Kramer 
and  Robinson  ( 2 );  subsequently,  48  cases  of  liver 
abscess  with  or  without  pylephlebitis  (3)  have  been 
published.  All  of  these  patients  had  acute  or  chronic 
diverticulitis,  and  five  had  suppurative  pylephlebitis 
involving  portions  of  the  portal  vein  from  the  in- 
ferior mesenteric  vein  to  the  intrahepatic  radicles. 
Appendicitis  and  periappendiceal  abscess  were  at 
one  time  common  causes  of  pylephlebitis;  antibiotic 
therapy  has  decreased  drastically  the  incidence  of 
pylephlebitis  associated  with  these  two  conditions. 
More  unusual  causes  of  pylephlebitis  include  as- 
cending cholangitis,  ulcerative  colitis,  regional  en- 
teritis, bowel  perforation  for  other  reasons,  pelvic 
infection,  suppurative  pancreatitis,  splenic  ab- 
scesses, inflamed  hemorrhoids,  epididymitis,  and 
omphalitis  (4). 

Diverticulitis  was  not  seen  at  laparotomy  in  our 
patient.  However,  because  of  the  S dysenteriae  origi- 
nally cultured  in  the  blood,  and  the  B fragilis  iso- 
lated from  the  blood  and  liver  biopsy,  a colonic 
source  of  infection  is  probable.  We  can  find  no  pre- 
vious citations  documenting  pylephlebitis  following 
shigellosis.  Signs  and  symptoms  reported  in  the 
literature  and  observed  with  the  present  patient  are 
shown  in  Fig  2. 

It  is  interesting  to  speculate  as  to  how  the  septic 
thrombophlebitis  developed  in  the  pttrtal  vein.  It  is 
possible  that  the  Shigella  colitis  caused  sufficient 


damage  to  the  colonic  wall  to  allow  entry  of  bowel 
flora,  including  B fragilis,  into  the  portal  circulation, 
with  subsequent  pylephlebitis.  In  1856  Virchow  sug- 
gested three  pathophysiologic  factors  that  promote 
venous  thrombosis:  stasis,  hypercoagulability,  and 
endothelial  injury.  Inflammation  can  initially  be  per- 
ivenous and  extend  through  and  damage  the  vein 
wall,  possibly  through  the  vasa  vasorum  or  lymphatic 
channels.  Bacteria,  bacterial  enzymes,  neutrophil 
enzymes,  and  vasoactive  substances  such  as  kinins 
and  derivatives  of  complement,  all  can  contribute  to 
endothelial  damage.  In  addition,  certain  bacteria 
such  as  streptococci  and  bacteroides  can  elaborate 
procoagulants  (5-7). 

Fortunately,  our  patient  responded  to  aggressive 
therapy  with  intravenous  antibiotics  and  nutritional 
support.  In  contrast  to  other  venous  thromboses, 
anticoagulation  is  not  necessary  with  pylephlebitis 
because  of  spontaneous  recanalization  with  resolu- 
tion of  the  infection  (8).  Liver  abscess  is  a compli- 
cation of  the  suppurative  pylephlebitis  and  must  be 
considered  if  the  patient  does  not  respond  to  the 
appropriate  antibiotics  (3)- 

Pylephlebitis  is  a diagnostic  consideration  when  a 
patient  presents  with  fever,  chills,  and  a previous  or 
present  abdominal  septic  focus.  Although  previously 
most  likely  to  be  associated  with  diverticulitis  or 
appendicitis,  the  condition  should  be  considered  in 
association  with  unlikely  or  unreported  conditions, 
such  as  S dysenteriae  in  the  present  patient. 
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Nutrition  and  cancer 


Based  on  a report  from  the  National  Academy  of 
Sciences,  this  article  lists  guidelines  for  good  nutri 
tion  In  addition,  those  who  follow  these  guide 
lines  may  be  reducing  their  risk  of  cancer  as  well 
as  other  diseases  such  as  hypertension  and  athero- 
sclerosis. 


Six  dietary  guidelines  “consistent  with  good  nu 
tritional  practice  and  likely  to  reduce  the  risk 
of  cancer”  were  listed  in  a 1982  report  from 
the  National  Academy  of  Sciences  (NAS)  ( 1 ).  This 
review  examined  the  contribution  of  protein,  fat, 
carbohydrate,  and  other  food  components  such  as 
fiber,  vitamins,  and  minerals,  as  well  as  additives  and 
contaminants,  to  the  incidence  and  prevalence  of 
cancer  in  humans.  Human  epidemiologic  data  and 
work  with  animals  and  bacteria  were  considered. 
The  distillation  of  this  work  resulted  in  the  formula- 
tion of  six  interim  dietary  guidelines. 

Although  research  has  continued,  no  more  defini- 
tive review  has  been  published.  Agreement  con- 
tinues on  the  desirability’  of  the  recommendations, 
with  the  caution  that  no  quantitative  claims  can  be 
made  for  the  reduction  of  cancer  risk.  In  fact,  the 
American  Cancer  Society  concluded  that  “there  is 
no  single  dietary  factor,  including  meat  and  fat,  that 
can  account  for  more  than  a small  fraction  of  cancer 
in  the  United  States”  ( 2 ). 

The  purpose  of  this  policy  statement  is  not  to 
critique  the  epidemiological  and  laboratory  studies 
reviewed  in  the  NAS  report,  but  rather  to  reiterate 
the  guidelines.  Following  these  guidelines  may  also 
help  to  ameliorate  or  prevent  other  diseases  as  well, 
especially  hypertension  and  atherosclerosis.  They 
can  be  simply  stated  as  follows: 

1.  Maintain  desirable  body  weight  through  an  ap- 
propriate intake,  avoiding  excess.  Animals  on  re- 
stricted caloric  diets  develop  fewer  tumors  and  the 
animals’  lifespans  far  exceed  those  of  animals  fed  ad 
' libitum,  indicating  a decrease  in  the  age-specific  in- 
cidence of  tumors  ( 3 )■  Fat  consumption  ( especially 
saturated)  should  be  reduced.  Forty  percent  of  the 
calorics  in  the  typical  American  diet  consist  of  fats. 

1 This  should  be  reduced  to  about  30%  while  increas- 
ing the  proportion  of  polyunsaturated  fats.  Exces- 
sive dietary  fat  intake  has  been  associated  with 
breast  (4),  prostate  (5),  and  colon  cancer  (6—8). 

I Excessive  protein  intake  also  has  been  correlated 
with  increased  cancer  risk;  however,  the  association 
is  weaker,  and  in  a non-vegetarian  population  the 
j consumption  of  protein  and  fat  are  inseparably 
linked  (9).  The  causes  of  these  associations  are  not 
known.  Hormone  level  alterations  and  accumulation 
of  bile  salts  have  been  investigated,  but  without  de- 
finitive results. 

2.  A corollary  to  the  first  suggestion  is  that  more 
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carbohydrate  calories  .should  be  consumed.  The.se 
should  not  consist  of  simple  sugars,  but  should  in- 
clude fruit,  vegetables,  and  whole  grain  cereals,  as 
the  intake  of  these  foods  has  been  inversely  cor- 
related with  the  incidence  of  certain  cancers.  In- 
creased green  and  yellow  vegetable  intake  was 
recently  shown  to  be  a.ssociated  with  a lower  inci- 
dence of  cancer  deaths  in  an  elderly  population 
(10).  ITie  roles  of  fiber  and  beta  carotene  in  inhibit- 
ing some  aspects  of  initiation  and  promotion  of  car- 
cinogenesis have  been  extensively  studied.  Both 
are  found  in  yellow  and  green  vegetables.  The  de- 
creased incidence  of  gastrointestinal  cancer  associ- 
ated with  high  fiber  intake  is  highly  suggestive  but 
not  definite  (11,12).  Beta  carotene  ingestion  has 
been  linked  with  a decreased  incidence  of  a number 
of  cancers  including  lung  (13),  larynx  (14),  bladder 
(15),  esophagus,  stomach,  colon,  and  prostate.  The 
exact  etiology  of  the  protection  has  not  yet  been 
elaborated. 

3.  Minimize  the  consumption  of  pickled,  salt- 
cured,  charcoal-broiled,  and  smoked  foods.  Both 
epidemiological  and  laboratory  studies  confirm  that 
the  polycyclic  aromatic  hydrocarbons  and  N-nitroso 
compounds  present  in  these  foods  are  carcinogenic; 
moreover,  populations  of  people  who  consume 
large  quantities  of  these  foods  have  an  increased 
incidence  of  esophageal  and  gastric  carcinoma  (16). 

4.  Insufficient  evidence  exists  to  recommend  the 
regular  consumption  of  any  specific  regimen  of  vi- 
tamins, minerals,  or  trace  elements  to  prevent  can- 
cer; however,  there  are  suggestive  experiments 
demonstrating  antagonistic  effects  of  many  of  these 
substances  in  particular  cell  culture  systems  in  re- 
sponse to  specific  carcinogens.  Clearly,  more  work 
is  needed  in  this  area. 

5.  Food  additives  that  have  not  already  been 
demonstrated  to  be  free  of  carcinogenic  potential 
should  be  thoroughly  investigated  before  their  u.se 
is  authorized.  Research  must  continue  to  identify 
and  investigate  thoroughly  all  inadvertent  food  con- 
taminants in  order  to  minimize  their  preventable 
contribution  to  human  cancer. 

6.  Smoking  and  excessive  intake  of  alcohol  make 
a substantial  contribution  to  the  development  of 
cancer  in  humans,  and  any  measures  aimed  at  curb- 
ing their  use  will  have  a major  impact  on  the  preva- 
lence of  this  disease. 
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CARDIZEff" 

(diltiazem  HCI)  30  mg  and  60  mg  Tablets 

CONTRAINDICATIONS 

CARDIZEM  IS  contraindicated  in  (!)  patients  wiUi  sick 
sinus  syndrome  except  in  tbe  presence  of  a functioning 
ventricular  pacemaker,  (2)  patients  witb  second-  or 
tbird-degree  AV  block  except  in  tbe  presence  of  a func- 
tioning ventricular  pacemaker  and  (3)  patients  witb 
hypotension  (less  than  90  mm  Hg  systolic) 

WARNINGS 

1 Cardiac  Conductlan.  CARDIZEM  prolongs  Ay  node 
refractory  periods  without  significantly  prolonging 
sinus  node  recovery  time,  except  in  patients  with 
sick  sinus  syndrome  This  effect  may  rarely  result 
in  abnormally  slow  head  rates  (padicularty  in 
patients  with  sick  sinus  syndrome)  or  second-  or 
third-degree  AV  block  (six  of  1,243  patients  tor 
048%).  Concomitant  use  of  diltiazem  with 
beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction  A patient  with 
Prinzmetal's  angina  developed  periods  of  asystole 
(2  to  5 seconds)  otter  a single  dose  of  60  mg  of 
diltiazem 

2 Congestive  Heart  Failure.  Although  diltiazem  has 
a negative  inotropic  effect  in  isolated  animal  tissue 
preparations,  hemodynamic  studies  in  humans 
with  normal  ventricular  function  hove  not  shown  a 
reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt) 

Experience  with  the  use  of  CARDIZEM 
alone  or  in  combination  with  beta-blockers  In 
patients  with  impaired  ventricular  function  is  very 
limited  Caution  should  be  exercised  when  using 
the  drug  in  such  patients 

3 Hypotension.  Decreases  in  blood  pressure  asso- 
ciated with  CARDIZEM  therapy  may  occasionally 
result  in  symptomatic  hypotension 

4 Acute  Hepatic  Injury.  In  rare  instances,  significant 
elevations  in  enzymes  such  as  alkaline  phospha- 
tase. CPK  LDH,  SCOT  SGPT  and  other  symptoms 
consistent  with  acute  hepatic  injury  have  been 
noted  These  reactions  have  been  reversible  upon 
discontinuation  of  dmg  therapy  The  relationship  to 
CARDIZEM  IS  uncertain  in  most  cases,  but  prob- 
able In  some  (See  PRECAUTIONS  ) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is 
extensively  metabolized  by  the  liver  and  excreted  by  the 
kidneys  and  in  bile.  /Is  with  any  new  drug  given  over 
prolonged  periods,  laboratory  parameters  should  be 
monitored  at  regular  intervals  The  drug  should  be  used 
with  caution  in  patients  with  impaired  renal  or  hepatic 


function  In  subacute  and  chronic  dog  and  rat  studies 
designed  to  produce  toxicity,  high  doses  of  diltiazem 
were  associated  with  hepatic  damage  In  special 
subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes 
in  the  liver  which  were  reversible  when  the  dnjg  was 
discontinued  In  dogs,  doses  of  20  mg/kg  were  also 
associated  with  hepatic  changes,  however,  these 
changes  were  reversible  with  continued  dosing 
Drug  Interaction.  Pharmacologic  studies  indicate  that 
there  may  be  additive  effects  in  prolonging  AV  conduction 
when  using  beta-blockers  or  digitalis  concomitantly  with 
CARDIZEM  (See  WARNINGS  ) 

Controlled  and  uncontrolled  domestic  studies  suggest 
that  concomitant  use  of  CARDIZEM  and  beta-blockers  or 
digitalis  IS  usually  well  tolerated.  Available  data  are  not 
sMcient  however,  to  predict  the  effects  of  concomitant 
treatment  particularly  in  patients  with  left  ventricular 
dysfunction  or  cardiac  conduction  abnormalities  In 
healthy  volunteers,  diltiazem  has  been  shown  to  increase 
serum  digoxin  levels  up  to  20%. 

Carcinogenesis,  Mutagenesis,  impairment  at 
Fertiiity.  A 24-month  study  in  rats  and  a 21  -month  study 
in  mice  showed  no  evidence  of  carcinogenicity.  There 
was  also  no  mutagenic  response  in  in  vitro  bacterial 
tests  No  intrinsic  effect  on  fertility  was  observed  In  rats. 

Pregnancy.  Category  C.  Reproduction  studies  have 
been  conducted  in  mice,  rats,  and  rabbits  Administration 
of  doses  ranging  from  five  to  ten  times  greater  (on  a 
mg/kg  basis)  than  the  daily  recommended  therapeutic 
dose  has  resulted  in  embryo  and  fetal  lethality  These 
doses,  in  some  studies,  have  been  repoded  to  cause 
skeletal  abnormalities  In  the  perinalal/postnatat  studies, 
there  was  some  reduction  in  early  individual  pup  weights 
and  survival  rates  There  ivos  an  increased  incidence  of 
stillbirths  at  doses  of  20  times  the  human  dose  or  greater 
There  are  no  well-controlled  studies  in  pregnant 
women,  therefore,  use  CARDIZEM  in  pregnant  women 
only  It  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus 

Nursing  Mothers.  Diltiazem  is  excreted  in  human 
milk.  One  repod  suggests  that  concentrations  in  breast 
milk  may  approximate  serum  levels  If  use  of  CARDIZEM 
IS  deemed  essential,  an  alternative  method  of  infant 
feeding  should  be  instituted 
Pediatric  Use.  Safely  and  effectiveness  in  children 
have  not  been  established 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies 
carried  out  to  date,  but  it  should  be  recognized  that 
patients  with  impaired  ventricular  function  and  cardiac 
conduction  abnormalities  have  usually  been  excluded 
In  domestic  placebo-controlled  trials,  the  incidence  ot 
adverse  reactions  repoded  during  CARDIZEM  therapy  was 
not  greater  than  that  reported  during  placebo  therapy 
The  following  represent  occurrences  observed  in 
clinical  studies  which  can  be  at  least  reasonably  asso- 


ciated with  the  pharmacology  of  calcium  Influx  Inhibition. 

In  many  cases,  the  relationship  to  CARDIZEM  has  not 
been  established.  The  most  common  occurrences  as  well 
as  their  frequency  of  presentation  ore:  edema  (2  4 %), 
headache  (2  1%),  nausea  (1.9%),  dizziness  (1.5%). 
rash  (1.3%),  asthenia  (1.2%).  In  addition,  the  following 
events  were  repoded  infrequently  (less  than  I %). 

Angina,  arrhythmia,  AV  block  (first 
degree),  AV  block  (second  or  third 
degree  — see  conduction  warning), 
bradycardia,  congestive  head 
tailure  flushing,  hypotension,  palpi- 
tations, syncope. 

Amnesia,  gait  abnormality,  halluci- 
nations, insomnia,  nervousness, 
paresthesia,  personality  change, 
somnolence,  tinnitus,  tremor. 
Anorexia,  constipation,  diarrhea, 
dysgeusla,  dyspepsia,  mild 
elevations  of  alkaline  phosphatase, 
SGOT  SGPT,  and  LDH  (see  hepatic 
warnings),  vomiting,  weight 
increase. 

Petechioe,  pruritus,  photosensitivity, 
urticaria. 

Amblyopia,  dyspnea,  epistaxis,  eye 
irritation,  hyperglycemia,  nasal 
congestion,  nocturia,  osteoarticulor 
pain,  polyuria,  sexual  difticulties. 

The  following  postmarketing  events  have  been 
repoded  infrequently  in  patients  receiving  CARDIZEM: 
alopecia,  gingival  hyperplasia,  erythema  multiforme,  and 
leukopenia  However,  a definitive  cause  and  effect 
between  these  events  and  CARDIZEM  therapy  Is  yet  to  be 
established.  Issued  7/86 

See  complete  Professional  Use  Information  before 
prescribing 
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WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hyperteo- 
sion.  Edema  or  hypertensioh  requires  therapy  titrated  to  the  individual. 
If  this  combination  represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  management.  Treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant. 


In  Hypertension*... 
When  You  Need  to 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  othenwise, 
unless  hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed,  potassium  tablets 
should  not  be  used.  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  irregularities.  It  is  more  likely  in  the  severely  ill.  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with  suspected 
or  confirmed  renal  insufficiency.  Periodically,  serum  K+  levels  should  be 
determined.  If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
intake  Associated  widened  ORS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood.  Use  in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including  fetal  or  neonatal  jaundice, 
thrombocytopenia,  other  adverse  reactions  seen  in  adults.  Thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  If  their  use  is  essential, 
the  patient  should  stop  nursing.  Adequate  information  on  use  in  children 
IS  not  available.  Sensitivity  reactions  may  occur  In  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possible  exacerbation  or 
activation  of  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics. 

Precautions:  The  bioavailabillty  of  the  hydrochlorothiazide  component  of 
'Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity. 
Theoretically,  a patient  transferred  from  the  single  entities  of  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  fluid 
retention.  Similarly,  it  Is  also  possible  that  the  lesser  hydrochlorothiazide 
bioavailabillty  could  lead  to  increased  serum  potassium  levels.  However, 
extensive  clinical  experience  with  'Dyazide'  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angiotensin- 
converting  enzyme  (ACE)  inhibitors  can  elevate  serum  potassium;  use 
with  caution  with  'Dyazide',  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B or 
corticosteroids  or  corticotropin  [ACTH])  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
(unction.  Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function.  They  can  precipitate  coma  in  patients  with  severe  liver 
disease.  Observe  regularly  for  possible  blood  dyscrasias,  liver  damage, 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  aoemia  have  been  reported 
with  thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide;  dosage  adjustmeots  may  be 
necessary.  Clinically  insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported.  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  effect  of  nondepolarizing  muscle  relaxants  such 
as  tubocurarine  Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously  in 
surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  associa- 
tion with  the  other  usual  calculus  compohents.  Therefore,  'Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  'Dyazide'  when  treated  with  indomethacln  Therefore,  cautioh  is 
advised  ih  administering  nonsteroidal  anti-inflammatory  agents  with 
'Dyazide'.  The  following  may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hvperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  ahd gout,  digitalis  intoxication  (in  hypokalemia) 
decreasing  alkali  reserve  with  possible  metabolic  acidosis.  'Dyazide 
interferes  with  fluorescent  measurement  of  ouinidine.  Hypokalemia  is 
uncommon  with  'Dyazide',  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods.  Corrective  measures  should  be  ihstituted 
cautiously  and  serum  potassium  levels  determined.  Discontinue  correc- 
tive measures  and  'Dyazide'  should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
of  severe  hyponatremia.  Serum  PBI  levels  may  decrease  without  sighs 
of  thyroid  disturbance.  Calcium  excretion  is  decreased  by  thiazides. 
'Dyazide'  should  be  withdrawn  before  conducting  tests  for  parathyroid 
functioh.  Thiazides  may  add  to  or  poteotiate  the  action  of  other  ahti- 
hypertensive  drugs.  Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache, 
dry  mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  cohditions;  hausea  and  vomiting,  diarrhea,  constipation, 
other  gastroihtestinal  disturbances;  postural  hypotension  (may  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis, 
paresthesias,  icterus,  pahcreatitis,  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  beeh  found  in  renal  stones  In  association  with  other  usual  calculus 
components.  Rare  incidents  of  acute  interstitial  nephritis  have  been 
reported  Impotence  has  been  reported  in  a few  patients  on  'Dyazide', 
although  a causal  relationship  has  hot  been  established. 

Supplied:  ‘Dyazide’  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules:  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  in  Patient-Pak™  unit-of-use  bottles  of  100. 
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Is  your 

malpractice  insurance 
geared  to  the  past, 
instead  of  the  future? 


of  complete  protection  that  the  old 
insurers  didn’t  offer.  For  all  specialties. 
With  ample  limits.  API  plans  to  offer  this 
complete  protection  in  1995, 2005  and 
beyond.  Modern,  complete  insurance 
coverage  must  adapt  to  change.  And  in 
malpractice  insurance,  complete  protection 
is  all  that  counts. 

You  don’t  have  to  settle  for  less.  API 
guarantees  complete  protection  for  today 
and  the  future. 

When  you’re  ready  for  complete 
malpractice  protection,  call  us.  We’ll 
be  here. 


American  Physicians 
Insurance  Exchange 

1301  Capital  of  Texas  Highway  South 
Austin,  Texas  78746 
Texas  T800'252'3628 
Arkansas  1'800'527T414 
Austin  328-1520 


Protectinig  today’s  physicians  from  the  on- 
slaught of  malpractice  litigation  is  a new 
game.  Back  when  malpractice  lawsuits 
were  rare,  old  insurance  companies  sold 
malpractice  policies  to  just  about  anyone. 
Cheap. 

Then  the  malpractice  crisis  of  1975 
appeared — and  the  new  age  of  malpractice 
protection  arrived.  Some  of  the  old  insur- 
ance companies  knee-jerked  away  from 
their  commitment  to  Texas  and  Arkansas 
physicians. 

That’s  when  we  founded 
API  to  offer  the  kind 
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The  prudent  oncologist  ensures  good  vascular  ac- 
cess before  initiating  cancer  chemotherapy.  Lack  of 
an  adequate  intravenous  line  may  result  in  un- 
timely and  inappropriate  treatment.  Cancer  pa- 
tients with  neutropenia  and  fever  require  prompt 
intravenous  administration  of  broad-spectrum 
antibiotics;  they  may  also  receive  red  cell  and 
platelet  transfusions.  Repeated  attempts  to  estab- 
lish venous  access  or  to  sample  blood  can  result  in 
severe,  life-threatening  cellulitis  or  septicemia 
starting  at  the  venipuncture  sites.  Venous  access 
may  be  difficult  in  the  obese  patient  or  in  the  pa- 
tient with  chemotherapy -induced  sclerotic  veins. 
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Local  reactions  to  intravenous  (IV)  chemother- 
apy may  cause  more  problems  than  the  sys- 
temic toxicity  of  these  drugs.  Transient, 
burning  discomfort  in  the  infused  vein,  local  ur- 
ticaria, or  late-onset  venous  discoloration  can  folloxv 
chemotherapy  with  little  clinical  consequence. 
Chemical  phlebitis  and  tissue  necrosis  are  poten- 
tially serious.  On  occasion  chemotherapy-induced 
tissue  necrosis  will  not  heal  unless  skin  grafted.  Skin 
necrosis  may  allow  a portal  of  entry  for  infection  in 
the  immunocompromised,  neutropenic  patient. 

We  educate  patients  and  nursing  staff  about  the 
risk  of  extravasation.  Patients  are  instructed  to 
pinch  off  the  fV  tubing  and  call  for  the  nurse  if 
leakage  occurs.  After  extravasation,  we  stop  fluid 
administration  as  soon  as  possible.  There  are  numer- 
ous recommendations  for  treating  extravasation, 
such  as  attempting  to  withdraw  the  extravasated 
fluid,  injecting  bicarbonate,  and  flooding  the  area 
with  subcutaneous  and  topical  steroids.  Simple  pro- 
cedures have  worked  best  for  us — discontinuing 
the  IV,  elevating  the  arm,  applying  ice,  and  topical 
steroids. 

Patient  and  treatment  considerations  determine 
the  site  and  method  of  venous  access.  When  pos- 
sible, we  advocate  a peripheral  fV  as  the  simplest, 
safest,  and  least  expensive  procedure.  We  never  use 
an  indwelling  heparin  lock  for  daily  chemotherapy; 
we  place  a fresh  line  each  day.  For  patients  with 
easily  accessible,  large  arm  veins,  the  peripheral  fV 
is  the  best  route.  A subclavian  line  is  generally  safer 
in  obese  patients  with  small,  thin,  and  difficult- 
to-find  veins.  An  indwelling  line  is  essential  for 
ambulatory  patients  receiving  constant  infusion 
chemotherapy.  Most  patients  can  manage  infusion 
pumps  and  catheters  at  home.  They  are  taught  to  do 
heparin  flushes  and  change  dressings.  If  the  patient 
cannot  handle  proper  care  of  an  open  catheter,  a 
totally  implanted  port  with  a line  into  the  sub- 
clavian vein  may  be  used.  Monitoring  a continuous 
infusion  in  a totally  implanted  system  is  difficult,  as 
it  is  hard  to  prove  that  the  infusion  actually  enters 


the  circulation.  We  always  place  an  indwelling  sub- 
clavian line  if  the  patient  is  neutropenic  and  febrile, 
or  if  remission  induction  chemotherapy  is  planned 
for  acute  leukemia.  We  use  the  indwelling  line  for 
all  blood  drawing,  transfusions,  and  therapy.  In  se- 
lected patients  we  place  double-  or  triple-lumen 
catheters.  Most  patients  require  only  single-lumen 
catheters. 

Catheters  composed  of  Silastic  elastomer  cur- 
rently are  the  best  suited  for  long-term  indwelling 
venous  access.  Silastic  elastomer  catheters  seldom 
cause  thrombosis  in  either  experimental  animals  or 
patients  ( 1 ).  One  of  the  most  popular  types  is  the 
Hickman  catheter.  The  Hickman  catheter  is  placed 
surgically  into  the  subclavian  vein,  and  the  exit  site 
is  tunneled  several  centimeters  away  in  the  anterior 
chest  wall.  A Dacron  cuff  surrounds  the  entry  site. 
Theoretically,  the  cuff  and  tunnel  decrease  the  inci- 
dence of  catheter-related  sepsis.  We  have  not  been 
enthusiastic  about  Hickman  catheters  because  of 
the  cost  and  scheduling  inconvenience  in  place- 
ment. In  our  community,  the  surgical  fee  may  be 
S275  and  the  day-surgery  hospital  charge  81,005. 

The  complication  rate  is  not  high:  Infection  rates  of 
0.1 4 per  100  catheter  days  have  been  reported  (2). 
However,  the  cuff  may  be  a source  of  difficulty  (3) 
and  tunnel  infections  do  occur  (2).  Our  current 
practice  is  to  provide  long-term  venous  access  with 
a Silastic  elastomer  catheter  (SEC)  (Centrasil)  via 
the  standard  percutaneous  subclavian  vein  ap- 
proach. We  have  placed  113  Silastic  elastomer 
catheters  in  80  consecutive  patients  (Fig  1 ).  Com- 
plications have  been  few  and  patient  acceptance 
high.  Fhe  cost  of  insertion  including  both  hospital 
and  physician’s  fees  averages  8228. 1’he  infection 
rate  has  been  .07  per  1 00  catheter  days;  overall 
complications  including  infections  have  been  .24 
per  100  catheter  days.  Housestaflf,  surgeons,  and 
medical  oncologists  placed  these  catheters  in  our 
patients.  Although  it  is  a useful  means  for  venous 
access  (4),  we  have  not  used  the  50-cm  Silastic  elas- 
tomer catheter  placed  in  the  antecubital  fossa. 

ITie  patients  and  their  families  take  care  of  the 
catheter  at  home  after  thorough  education  by  our 
nursing  staff.  Because  the  exit  site  is  in  the  anterior 
chest  wall,  the  patient  has  both  hands  free  and  can 
observe  the  site  easily  in  a mirror.  The  Silastic  elas- 
tomer catheter  is  placed  at  bedside  or  in  the  clinic, 
sutured  to  the  chest  wall,  doused  with  Betadine, 
covered  with  2 x 2 in  gauze  and  an  occlusive  plastic 
dressing  (Tegaderm).  Daily,  the  catheter  is  flushed  ^ 
with  10  units  of  heparin  in  1 mL  of  injectable  saline.  | 
The  dressing  is  changed  weekly.  Patients  are  in-  : 
structed  to  bathe  or  shower  with  a plastic  bag  taped  j 
over  the  Tegaderm  dressing.  If  any  leakage  occurs,  a ] 
new  dressing  is  placed  immediately.  ! 

We  removed  only  four  Silastic  elastomer  cathe-  1 
ters  for  culture-positive,  catheter-acquired  sepsis. 
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These  patients  had  their  catheters  in  place  for  18, 

24,  183,  and  354  days  before  infection.  Two  infec- 
tions occurred  after  an  overwire  exchange  of  cathe- 
ters. Eight  catheters  were  overwired  for  an  infection 
incidence  of  25%.  We  now  advocate  replacement  of 
the  catheter  in  the  opposite  subclavian  vein  rather 
than  oversv'ire  exchange.  Four  different  organisms 
caused  septicemia:  Escherichia  coli.  Staphylococcus 
aureus.  Staphylococcus  epidermidis,  and  Strep- 
tococcus faecalis.  All  four  patients  recovered  after 
antibiotic  therapy.  Because  of  the  low'  cost  and  ease 
of  replacement,  we  routinely  change  catheters  in 
the  septicemic  patient  unless  there  is  a clear-cut 
clinical  source  of  infection  not  related  to  the  cathe- 
ter. Even  then,  we  may  change  the  catheter  after 
successful  treatment  rather  than  risk  leaving  a nidus 
of  infection. 

Thirty’  catheters  were  removed  prematurely: 
seven  for  unknown  infection  sources  and  four  for 
catheter-related  sepsis.  The  other  causes  for  re- 
moval were  seven  (6%)  for  failure  to  flow;  five 
(4%  ) for  site  inflammation;  seven  (6%)  for  catheter 
damage.  These  30  catheters  had  been  in  place  for  a 
median  of  30  days;  22  of  the  30  catheters  were 
replaced  for  a median  of  53  additional  days.  Five 
(4%  ) patients  had  problems  with  catheter  insertion; 
three  had  small  pneumothoraces  not  requiring 
treatment;  two  had  pain  at  insertion  site — one 
catheter  was  removed  to  stop  pain. 

Conclusion 

The  principal  gjuidelines  for  fV  chemotherapy  arc  as 
' follows: 

1.  Safe  IV  chemotherapy  requires  good  vascular 
1 access. 

2.  The  simplest  method  and  route  is  usually  the 
; best. 

' 3-  Silastic  elastomer  catheters  of  several  types 

can  provide  a safe  vehicle  for  long-term  indwelling 
venous  access. 

4.  The  Silastic  elastomer  catheter  percutaneously 
placed  in  the  subclavian  vein  works  well  in  a gen- 
eral oncology  clinic. 
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1 H 

129 

Number  of  patients 

80 

102 

Diagnosis 
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4 

12  9 
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6 
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2 

2 

> 

Damaged  catheter 

T 

6 

> 

Pain  with  catheter 

2 

2 
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In  1969,  the  61st  Legislature  of  the  State  of  Texas 
created  two  new  medical  schools:  The  University  of 
Texas  Medical  School  at  Houston  and  Texas  Tech 
University  School  of  Medicine  (TTUSMJ.  The  legis- 
lature’s action  was  the  culmination  of  several 
years  of  political  machinations  by  Texas  cities 
tying  for  medical  schools.  These  political  maneu- 
verings  greatly  influenced  some  of  the  unique  con- 
cepts incorporated  into  TTUSM’s  design.  However, 
these  were  not  anomalous  events,  since  the  foun- 
dation of  the  first  state -supported  school — The 
University  of  Texas  Medical  Branch  in  Galveston — 
political  considerations  had  influenced  the  devel- 
opment of  medical  schools  in  Texas. 
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Pat  Ireland  Nixon,  MD,  in  his  history  of  the 

Texas  Medical  Association,  recounts  the  pecu- 
liar story  of  a debate  during  the  1881  TMA 
meeting  in  Waco  on  the  location  of  a new  medical 
college  in  Texas.  The  debate,  he  states,  was  “One  of 
the  most  heated  . . . that  had  ever  come  before  the 
Association  . . .”  The  membership  spent  three 
hours  discussing  the  matter,  of  which  one  aspect 
was  the  city  best  suited  for  the  proposed  Texas 
medical  school.  Then,  as  now,  the  cities  foresaw 
both  an  enhancement  of  prestige  and  an  economic 
gain  in  having  the  state-supported  medical  school. 
Galveston,  Waco,  Austin,  and  Dallas  all  had  their 
defenders.  The  issue  was  brought  up  because  legis- 
lative action  in  1881  proposed  that  the  voters 
of  Texas  decide  whether  ITie  University  of  Texas 
and  its  medical  department  should  reside  in  the 
same  city  and,  if  not,  which  city  would  be  the 
most  appropriate  home  for  the  medical  branch. 
Nixon  goes  on  to  mention  that  the  “discussion  was 
strangely  and  abruptly  halted”  when  subjects  appar- 
ently of  more  interest  to  the  TMA  members  were 
introduced  ( 1 ). 

Following  the  requirement  of  the  1881  act,  an 
election  was  held  in  September  of  that  year.  Texans 
decided  that  the  university  and  its  medical  branch 
should  be  separate,  and  that  Galveston  should  be 
the  location  of  the  Texas  medical  school.  However, 
since  the  legislature  did  not  have  funds  to  support  a 
medical  school,  a decade  would  pass  before  the 
school  accepted  its  first  class.  Only  the  generosity  of 
Galvestonians  and  the  dedicated  work  of  its  legis- 
lators, especially  Rep  Walter  Gresham  (chairman  of 
the  House  Finance  Committee  in  1888)  spurred  the 
legislature  into  action  after  the  years  of  delay.  Gal- 
veston donated  land  adjacent  to  the  John  Sealy  Hos- 
pital for  the  medical  school  and  deeded  the  hospital 
to  the  state  for  the  medical  school’s  use.  The  Uni- 
versity of  Texas  Medical  Branch  at  Galveston  finally 
opened  its  doors  to  students  in  1891  (2). 

In  the  creation  of  the  first  state-supported  medi- 


cal school,  therefore,  the  elements  of  regionalism 
(which  city  should  host  the  school),  professional 
interest  (as  evidenced  by  the  TMA  discussion), 
monetary  questions  (the  lack  of  funding  to  open 
the  school),  and  to  some  extent  the  design  of  the 
school  (the  amalgamation  of  John  Sealy  Hospital 
with  the  medical  school)  were  all  present.  In  the 
precedent  inaugurated  by  the  creation  of  UTMB  at 
Galveston,  Texas  politics  and  medical  education 
went  together  like  barbecue  and  pinto  beans. 

During  the  1950s  and  1960s,  a shortage  of  physi- 
cians occurred  in  the  United  States.  Texas  had  only 
three  medical  schools  in  operation — in  Dallas,  Gal- 
veston, and  Houston — and  one  in  the  formative 
stages  in  San  Antonio  ( 3 )■  The  most  obvious  remedy 
for  the  problem  was  increasing  the  number  of  medi- 
cal graduates  in  the  state  either  by  expanding  en- 
rollments in  existing  schools,  or  by  the  creation  of 
new  schools.  The  struggles  in  the  1960s  to  create 
new  medical  schools  in  Texas  reflected  the  events 
of  1881;  political  exigency  did  as  much  to  shape  the 
schools  as  educational  requisites. 

Vernon  McGee,  director  of  the  Legislative  Budget 
Board,  and  his  staff  pondered  the  situation  in  the 
summer  and  fall  of  1 960.  They  noted  that  among 
the  three  Texas  medical  schools  there  were  50  va- 
cancies in  the  junior  and  senior  years.  One  sugges- 
tion was  to  create  a basic  science  school  in  Austin 
so  that  students  would  be  available  to  fill  any  medi- 
cal school  vacancies.  However,  they  concluded  that 
such  a school  would  be  impractical.  Basic  science 
schools  have  a tendency  to  become  regular  medical 
schools;  therefore,  before  too  many  years  the  state 
would  find  itself  host  to  a University  of  Texas  medi- 
cal school  in  Austin.  The  Legislative  Budget  Board 
staff  believed  that  Austin  was  not  the  best  location 
for  a new  medical  school;  instead  they  noted,  “All 
the  facts  indicate  a greater  need  to  locate  (the 
medical  school)  in  west  or  northwest  Texas”  (4). 

Seeking  the  advice  of  professionals,  the  budget 
board  asked  the  Texas  Medical  Association  to  study 
the  future  of  medical  education  in  Texas,  especially 
regarding  the  establishment  of  basic  science  schools. 
The  TMA  report  recommended  the  creation  of  a 
new  medical  school  within  the  next  decade  (5). 
After  receiving  the  TMA’s  suggestions,  the  Legis- 
lative Budget  Board  proposed  building  a new  medi- 
cal school  in  the  near  future  which  would  be 
located  in  West  Texas,  the  most  medically  under- 
served portion  of  the  state.  The  board’s  staff  also 
concluded  that  the  new  medical  school  not  be  a 
part  of  The  University  of  Texas  system  (6). 

This  assessment  was  right  in  line  with  the  beliefs 
of  the  citizens  of  Lubbock.  Lubbock  had  decided  it 
needed  a medical  school,  as  did  most  of  the  cities  in 
Texas  whose  population  was  greater  than  the  num- 
ber of  miles  it  was  distant  from  the  state  capitol. 
Lubbock  surprised  the  rest  of  Texas  when  it  intro- 
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duced  a bill  into  the  Texas  Legislature  in  1965 
creating  a medical  branch  for  Texas  Tech  ( then 
Texas  Technological  College).  Other  cities  realized 
that  if  Lubbock  succeeded,  the  chances  of  the  state 
legislature  creating  yet  another  school  within  the 
near  future  were  indeed  dismal.  This  perception  of 
“now  or  never”  led  to  a bitter  contest  in  the  legis- 
lature over  the  site  of  any  new  medical  school. 
Amarillo  was  the  most  vociferous  in  its  objection  to 
Lubbock’s  proposal,  but  was  by  no  means  the  sole 
opponent.  El  Paso,  Austin,  and  Houston  were  among 
other  cities  vying  for  a medical  school.  In  addition, 
Frank  Erwin  of  The  University  of  Texas  Board  of 
Regents  opposed  Lubbock’s  bill.  He  wanted  to  es- 
tablish a University  of  Texas  medical  school  in 
Houston,  and  as  with  the  others,  realized  that  a Lub- 
bock/Tech victory  might  interfere  with  his  plans  for 
the  Houston  school. 

The  medical  school  bill  was  Gov  John  Connally’s 
first  veto  of  the  59th  Texas  Legislature.  Of  course, 
the  Lubbock  delegation  was  angry  and  thought  the 
veto  was  the  result  of  political  pressure  exerted  by 
the  bill’s  many  opponents.  Governor  Connally  dis- 
missed any  such  notion.  Instead,  he  listed  the  rea- 
sons for  his  veto:  inadequate  planning  by  Lubbock 
for  the  medical  school;  Lubbock’s  lack  of  a suitable 
teaching  hospital;  and  a question  of  whether  or  not 
Lubbock  had  the  resources  necessary  to  support  the 
medical  school.  For  whatever  reason.  Governor 
Connally’s  veto  arrested  Lubbock’s  bid  for  a medical 
school  in  1965. 

During  this  same  session,  the  legislature  created 
the  Coordinating  Board,  Texas  College  and  Uni- 
versity System,  one  of  Governor  Connally’s  pet 
projects.  This  board  was  authorized  to  oversee  a 
rational  development  of  higher  education  in  Texas. 
One  subject  that  the  Coordinating  Board  imme- 
diately addressed  was  the  future  of  medical  educa- 
tion in  Texas.  To  carry  out  its  investigation,  the 
Coordinating  Board  held  a series  of  meetings  with 
leaders  of  the  cities  in  Texas  that  wanted  a medical 
school.  After  months  of  hearings  the  Coordinating 
Board  issued  its  “Report  of  Medical  Education  in 
Texas.”  In  contrast  to  the  early  musings  of  the  Legis- 
lative Budget  Board,  the  Coordinating  Board’s  rec- 
ommendations included  encouragement  for  the 
establishment  of  a UT  medical  school  in  Houston. 
The  board  believed  that  the  Houston  area  had  the 
resources  to  maintain  two  medical  schools,  Baylor 
and  the  proposed  University  of  Texas  school.  How- 
ever, the  Coordinating  Board  did  acknowledge  “the 
necessity  for  a medical  school  to  serve  the  special 
needs  of  West  Texas.”  This  school  would  be  under 
the  authority  of  Texas  Tech  and  could  utilize  the 
medical  facilities  in  other  West  Texas  cities  (7). 

I While  the  Coordinating  Board  was  debating  the 
subject  of  medical  education,  there  were  the  usual 
political  maneuverings  in  the  state.  Representatives 
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from  Amarillo  and  El  Paso  approached  Texas  Tech 
with  the  idea  that  if  Texas  won  approval  for  a medi- 
cal school,  it  should  be  placed  in  their  city  rather 
than  in  Lubbock.  Amarillo  rightly  pointed  out  that  it 
had  better  clinical  teaching  facilities,  including  the 
state’s  only  city  hospital  ( as  opposed  to  county  hos- 
pital ),  a large  Veterans  Administration  hospital,  and 
several  other  hospitals.  El  Paso  noted  that  it  had  a 
large  population  and  that  its  R.  E.  Thomason  Hospi- 
tal had  already  established  residency  programs  for 
training  specialists.  There  had  even  been  a proposal 
that  Texas  Tech  and  Ehe  University  of  Texas  join 
forces  to  assure  the  passage  of  both  the  Houston 
and  Lubbock  bills.  In  1968,  after  the  presentations 
before  the  (Coordinating  Board,  regents  of  The  Uni- 
versity' of  Texas  stated  that  Houston  and  Lubbock 
were  the  best  sites  for  new  medical  schools.  Erwin 
reported  that  The  University  of  Texas  had  no  desire 
to  manage  a medical  school  in  Lubbock,  and  Charles 
A.  LeMaistre,  MD,  UT  Vice  Chancellor  for  Medical 
Affairs,  added  that  Texas  Tech  was  fully  capable  of 
running  the  school.  Representatives  of  Harris 
County  would  support  Lubbock’s  plan,  expecting 
reciprocal  action  by  West  Texas  legislators  and  Gov 
Preston  Smith  (8). 

Both  Lubbock  and  Houston  introduced  medical 
school  bills  during  the  6 1st  Texas  Legislature  in 
1969.  Apparently  the  two  had  forgotten  about  their 
proposed  alliance.  ITie  bills  languished  in  “grave- 
yard committees.”  Paced  with  the  probability  that 
the  legislature  would  fail  to  take  action  on  the  pro- 
posed University  of  Texas  Medical  School  in  Hous- 
ton, Frank  Erwin  and  the  Houston  delegation  met 
with  Governor  Smith  (who  happened  to  be  from 
Lubbock  and  who  had  backed  plans  for  a medical 


school  associated  with  Texas  Tech  since  1949)  to 
see  if  there  was  any  way  Houston’s  bill  could  be 
moved  out  of  committee.  The  group  told  the  gover- 
nor that  I’exas  needed  a new  medical  school  to 
supply  the  state  with  enough  physicians,  yet  the 
legislature  seemed  less  than  eager  to  create  a school 
in  Houston. 

Governor  Smith  replied  that  it  was  a shame  that 
the  bill  was  not  progressing  rapidly,  and  that  he  did 
believe  Texas  needed  a new  medical  school.  Smith 
acknowledged  that  the  Lubbock  medical  school  bill 
of  1965  had  passed  both  houses  of  the  legislature 
and  had  been  vetoed  by  Governor  Connally — for 
reasons  Governor  Smith  believed  were  primarily 
political.  ITiere  was  even  the  possibility  that  Hous- 
ton and  ITie  University  of  Texas  had  been  parties  to 
that  veto.  After  reflecting  on  the  matter,  Governor 
Smith  claimed  that  the  state  needed  two  new  medi- 
cal schools,  one  for  Lubbock  and  one  in  Houston. 
Erwin  and  the  delegates  understood  the  governor’s 
subtle  hint  that  he  would  not  favor  a University  of 
Texas  bill  over  any  Tech  proposal,  and  that  he  just 
might  veto  the  Houston  bill  if  it  were  the  only  suc- 
cessful one  (9). 

The  obvious  solution  was  to  carry  out  what  had 
been  discussed  the  previous  year — for  Houston  to 
join  forces  with  Lubbock,  which  still  had  strong 
backing  for  its  bill.  Instead  of  creating  one  new 
medical  school,  the  legislature  was  now  faced  with 
creating  two.  Legislative  opposition  to  both  Lub- 
bock’s and  Houston’s  bills  evaporated.  The  West 
Texas  cities  of  Amarillo  and  El  Paso,  which  had  been 
the  strongest  foes  of  a medical  school  for  Lubbock, 
now  switched  tactics.  If  Lubbock’s  bid  could  not  be 
defeated,  it  was  best  to  unite  and  try  to  get  some 
benefits  for  the  other  West  Texas  cities.  Amarillo 
was  extremely  valuable  in  moving  the  medical 
school  bill  forward.  Lubbock’s  bill  was  sent  to  the 
subcommittee  chaired  by  Amarillo  Rep  Walter 
Knapp,  which  quickly  gave  its  approval  and  sent  the 
bill  to  the  House.  Lubbock  and  Houston  were  now 
going  to  have  their  medical  schools. 

Some  important  changes  occurred  in  the  bill  au- 
thorizing Tech’s  school.  For  their  support,  the  West 
Texans  requested  that  the  bill  creating  the  Texas 
Tech  Medical  School  mention  other  cities,  thereby 
lessening  the  chance  that  Lubbock  might  forget  that 
the  school  was  to  be  a truly  regional  institution. 
They  wanted  to  insure  that  the  school  would  mount 
significant  medical  education  programs  in  their 
cities.  Amarillo  requested  assurances  that  its  seg- 
ment of  the  educational  program  included  class- 
room buildings  and  clinical  facilities  (10).  Such  an 
amendment  was  added;  it  read  that  the  board  of 
Texas  Tech  “shall . . . execute  and  carry  out  affilia- 
tions or  coordinating  agreements  with  any  entity  or 
institution  in  the  Lubbock  area,  Amarillo  area,  El 
Paso  area,  and  the  Odessa-Midland  area  to  provide 
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. . . medical  education  for  the  new  school.” 

Another  alteration  in  Texas  Tech’s  bill  was  man 
dated  by  the  state’s  constitution — a change  that 
produced  one  of  the  more  peculiar  administrative 
structures  in  the  state.  I'he  bill  had  presumed  that 
the  medical  school  would  be  a branch  of  the  univer- 
sity, as  in  The  I'niversity  of  Texas  system.  However, 
because  of  funding  difficulties,  it  w^as  necessary' 
to  make  the  medical  school  a separate  state  institu- 
tion. ITiat  is,  the  Texas  Tech  I'niversity’  School  of 
Medicine  was  not  a part  or  department  of  Texas  Tech 
I'niversity.  Texas  lech  University  and  Texas  Tech 
University’  School  of  Medicine  had  separate  boards 
of  regents;  yet,  a regent  who  was  appointed  to  the 
Texas  Tech  University  Board  of  Regents  automati- 
cally became  a member  of  the  Texas  Tech  Univer- 
sity School  of  Medicine  Board  of  Regents.  The 
medical  school’s  budget  was  not  a part  of  the  uni- 
versity  ’s  budget.  The  campus  of  the  medical  school 
was  separately  owned  by  the  state,  even  though  the 
medical  campus  was  originally  a part  of  the  univer- 
sity’s campus.  When  discussing  the  inter-agency 
agreements  between  the  university  and  the  medical 
school,  the  Texas  Tech  University'  Board  of  Regents 
had  to  negotiate  with  the  Texas  Tech  University 
School  of  Medicine  Board  of  Regents,  a bizarre  case 
of  individuals  negotiating  with  themselves  (11). 

I’he  events  of  1969,  as  those  of  1881,  demon- 
strated the  pivotal  influence  of  politics  on  the  estab- 
lishment of  medical  schools  in  Texas.  There  were 
conflicts  over  where  the  school  should  be  located, 
and  these  contests  eventually  led  to  the  establish- 
ment of  two  medical  schools.  These  political  deal- 
ings also  led  to  the  requirement  that  Texas  Tech’s 
medical  school  be  a regional  institution.  In  addi- 
tion, there  were  difficulties  in  funding  that  altered 
the  shape  of  the  institution’s  administration.  And 
throughout  the  medical  school  battles,  the  assis- 
tance of  the  TMA  and  the  Coordinating  Board  was 
often  sought.  One  can  ponder  the  “what  if’  situa- 
tion in  examining  Governor  Connally’s  veto  of 
1965.  Would  the  state  have  established  the  school 
in  Houston  if  Lubbock’s  had  been  in  the  works? 

What  would  the  Texas  Tech  medical  school  have 
been  like  if  it  were  a division  of  Texas  Tech  Univer- 
sity' rather  than  a separate  institution  and  had  not 
contained  the  regional  requirements?  Such  ques- 
tions are  unanswerable.  What  is  clear  is  that  politi- 
cal as  well  as  educational  factors  played  major  roles 
in  the  formation  of  medical  schools  in  Texas. 
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Clinical  libstracts 


Clinical  abstracts  are  selected  from  current  reviews  in  100 
internationally  recognized  journals  received  by  the  TMA  Me- 
morial Library  each  month. 

Fetal  risk  of  anesthesia  and  surgery  during  pregnancy. 

Peter  G.  Duncan.  MD;  William  D.B.  Pope,  MD;  Marsha  M. 
Cohen,  MD;  and  Nancy  Greer,  BA.  American  Society  of  Anes- 
thesiologists, Inc,  Anesthesiology,  vol  64,  1986, 
pp  790-794. 

In  an  attempt  to  define  the  risk  to  the  fetus  associated  with 
anesthesia  and  surgery  during  pregnancy,  a study  was  per- 
formed using  health  insurance  data  from  the  province  of  Man- 
itoba (1971  to  1978).  Each  of  the  2,565  women  undergoing 
incidental  surgery  during  pregnancy  ( Group  A ) was  paired 
with  a pregnant  female  not  undergoing  surgery  (Group  B)  by 
maternal  age  and  area  of  residence.  Both  groups  were  linked  to 
a separately  maintained  provincial  congenital-anomalies  regis- 
try to  ascertain  the  frequency  of  anomalies.  There  was  no  sig- 
nificant difference  in  the  rate  of  congenital  anomalies  between 
the  two  groups,  implying  no  strong  teratogenic  effect.  How- 
ever, there  was  an  increased  risk  of  spontaneous  abortion  in 
those  underoing  surgery  with  general  anesthesia  in  the  first  or 
second  trimester,  most  notably  after  gynecologic  procedures 
(estimated  risk  ratio  = 2.00),  but  also  following  procedures 
anatomically  remote  from  the  conceptus  ( estimated  risk  ratio 
= 1.54).  While  it  is  concluded  that  surgery  with  general  anes- 
thesia is  associated  with  a higher  incidence  of  abortion,  it  is 
conjectural  at  present  which  factor(s)  account  for  the  ob- 
served increase  in  fetal  risk. 


gleet,  and  violence  are  common  and  can  be  truly  devastating. 
Because  of  the  stigma  and  denial  associated  with  chemical 
dependency,  these  children  often  suffer  in  silence,  unidentified 
and  unassisted. 


Treatment  of  the  psychotic  pregnant  patient.  Anna 
Spielvogel,  MD,  and  Joanne  Wile,  LCSW.  Cliggott  Publishing 
Company,  Psychosomatics,  vol  27,  no  7,  July  1986,  pp  487— 
492. 

Psychiatric  inpatient  treatment  is  often  required  to  help  the 
psychotic  pregnant  patient  with  the  multitude  of  problems 
with  which  she  must  contend.  Schizophrenic  women  often 
experience  an  intensification  of  delusional  ideas  seemingly  re- 
lated to  the  bodily  changes  and  fetal  movement  in  pregnancy. 
Women  with  bipolar  affective  disorders  often  respond  well  to 
the  tasks  of  carrying  and  delivering  the  baby,  but  are  prone  to 
worsening  of  psychotic  symptoms  or  depression  in  the  post- 
natal period.  The  authors  examine  psychodynamic  issues, 
medication  management  problems,  and  legal  and  ethical  as- 
pects in  the  treatment  of  these  patients. 


Alzheimer’s  disease.  What  is  known,  what  can  be  done. 

Paul  C.  Rousseau,  MD.  McGraw-Hill,  Postgraduate  Medicine, 
vol  80,  no  1,  July  1986,  pp  99-100,  103-104. 

Alzheimer’s  disease,  a major  source  of  dementia  in  the  elderly, 
is  increasing  in  frequency  in  the  United  States.  It  has  no  known 
cause,  is  diagnosed  by  exclusion,  and  has  no  cure.  The  author 
describes  the  pathologic  findings  and  progressive  deterioration 
of  Alzheimer’s  disease  and  explains  how  to  differentiate  the 
disease  from  others  with  similar  signs.  He  also  examines  the 
effectiveness  of  several  types  of  medications  that  are  used  to 
ease  symptoms. 


Children  of  alcoholics.  Donald  Ian  Macdonald,  MD,  and 
Sheila  B.  Blume,  MD.  American  Medical  Association,  American 
Journal  of  Diseases  of  Children,  vol  1 40,  no  8,  August  1 986, 
pp  750-754. 

One  of  every  eight  American  children  is  the  child  of  a parent 
who  has  a past  or  present  drinking  problem.  Children  of  alco- 
holic parents  are  at  great  risk.  They  are  significantly  more 
likely  to  develop  addiction  problems  and  a variety  of  mental 
health  disorders.  They  live  in  homes  with  high  levels  of  stress. 
Poor  communication,  permissiveness,  under-socialization,  ne- 
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Taking  Giant  Steps. 


The  smallest  step  can  be 
a milestone . . . the  simplest 
task,  a major  accomplish- 
ment. For  individuals  suf- 
fering from  a physical  dis- 
ability, the  day-to-day  tasks 
we  all  take  for  granted  can 
be  major  obstacles  to  inde- 
pendence and  mobility. 


At  Dallas  Rehabilita- 
tion Institute  (DRI)  , our 

team  of  physicians,  thera- 
pists and  nurses  can  plan 
an  individualized  treatment 
program  to  help  your  pa- 
tient regain  as  much  func- 
tion and  independence  as 
possible.  With  the  most 


modern  facilities  and 
equipment,  and  therapists 
who  are  rehabilitation 
specialists,  we  offer  a 
unique  approach  to  reha- 
bilitation. 

Our  comprehensive  re- 
habilitation programs  in- 
clude: 

• spinal  cord  injury 

• head  injury 

• stroke 

• arthritis 

• amputee 

• spinal  pain 

Call  us  to  arrange  a pri- 
vate tour  of  our  facilities  or 
to  receive  more  informa- 
tion on  the  disease  category 
rehabilitation  programs 
offered  at  DRI. 


9713  Harry  Hines  Blvd. 
Dallas,  TX  75220-5441 
(214)  358-6000 
1-800-441-9199  (TX  only) 


Greenville  Medical  Tower 


□ Medical/Dental  space 
available 

□ Tenant  Owned 

□ Six  story  contemporary  design 

□ All  covered  parking 
(one  space  to  150  sq.ft. 
office  space) 

□ Convenient  location  in 
Presbyterian  Hospital  area 

□ Outpatient  Surgery  Center 
owned  by  practicing 
physicians  in  joint  venture 
with  Surgical  Care  Affiliates 


7150  Greenville  Avenue 

Dallas,  Texas  75231 

For  more  information  on  potential 
occupancy,  please  call 

(214)691-9266. 
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Information  for  Authors 


Texas  Medicine  has  two  purposes:  As  a continuing  education  vehicle 
for  physicians,  it  publishes  clinically  useful  scientific  articles  and  other 
technical  information.  As  the  official  publication  of  the  Texas  Medical 
Association,  it  informs  members — thrt)ugh  editorials,  news  pages,  and 
regular  departments — about  medical  events,  legislative  and  govern- 
mental news,  meetings,  continuing  education  courses,  and  programs 
and  policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Managing  Editor, 

1801  North  Lamar  Blvd,  Austin  "^S'^Ol.  It  must  be  offered  solely  to  this 
journal.  Each  article  is  reviewed  by  a consultant  specialist  and  an  edi- 
torial board,  and  is  accepted  or  rejected  on  the  basis  of  its  individual 
merit  and  the  availability  of  other  material.  Reviews  usually  take  six  to 
eight  weeks. 

Copyright  assignment 

In  view  of  The  f Copyright  Revision  Act  of  19'’6,  effective  Jan  1.  lO'^S, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage: 'Tn  consideration  of  the  Texas  Medical  A.ssociation  taking  action 
in  reviewing  and  editing  my  submission,  the  author(s)  undersigned 
hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright  ownership 
to  the  Texas  Medical  Association  in  the  event  that  such  work  is  pub- 
lished by  the  TMA.” 

We  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  necessitate  return  of 
the  manu.script 

Scientific  articles 

Manuscripts  .should  be  typed  double-.spaced  with  ample  margins.  Three 
copies,  including  illustrations,  should  be  submitted  and  the  author 
should  keep  a copy. 

Please  indicate  six  key  words  for  indexing. 

Titles  should  include  the  words  most  .suitable  for  indexing  the  ar- 
ticle in  “Index  Medicus,"  .should  stress  the  main  point,  and  should  be 
brief.  Subtitles  should  not  be  connected  grammatically  with  the  main 
title. 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory  summary  of  100-  150  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  Eor  spelling  and  usage  the  editors  follow 
“Dorland’s  Illustrated  Medical  Dictionaty,"  26th  edition,  and  '‘Web.ster’s 
Third  New  International  Dictionary,  LInabridged.” 

The  text  of  observational  and  experimental  articles  is  usually — but 
not  necessarily — divided  into  sections  with  the  headings:  Introduction, 
Methods,  Results,  and  Discussion.  Subheadings  may  be  needed  to  clar- 
ify content.  Other  types  of  articles  may  need  different  formats. 

Eor  more  extensive  information  about  preparing  medical  articles  for 
publication,  the  editors  .suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  re- 
quirements for  manuscripts  submitted  to  biomedical  journals.  The 
complete  document  is  available  in  the  June  1982  i.ssue  of  the  Annals 
of  Internal  Medicine. 

Barclay  WR,  Southgate  MT,  Mayo  RW:  Manual  for  authors  and  edi- 
tors: editorial  style  and  manuscript  preparation.  Los  Altos,  Calif, 

I,ange  Medical  Publications,  1981.  Compiled  for  the  American  Medical 
Association. 

CBE  Style  Manual  Committee:  Council  of  Biology  Editors  style  man- 
ual: a guide  for  authors,  editors,  and  publishers  in  the  biological  sci- 
ences. 4th  ed.  Council  of  Biology  Editors,  Inc,  1978.  Distributed  by  the 
American  Institute  of  Biological  Sciences,  Arlington,  VA. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to  prin- 
ciples and  techniques  of  clear,  concise  writing,  and  are  applicable  to 
scientific  as  well  as  general  topics. 

References 

References  to  scientific  publications  should  be  listed  in  numerical  order 
at  the  end  of  the  article,  with  reference  numbers  placed  in  parentheses 
at  appropriate  points  in  text. 

Minimum  acceptable  data: 

Journals-.  Author,  article  title,  journal,  volume,  inclusive  pages,  year. 

Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  mu.st  be  included  so  that  the 
information  can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  available 
should  be  excluded  from  the  reference  list,  but  may  be  mentioned 
parenthetically  or  in  footnotes. 


Illustrations 

Illustrations  .should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author’s 
name,  and  title  of  article  in  brief 

Legends  should  be  in  complete  sentences,  numbered,  and  typed  on 
a separate  sheet  of  paper. 

Tables  should  be  typed  on  separate  sheets.  Column  headings  should 
show  points  of  similarity;  side  headings,  points  of  difference. 

Previously  published  material 

Written  permission  should  be  obtained  from  the  publishers  and  the 
authors  for  use  of  any  previously  published  material  (extensive  textual 
matter,  illustrations,  tables ) used.  Short  verbatim  quotations  in  the  text 
may  be  used  without  permission,  but  should  be  quoted  exactly  with 
the  source  credited.  Copies  of  permi.ssion  letters  should  be  submitted 
with  manuscript. 

Editorials 

Editorials  should  be  written  in  clear,  concise  language.  Length  should 
be  about  two  or  three  pages  typed  with  double  spacing. 

Letters 

Letters  will  be  publi.shed  at  the  discretion  of  the  managing  editor,  con- 
sultants, and  Board  of  Publication. 

News 

News  items  .should  be  sent  to  the  Editorial  Offices,  1801  North  Lamar 
Blvd,  Austin  78701. 

Obituaries 

Brief  obituaries  of  deceased  TMA  members  are  published  if  adequate 
information  is  received  within  four  months  of  date  of  death.  With  noti- 
fication, please  include  the  name  and  address  of  next  of  kin. 

Policy  on  columns 

Pew  contributors  recognize  beforehand  the  demands  of  producing  a 
monthly  column  that  will  consistently  be  of  interest  and  value  to  the 
reader.  Although  a few  regular  columns  appear,  it  has  not  been  the 
policy  to  grant  monthly  pages  to  specific  committees,  councils,  or 
groups. 

The  Editorial  Committee  and  the  editors  do,  however,  encourage 
committees,  councils,  and  individuals  to  submit  original  material  which 
they  consider  valuable  to  readers.  Should  regular  publication  in  col- 
umn form  be  deemed  appropriate,  the  committee  and  the  editors  will 
consider  development  of  a column. 

Editing 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  sent  to  the  printer,  only 
minimal  revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  the  printer  at  an  established  sched- 
ule of  costs.  Authors  automatically  receive  order  blanks  when  their 
articles  are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association. 
Written  permission  from  the  managing  editor  must  be  obtained  be- 
fore reproducing,  in  part  or  in  whole,  any  material  published  in  Texas 
Medicine. 

Point  of  View 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  endorse- 
ment of  the  views  expressed  therein,  nor  shall  publication  of  any  ad- 
vertisement be  considered  an  endorsement  of  or  approval  of  the 
product  or  service  involved. 
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Feci/ 1 ire  I Putting  ideals  into  action 

Sherman  physicians  lend  a 
helping  hand 


When  Burlington  Industries.  Inc,  wus 
forced  to  close  its  textile  plant  in  Sher- 
man, Tex,  the  community’s  physicians 
offered  their  help  in  a gesture  that  is  an 
example  of  the  profession  putting  the 
ideals  of  the  Hippocratic  Oath  into 
action. 

Sherman  is  a town  of  ^0,41  i and  the 
seat  of  Grayson  County,  a manufactur 
ing,  distribution,  and  trade  center  for 
northern  Texas.  Burlington  's  closing  put 
550  employees  out  of  work.  This  article 
describes  the  circumstances  of  the 
plant's  closing  and  the  physicians’ 
j response. 


Sherman’s  textile  plant  had  been  a 
fixture  in  the  north  Texas  commu- 
nity since  1891.  But,  last  spring, 
the  citizens  of  Sherman  learned  that  Bur- 
lington Industries,  Inc,  of  Greensboro, 

I NC,  was  closing  the  plant,  which  had  em- 
I ployed  550. 

Burlington  had  bought  the  plant  from 
the  Ely  Walker  Dry  Goods  Company  in 
' 1955.  In  February  1986,  the  plant  was  a 
casualty  of  the  sale  of  Burlington’s  Do- 
I mestics  division  to  J.P.  Stevens. 

Any  closing  of  a major  employer  has 
far-reaching  human  implications.  Re- 
I searchers  say  that  the  unemployed  have 
“considerably  higher  levels  of  psycholog- 
I ical  distress,  greater  short-term  and  long- 
; term  disability,  reported  a larger  number 
I of  health  problems,  had  been  patients 
I more  often,  and  used  proportionately 
I more  health  services.  Consistent  with 
the  self-reported  data,  the  physician- 
i diagnosed  measures  also  indicated 
j greater  vulnerability  of  unemployed  indi- 
I viduals  to  serious  physical  ailments  such 
I as  heart  trouble,  pain  in  heart  and  chest, 
i higli  blood  pressure,  spells  of  faintness  or 
I dizziness,  bone  or  joint  problems,  and 
I hypertension.”  The  psychological  impact 
1 of  unemployment  has  been  compared  to 
the  death  of  a spouse,  noting  that  the 
benefits  of  employment  go  beyond  the 
I economic.  According  to  one  author, 

“.  . . it  imposes  a time  structure  on  the 
I working  day;  it  compels  contacts  and 
I shared  experiences  outside  the  nuclear 
family;  it  demonstrates  goals  and  pur- 
poses beyond  the  scope  of  the  individual; 
it  imposes  status;  it  enforces  activity.” 

The  stress  of  unemployment  also  affects 


the  unemployed  individual’s  family  mem- 
bers. 'I'he  closing  of  a major  employer 
even  can  affect  the  entire  community’  as 
its  tax  base  shrinks  and  education  and 
other  public  programs  are  scaled  down. 

Recognizing  the  problems  associated 
with  unemployment,  Burlington  has  pro- 
grams to  help  its  former  employees  in 
Sherman  through  the  transition.  Sher- 
man’s medical  community  is  offering 
assistance  to  the  former  employees. 

Nine  days  after  the  announcement  of 
the  closing,  19  physicians  representing 
ten  specialties  notified  Plant  Manager 
Willis  Hastings  that  they,  too,  would  help 
the  employees  through  the  transition  pe- 
riod. I’he  physicians’  offer  came  to  the 
attention  of  the  editors  of  Texas  Medi- 
cine when  they  received  a letter  from 
Donald  M.  Hayes,  MD,  Greensboro,  NC, 
Burlington’s  director  of  health  and 
hygiene.  He  wrote,  “ I'his  spontaneous  ex- 
pression of  compassion  and  generosity' 
on  the  part  of  this  group  of  community 
physicians  was  so  impressive  to  us  that 
we  wished  to  share  it  with  you  and  the 
other  physicians  in  the  state.  It  seems 
that  there  are  still  physicians  imbued 
with  the  compassion  and  nobility'  of  char- 
acter to  which  Robert  Louis  Stevenson 
alluded  many  years  ago.” 

Specifically,  Sherman’s  physicians  told 
the  plant  manager: 

“ 1 . For  a period  of  six  months  from 
May  1,  1986,  through  Oct  30,  1986,  dis- 
charged employees  and  their  dependents 
will  receive  medical  and  surgical  care  at 
half  price  or  their  insurance  benefits. 

2.  X-ray  and  lab  benefits  are  at  the  dis- 
cretion of  the  physician. 

3.  I’he  discharged  employees  and  their 
dependents  should  negotiate  further  fee 
arrangements  based  on  the  individual’s 
future  employment  and/or  ability'  to  pay. 

4.  The  employee  is  responsible  for  no- 
tifying the  respective  physician  of  his 
qualification  under  this  program.” 

Mr  Hastings  says  that  the  letter  was 
duplicated  and  distributed  to  the  em- 
ployees, who  were  pleasantly  surprised. 
“We  had  many  comments  from  former 
employees.  I’hey  certainly  were  pleased, 
and  it  was  totally  unexpected.  It  created 
a lot  of  good  will  between  employees 
and  the  medical  profession  here  in  Sher- 
man,” he  said.  “It  also  was  a recognition 
that  our  extensive  health  care  program 
had  been  a major  contributor  to  the  in- 


come of  the  medical  community.  Mostly, 
it  showed  a great  deal  of  concern  and 
caring.” 

Indeed,  it  was  concern  that  prompted 
the  physicians  to  offer  their  help,  says 
cardiologist  David  F.  Davis,  MD.  He  adds 
that,  “Most  people  who  live  in  our  area  of 
the  state  like  it,  and  we  (physicians) 
didn’t  think  (the  former  Burlington  em- 
ployees ) would  be  relocating,  but  would 
be  looking  for  other  work  in  this  area. 
'I’hey'  arc  good  citizens,  and  they  have 
supported  us  and  the  town  for  many 
years.” 

Dr  Davis  has  several  open  heart  sur- 
gery' patients  who  were  former  Bur- 
lington employ  ees.  “Their  care  has  not 
been  any  great  burden  on  us,  and  I’m 
sure  the  patients  appreciate  it,”  he  says. 

Jimmy  J.  Harrell,  MD,  an  obstetrician- 
gynecologist,  signed  up  for  the  program 
because  “it  was  a good  community  ges- 
ture to  give  these  folks  a vote  of  confi- 
dence.” He  adds,  “In  some  cases,  several 
family  members  were  employed  at  the 
plant,  so  the  whole  family  was  affected.” 
Dr  Harrell,  a past  president  of  the 
Grayson  Gounty'  Medical  Society'  who  has 
practiced  in  the  community'  since  1972, 
says  he  has  two  to  three  patients  each 
week  who  are  former  Burlington  em- 
ployees. “Most  were  my  patients  for 
some  time.  None  of  them  came  in  specifi- 
cally because  of  this  offer,”  he  adds.  “A 
number  of  patients  have  expressed  grati- 
tude and  relief  because  they  won’t  have 
the  extra  expense,”  he  says.  “Our  econ- 
omy in  Fexas  is  just  like  the  rest  of  the 
country' — hard  hit.  I’his  was  one  thing 
we  could  do  to  help  out.” 

Ogden  F.  Baur,  MD,  a general  surgeon 
who  has  practiced  in  Sherman  for  1 3 
years,  has  cut  the  price  of  an  office  visit 
from  $20  to  SIO  for  former  Burlington 
employees  who  are  eligible  for  assis- 
tance. “Burlington  has  been  here  a long 
time  and  supported  Sherman,  and  we  felt 
like  we  owed  them  something,”  Dr  Baur 
says.  “ It’s  not  Burlington’s  fault  that  the 
market  is  depressed  and  the  plant  closed. 
I’hey  have  done  a lot  of  good  things  for 
Sherman.” 

How  do  Dr  Baur’s  patients  feel  about 
the  physician’s  generous  gesture?  “I 
never  really  asked  them,”  he  says,  “I  just 
take  care  of  them.” 

DONNA  JONES 

News  Editor,  Texas  Medicine 
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Going  bare — do  you  dare? 

spiraling  medical  professional  liability  insurance  premiums 
have  prompted  some  physicians  to  consider  dropping  their 
coverage  altogether — to  go  bare.  However,  Texas  law  protects 
physicians  who  otherwise  might  be  forced  to  practice  without 
insurance  because  insurance  through  the  commercial  market 
is  unavailable.  In  Texas,  if  professional  liability  insurance  is 
not  available  in  the  private  market,  a physician  can  secure 
coverage  through  the  Texas  Medical  Liability  Underuriting 
Association,  or  Joint  Underuriting  Association  (JUAJ,  an  en- 
tity that  the  legislature  created  in  1977  to  assist  physicians 
who  cannot  secure  insurance  in  the  commercial  market.  Pre- 
miums for  JUA  coverage  have  always  been  high  and  in- 
creased another  104. 7%  as  of  Sept  1,  1986.  Even  though  a 
physician's  decision  to  go  bare  is  voluntary,  doubled  and 
tripled  rates  for  insurance  coverage  in  both  the  comrnerical 
market  and  through  the  JUA  often  influence  the  choice.  In 
some  instances,  those  higher  premiums  buy  even  less  cover- 
age than  the  physician  enjoyed  before.  Going  bare  is  a deci- 
sion not  to  be  taken  lightly,  because  a physician’s  personal 
assets  may  be  subject  to  judicial  leiy  to  satisfy  a judgment  in 
a successful  professional  liability’  suit  This  article  describes 
the  assets  in  nonbankruptcy  cases  that  are  protected  from 
seizure  to  satisfy  a judgment  debt.  The  scope  of  this  article 
excludes  bankruptcy  proceedings,  because  the  laws  and  rules 
governing  the  rights  of  debtors  and  creditors  change  radically 
when  the  federal  bankruptcy  code  is  applied. 

Exempted  assets 

An  exemption  is  a debtor’s  statutory  right  to  retain  a portion  of 
his  property  free  from  the  claims  of  his  creditors  ( 1 ).  Exemp- 
tion laws  are  designed  to  protect  a person  in  the  pursuit  of  a 
lawful  occupation  and  assure  the  debtor’s  family  of  shelter,  the 
means  of  earning  a livelihood,  and  access  to  the  earnings  of  its 
natural  household  head  ( 2 ).  One  Texas  court  has  observed  that 
although  exemption  laws  are  sometimes  perverted  from  their 
legitimate  purpose  and  sometimes  allow  debtors  to  escape 
their  obligations,  the  operation  of  the  exemption  laws  gener- 
ally is  meritorious  (3). 

The  Texas  Constitution  protects  from  forced  sale  the  home- 
stead of  a family  or  of  a single  adult  regarding  all  debts  except 
a mortgage  on  the  homestead,  the  taxes  due,  or  work  and 
materials  used  in  constructing  improvements  on  the  property. 
However,  this  latter  exception  applies  only  when  the  work  and 
materials  are  contracted  in  writing  for  a family  homestead  with 
the  consent  of  both  spouses  (4).  TTie  Texas  Constitution  also 
directs  the  legislature  to  protect  from  forced  sale  a certain 
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and  100  acres  for  a single  adult.  The  homestead  exemption 
extends  not  only  to  the  land  specified,  but  also  to  improve- 
ments on  the  property'.  If  items  of  personal  property  have  be- 
come so  attached  to  the  home  as  to  make  them  fixtures, 
thereby  changing  their  character  from  personalty  to  realty, 
they  become  part  of  the  homestead;  eg,  a mobile  home  that 
rests  on  a foundation  (7).  But  the  mere  fact  that  the  owner 
intends  that  personal  property  should  be  attached  to  realty 
portion  of  the  personal  property  belonging  to  the  heads  of 
families  and  to  unmarried  adults,  male  and  female  (5  ). 

Homestead 

The  property  that  may  be  claimed  as  a homestead  is  specified 
by  the  Texas  Constitution  and  by  statute  (6).  An  urban  home- 
stead may  consist  of  not  more  than  one  acre  of  land,  and  rural 
homesteads  may  include  not  more  than  200  acres  for  a family 
does  not  invoke  homestead  protection  unless  the  personal 
property  actually  is  attached  to  the  soil  (8). 

While  a temporary  renting  of  the  homestead  will  not  cause 
the  loss  of  the  exemption  when  no  other  homestead  has  been 
acquired  (9),  rental  proceeds,  as  a general  rule,  are  not  part  of 
the  homestead  and  are  not  exempt  from  attachment  (10).  Al- 
though the  proceeds  of  the  sale  of  a homestead  also  are  per- 
sonal property,  those  funds  are  protected  from  seizure  hy 
creditors  for  six  months  after  the  sale  (11).  The  legislature 
intended  to  give  the  seller  an  opportunity  to  reinvest  the  pro- 
ceeds in  another  homestead. 

Personal  property 

Texas  law  also  exempts  several  kinds  of  personal  property' 
from  attachment,  execution,  and  seizure  for  the  satisfaction  of 
judgment  debts.  However,  the  exemptions  are  themselves  sub- 
ject to  certain  limitations,  including  encumbrances,  liens  prop- 
erly fixed  on  the  property  (12),  and  a maximum  dollar  limit. 
Eligible  personal  property'  owned  by  a family  with  a fair  market 
value  of  not  more  than  830,000  is  exempt,  and  eligible  per- 
sonal property  with  a fair  market  value  of  not  more  than 
815,000  owned  by  a single  adult  who  is  not  a member  of  a 
family  is  exempt.  The  statute  classifies  the  following  personal 
property  as  eligible  for  exemption: 

1.  Home  furnishings,  including  family  heirlooms; 

2.  Provisions  for  consumption; 

3-  If  reasonably  necessary  for  the  family  or  single  adult; 

a.  Farming  or  ranching  implements, 

b.  Tools,  equipment,  books,  and  apparatus,  including  a 
boat,  used  in  a trade  or  a profession, 

c.  Clothing, 

d.  Two  firearms,  and 

e.  Athletic  and  sporting  equipment; 

4.  If  not  held  or  used  for  production  of  income,  passenger  cars 
and  light  trucks  or,  whether  or  not  held  for  the  production  of 
income,  two  items  from  among  the  following  means  of  travel: 
a.  Two  of  the  following  animals  with  a saddle  and  bridle 
for  each: 

i.  Horses, 

ii.  Colts, 

iii.  Mules,  and 
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iv.  Donkeys, 

b.  A bicycle  or  motorc-ycle, 

c.  A wagon,  cart,  or  dray,  with  a reasonably  necessary’ 
harness, 

d.  An  automobile, 

e.  A truck  cab, 

f.  A truck  trailer, 

g.  A camper  truck, 

h.  A truck,  and 

i.  A pickup  truck, 

5.  The  following  animals  and  forage  on  hand  reasonably 
necessary'  for  their  consumption: 

a.  Five  cows  and  their  calves, 

b.  One  breeding  age  bull, 

c.  20  each  of  hogs,  sheep,  and  goats, 

d.  50  chickens,  and 

e.  30  each  of  turkeys,  ducks,  geese,  and  guineas, 

6.  Household  pets, 

7.  The  cash  surrender  value  of  any  life  in,surance  policy  in 
force  for  more  than  two  years  if  a member  of  the  insured 
person’s  family  or  a dependent  of  the  single  person  claiming 
the  exemption  is  a beneficiary  of  the  policy';  and 

8.  Current  wages  for  personal  services. 

Current  wages 

The  Texas  Constitution  and  the  Texas  Property'  Code  both 
provide  that  current  wages  for  personal  services  shall  never  be 
subject  to  garnishment,  except  for  enforcement  of  court- 
ordered  child  support  payments  (13).  Texas  courts  have  con- 
sidered the  proper  meaning  of  “current  wages”  in  .several 
cases. 

In  Hennigan  v Hennigan,  Mrs  Lois  Hennigan’s  attorneys  had 
obtained  a judgment  against  Mr  Dan  Hennigan  for  attorney 
fees  in  her  divorce  action  (14).  Unable  to  collect  their  court- 
ordered  fees,  Mrs  Hennigan’s  attorneys  filed  an  application  for 
“turnover.”  That  process,  created  legislatively  in  1979,  involves 
appointing  a receiver  for  the  judgment  debtor’s  business  and 
property,  injunctive  relief  to  protect  the  judgment  creditor, 
and  the  compulsory'  turning  over  of  property,  documents,  and 
records  ( 1 5 ).  Mr  Hennigan,  himself  an  attorney,  challenged  the 
application  on  appeal.  He  argued  that  the  fees  he  received  for 
legal  services,  which  Mrs  Hennigan’s  attorneys  sought  to  gar- 
nish, were  current  wages  and  thus  exempt.  Relying  on  an 
earlier  case,  the  court  held  that  “current  wages”  implies  a 
relationship  of  master  and  servant,  or  employer  and  employee, 
and  excludes  compensation  due  to  an  independent  contractor. 
The  court  added  that  an  attorney  engaged  in  private  practice  is 
an  independent  contractor  and  does  not  receive  current 
wages.  Thus,  an  attorney’s  fees  for  legal  services  rendered  may 
be  garnished.  Additionally,  the  court  held  that  accounts  re- 
ceivable, consisting  of  current  or  future  fees  for  professional 
services,  earned  or  unearned,  are  property  and  may  be  attached. 

Employment  by  a professional  association  arguably  may  offer 
a way  to  avoid  the  consequences  of  the  Hennigan  decision, 
because  a physician  would  be  receiving  wages  as  an  employee 
of  the  professional  association.  However,  in  medical  profes- 
sional liability  lawsuits,  the  professional  association  as  a sepa- 
rate legal  entity  is  jointly  and  severally  liable  for  professional 


errors,  ommissions,  negligence,  incompetency,  or  malfeasance 
by  any  physician  employee  acting  in  the  course  of  his  employ- 
ment (16).  Therefore,  if  a physician  employee  of  a professional 
association  is  found  negligent,  the  professional  association’s  ac- 
counts receivable,  which  ultimately  pay  the  physician’s  wages, 
may  be  subject  to  attachment.  Thus,  although  the  physician 
employee  will  be  entitled  to  wages  for  his  services,  the  re- 
ceipts of  the  practice  will  be  subject  to  a prior  claim,  if  an 
outstanding  medical  professional  liability  judgment  is  entered 
against  him  and  the  professional  association.  This  situation  may 
affect  the  association’s  ability  to  pay  the  physician’s  wages. 

Retirement  plans 

Many  physicians  question  whether  their  pension  and/or  profit 
sharing  plans  are  exempt  from  garnishment  should  a medical 
professional  liability  judgment  be  entered  against  them.  In 
Commercial  Mortg  Ins  Inc  v Citizens  Nat  Bank  (17),  the 
court  was  asked  whether  the  federal  Employee  Retirement  Se- 
curity Act  of  1974  (ERISA)  exempts  pension  and  profit  sharing 
plans  from  garni.shment  by  a private  judgment  creditor  (18). 
Alan  Eberstein,  MD,  had  established  his  pension  and  profit 
sharing  plans  in  1972,  and  by  time  of  the  garnishment  action 
had  received  notification  from  the  Internal  Revenue  Service 
that  the  plans  were  qualified  under  the  Internal  Revenue  Code 
(19).  Additionally,  at  the  time  of  the  garnishment  action.  Dr 
Eberstein  was  the  sole  .shareholder  of  his  professional  associa- 
tion and  the  sole  trustee  of  both  plans,  but  had  not  received 
any  benefits  under  either  of  the  plans  because  they  were  not 
yet  in  pay  status.  The  court  held  that  both  plans  were  subject 
to  ERISA  regulation  and  that  ERISA’s  assignment-alienation  pro- 
hibition creates  a general  federal  exemption  of  pension  bene- 
fits from  commercial  creditors’  claims  and  preempts  otherwise 
applicable  state  law. 

Although  the  Eberstein  case  did  not  address  Keogh  plans 
( retirement  plans  for  self-employed  individuals  and  their  em- 
ployees in  an  unincorporated  trade  or  business),  the  court 
relied  upon  provisions  of  the  Internal  Revenue  Code  and  also 
ERISA,  which  prohibit  assignment  or  alienation  of  benefits  pay- 
able through  Keogh  and  ERISA  plans.  If  a judgment  creditor 
seeks  attachment  of  a Keogh  plan,  a Texas  court  may  follow 
this  interpretation  of  federal  law.  However,  courts  in  other 
juri.sdictions  have  held  otherwise  (20). 

A judgment  debtor  in  Texas  also  may  argue  that  an  individ- 
ual retirement  account  (IRA)  established  to  provide  retire- 
ment benefits  to  the  plan  beneficiary  and  his  or  her  depen- 
dents also  should  be  protected  from  garnishment  for  reasons 
of  public  policy,  if  not  because  of  a specific  statutory  pro- 
vision (21). 

It  is  important  to  reemphasize  that  the  rights  of  judgment 
debtors  and  creditors  in  nonbankruptcy  cases  are  far  different 
from  those  under  bankruptcy  laws.  As  an  illustration,  bank- 
ruptcy courts  in  Texas  classify  IRAs  and  Keogh  plans  qualified 
under  the  Internal  Revenue  Code  as  “property  of  the  estate”  of 
the  bankrupt.  Thus,  statutory  anti-alienation  provisions  do  not 
operate  by  their  own  force  to  shelter  pension  funds  in  bank- 
ruptcy (22). 

In  the  Matter  of  Goff,  a Texas  bankruptcy  case,  the  debtors 
sought  to  exclude  their  Keogh  plans  as  property  of  the  estate 
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1 subject  to  the  reach  of  their  creditors.  The  Goffs  argued  that  a 
' provision  of  the  Bankruptcy  Code  exempts  their  Keogh  plans 
, by  defining  them  as  property  subject  to  restrictions  on  aliena- 
tion that  are  enforceable  “under  applicable  nonbankniptcy 
law.”  According  to  the  code,  such  property  is  not  part  of  the 
i bankrupt  estate  (23).  The  court  held  that  Congress  did  not 
intend,  by  reference  to  “applicable  nonbankruptcy  law,”  to  in- 
clude an  ERISA  plan  exemption.  ITie  court  added  that  Con- 
gress intended  to  exclude  only  so-called  “spendthrift  trusts” 
from  the  property'  of  the  estate.  In  general  terms,  a spendthrift 
trust  is  a trust  created  to  provide  a fund  for  the  maintenance  of 
i a beneficiary,  only  a certain  portion  of  which  may  be  dis- 
1 tributed  at  one  time.  Some  ERISA  plans,  the  court  noted,  can 
i be  classified  as  “spendthrift  trusts”  and  thus  are  exempt  from 
, inclusion  in  the  estate.  However,  self-settled  Keogh  plans  can- 
! not  claim  this  spendthrift  trust  exemption  because  they  are  for 
( the  benefit  of  the  settlor  of  the  trust  rather  than  other  individu- 
, als.  Had  the  debtors  in  the  Goff  case  chosen  a “federal”  rather 
I than  a “state”  exemption  system  under  the  Bankruptcy  Code,  a 
I partial  exemption  for  Keogh  plans  would  have  been  allowed 
(24).  However,  most  Texas  debtors,  as  did  the  Goffs,  choose 
I the  “state”  exemption  system  because  high  equity  values  for 
1 their  homesteads  can  be  protected  under  Texas  law  but  not 
I under  federal  law. 

i Fraudulent  transfers 

I Some  individuals  try  to  protect  their  assets  by  conveying  them 
j to  other  persons.  Such  transfers  of  assets  may  be  deemed 
fraudulent  and  invalid  as  to  creditors  or  other  affected  persons. 
(Courts  may  invalidate  transfers  made  with  intent  to  defraud, 
j delay,  or  hinder;  transfers  of  tangible  personalty  without  deliv- 
ery; transfers  not  on  a valuable  consideration  and  made  by 
insolvent  debtors;  and  certain  loans  of  and  reservations  or  limi- 
tations on  the  use  of  tangible  personal  property',  such  as  an 
automobile  or  boat  ( 25). 

[ Certain  circumstances  so  often  attend  fraudulent  transfers 
that  they  are  recognized  as  “badges”  of  fraud.  If  a transfer 
involves  several  of  these  “badges,”  an  irresistible  inference  of 
fraud  may  arise  ( 26 ).  Such  “badges”  include: 

1.  Undue  secrecy  surrounding  a conveyance,  such  as  giving 
a mortgage  with  the  understanding  that  it  will  not  be  recorded 
lest  other  creditors  should  take  action,  or  so  that  the  mortgage 
will  not  hamper  the  contracting  of  new  debts  ( 27 ). 

2.  Departure  from  usual  business  methods. 

3.  Transfer  of  all  of  the  debtor’s  property'  subject  to  execu- 
tion, such  as  the  simultaneous  conveyance  of  all  the  debtor's 
property  to  different  family  members,  leaving  a large  indebted- 
ness but  no  property  whatever  available  to  pay  debts  ( 28 ). 

4.  Transactions  with  family  members,  such  as  a gift  to  a 
child  when  it  appears  that  at  the  date  of  or  immediately  after 
the  transfer  the  parent  did  not  possess  sufficient  property  sub- 
ject to  execution  to  pay  his  existing  debts  (29 ). 

Obviously,  the  timing  of  the  transaction  and  the  person  to 
whom  one  is  conveying  assets  are  relevant  in  determining  the 
validity'  of  the  transfer. 


Conclusion 

Coupled  with  the  passage  of  the  “turnover”  statute  in  Texas  in 
1979,  the  unav'ailability  of  high  levels  of  insurance  coverage  is 
causing  increasing  anxiety  for  some  physicians.  Unsuccessful 
physician  defendants  in  medical  professional  liability  lawsuits 
may  find  that  plaintiffs'  attorneys  who  once  accepted  insurance 
policy  limits  in  satisfaction  of  judgments  now  are  more  in- 
clined to  seek  full  satisfaction  through  attachment  or  garnish- 
ment of  nonexempt  personal  assets.  Adequate  levels  of  liability’ 
insurance  remain  a physician’s  best  protection.  If  adequate  in- 
surance cannot  be  obtained,  then  physicians  should  seek  ex- 
pert legal  counsel  regarding  protection  for  their  current  and 
future  assets. 

HELENE  A.  ALT,JD 

TMA  Assistant  General  Counsel 
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Every  day  more  and  more 
physicians  are  hearir^ 
something  remarkabfe 
from  some  of  their 
hypertensive  patients... 


I 


from  the  ones  on  once-daily 

INDERAL  LA 


(PROPRANOLOL  HCI) 


with  a side-effect  profile  unsurpassed 
by  atenolol  or  metoprolol. 


As  seen  in  this  double-blind, 
crossover,  placebo-controlled 
study’ 

Which  shows  you  how  truly 
well  tolerated  once-daily 
iNDERAL  LA  can  be. 

What  comes  as  no  surprise, 
of  course,  is  that  it  gives  you 
the  antihypertensive 
effectiveness  you’ve  come  to 
expect  from  INDERAL. 


Selected  Side  Effects 


INDERAL  LA  as  well  tolerated  as  atenolol  and  metoprolol  in  a 
double-blind,  crossover,  placebo-controlled  study  of  138  hypertensives’ 
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Impotence  Weakness 
Men  (n  = 66) 


B INDERAL  LA— 160  mg 
I I Atenolol — 100  mg 
{ \ Metoprolol — 200  mg 

I I Placebo 


Nightmares 
Women  (n  = 72) 


Dizziness 


INDERAL®  lA.  For  control. 
Comfortable  control.  Once  a day. 
It’s  the  last  word. 


Hypertensives:  Feeling  well  and 
doing  well,  all  in  one. 

INDERAL  LA 


(PROPRANOLOL  HCI) 


LONG  ACTING 
CAPSULES 


or 


INDERIDE  LA 

(PROPRANOLOL  HCI  [INDERAL  LA]/ 
HYDROCHLOROTHIAZIDE) 

As  with  all  fixed-combination  antihypertensives,  INDERIDE  LA 
is  not  indicated  for  the  initial  treatment  of  hypertension. 

INDERAL  0\  should  not  be  used  in  the  presence  of  congestive 
heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree,  and  bronchial  asthma. 

Please  turn  page  for  brief  summary  of  prescribing  information. 


Feeling  well  and  doing  well,  cill  in  one! 


Q|^Qg_Q^|^Y  LONG  ACTING  CAPSULES  80  mg  120  mg  160  mg 

inderaila 

(FROFtWOUDLHa) 
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CARCINOGENESIS.  MUTAGENESIS.  IMPAIRMENT  OF  FERTILITY  Long-term  studies 
in  animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies,  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigenic 
effects  at  any  of  the  dosage  levels.  Reproductive  studies  in  animals  did  not  show  any 
impairment  of  fertility  that  was  attributable  to  the  drug 
PREGNANCY  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxic 
in  animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  human 
dose  There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  Propranolol 
should  be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus. 


LONG  ACTING  CAPSULES 

INDERIDE  LA 

Each  capsule  contains  propranolol  HCI 
(INDERAL®  LA),  80  mg,  120  mg,  or  160  mg, 
and  hydrochlorothiazide,  50  mg 


BRIEF  SUMMARY  (FOP  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULARS ) 
INDERAL'^  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (Long  Acting  Capsules) 
INDERIDE”  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL®  LA)  and 
HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 

INDERAL  LA  and  INDERIDE  LA  Capsules  should  not  be  considered  simple  mg-for-mg 
substitutes  for  INDERAL  and  INDERIDE  Tablets  Please  see  package  circulars 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Propranolol  is  contraindicated  in 
1)  cardiogenic  shock,  2)  sinus  bradycardia  and  greater  than  first  degree  block.  3)  bron- 
chial asthma,  4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  is  secondary 
to  a tachyarrhythmia  treatable  with  propranolol 

Hydrochlorothiazide:  Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria 
or  hypersensitivity  to  this  or  other  sulfonamide-derived  drugs 
WARNINGS 

Propranolol  hydrochloride  (INDERAL®  LA):  CARDIAC  FAILURE  Sympathetic 
stimulation  may  be  a vital  component  supporting  circulatory  function  in  patients  with  con- 
gestive heart  failure,  and  its  inhibition  by  beta  blockade  may  precipitate  more  severe  fail- 
ure, Although  beta  blockers  should  be  avoided  in  overt  congestive  heart  failure,  if 
necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of  failure  who  are 
well  compensated,  and  are  receiving  digitalis  and  diuretics.  Beta-adrenergic  blocking 
agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  block- 
ers can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of 
heart  failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the 
response  observed  closely,  or  propranolol  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  oases,  myocardial  infarction  following  abrupt  discontinuance  of 
propranolol  therapy  Therefore,  when  discontinuance  of  propranolol  is  planned  the 
dosage  should  be  gradually  reduced  and  the  patient  carefully  monitored  In  addition, 
when  propranolol  is  prescribed  tor  angina  pectoris,  the  patient  should  be  cautioned 
against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If  pro- 
pranolol therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisa- 
ble to  reinstitute  propranolol  therapy  and  take  other  measures  appropriate  tor  the 
management  of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at 
risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications 


THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symp- 
toms of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid 
function  tests 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycar- 
dia requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability 
of  the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anes- 
thesia and  surgical  procedures 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL,  NOT  RECEIVE 
BETA  BLOCKERS  INDERAL  should  be  administered  with  caution,  since  it  may  block  bron- 
chodilation  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta 
receptors 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be 
more  difficult  to  adjust  the  dosage  of  insulin  Hypoglycemic  attacks  may  be  accompanied 
by  a precipitous  elevation  of  blood  pressure 
Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal  disease 
In  patients  with  renal  disease,  thiazides  may  precipitate  azotemia  In  patients  with 
impaired  renal  function,  cumulative  effects  of  the  drug  may  develop 
Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  pre- 
cipitate hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentia- 
tion occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs 
Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 
The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  GENERAL  Propranolol  should  be  used 
with  caution  in  patients  with  impaired  hepatic  or  renal  function  Propranolol  is  not  indicated 
for  the  treatment  of  hypertensive  emergencies 
Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal 
may  lead  to  a return  of  increased  intraocular  pressure 
CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe 
heart  disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydro- 
genase 

DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs,  such  as 
reserpine,  should  be  closely  observed  if  propranolol  is  administered  The  added  catechol- 
amine-blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  ner- 
vous activity,  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal 
attacks,  or  orthostatic  hypotension 


NURSING  MOTHERS  Propranolol  is  excreted  in  human  milk  Caution  should  be  exer- 
vi-  cised  when  propranolol  is  administered  to  a nursing  mother 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established 
Hydrochlorothiazide:  GENERAL  Periodic  determination  of  serum  electrolytes  to 
detect  possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals 
All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  or 
electrolyte  imbalance,  namely  Hyponatremia,  hypochloremic  alkalosis,  and  hypokale- 
mia Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the 
patient  is  vomiting  excessively  or  receiving  parenteral  fluids  Medication  such  as  digitalis  , 
may  also  influence  serum  electrolytes  Warning  signs  irrespective  of  cause  are:  Dryness  of . 
mouth,  thirst,  weakness,  lethargy,  drowsiness,  restlessness,  muscle  pains  or  cramps,  i 
muscular  fatigue,  hypotension,  oliguria,  tachycardia,  and  gastrointestinal  disturbances 
such  as  nausea  and  vomiting  J 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  iS' 
present,  or  during  concomitant  use  of  corticosteroids  or  ACTH  , 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia. 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of 
digitalis  (eg.  increased  ventricular  irritability)  Hypokalemia  may  be  avoided  or  treated  by 
use  of  potassium  supplements,  such  as  foods  with  a high  potassium  content. 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment,] 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hypona-| 
tremia  may  occur  in  edematous  patients  in  hot  weather,  appropriate  therapy  is  water 
restriction,  rather  than  administration  of  salt,  except  in  rare  instances  when  the  hyponatre- 
mia IS  life-threatening  In  actual  salt  depletion,  appropriate  replacement  is  the  therapy 
of  choice 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving 
thiazide  therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged. 
Diabetes  mellitus  which  has  been  latent  may  become  manifest  during  thiazide 
administration  ] 

If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing 
diuretic  therapy 

Thiazides  may  decrease  serum  FBI  levels  without  signs  of  thyroid  disturbance  I 

Calcium  excretion  is  decreased  by  thiazides.  Pathologic  changes  in  the  parathyroid 
gland  with  hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients 
on  prolonged  thiazide  therapy  The  common  complications  of  hyperparathyroidism,  such 
as  renal  lithiasis,  bone  resorption,  and  peptic  ulceration,  have  not  been  seen  Thiazides 
should  be  discontinued  before  carrying  out  tests  for  parathyroid  function 
DRUG  INTERACTIONS  Thiazide  drugs  may  increase  the  responsiveness  to 
tubocurarine 

The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy 
patient  Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine.  This  diminu- 
tion IS  not  sufficient  to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use 
PREGNANCY  Pregnancy  Category  C.  Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be 
weighed  against  possible  hazards  to  the  fetus.  These  hazards  include  fetal  or  neonatal 
jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in 
the  adult  -, 

NURSING  MOTHERS  Thiazides  appear  in  human  milk  If  use  of  the  drug  is  deemed 
essential,  the  patient  should  stop  nursing 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Most  adverse  effects  have  been  mild 
and  transient  and  have  rarely  required  the  withdrawal  of  therapy 
Cardiovascular  Bradycardia;  congestive  heart  failure;  intensification  of  AV  block,  hypo-j 
tension;  paresthesia  of  hands;  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of 
the  Raynaud  type 

Central  Nervous  System  Lightheadedness,  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  vi-r 
sual  disturbances,  hallucinations;  an  acute  reversible  syndrome  characterized  by  disori- 
entation for  time  and  place,  short-term  memory  loss;  emotional  lability;  slightly  clouded 
sensorium.  and  decreased  performance  on  neuropsychometrics. 

Gastrointestinal.  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation;  mesenteric  arterial  thrombosis;  ischemic  colitis 
A//erg/c  Pharyngitis  and  agranulocytosis;  erythematous  rash,  fever  combined  with  ach- 
ing and  sore  throat;  laryngospasm  and  respiratory  distress 
Respiratory:  Bronchospasm 

Hematologic:  Agranulocytosis;  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous:  Alopecia;  LE-like  reactions;  psoriasiform  rashes;  dry  eyes;  male  impo- 
tence; and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (prac- 
tolol)  have  not  been  associated  with  propranolol 

Hydrochlorothiazide: 

Gastrointestinal  Anorexia;  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  consti- 
pation; jaundice  (intrahepatic  cholestatic  jaundice),  pancreatitis;  sialadenitis. 

Central  Nervous  System  Dizziness,  vertigo,  paresthesias,  headache;  xanthopsia 
Hematologic:  Leukopenia;  agranulocytosis;  thrombocytopenia;  aplastic  anemia 
Cardiovascular.  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
or  narcotics) 

Hypersensitivity  Purpura,  photosensitivity,  rash,  urticaria;  necrotizing  angiitis  (vascu- 
litis, cutaneous  vasculitis);  fever,  respiratory  distress,  including  pneumonitis;  anaphylac- 
tic reactions 

Other  Hyperglycemia,  glycosuria;  hyperuricemia,  muscle  spasm,  weakness;  restless- 
ness. transient  blurred  vision. 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be 
reduced  or  therapy  withdrawn 

* The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 

REFERENCE: 

1 . Ravid  M.  Lang  R,  Jutrin  I:  The  relative  antihypertensive  potency  of  propranolol  oxpre- 
nolol,  atenolol,  and  metoprolol  given  once  daily  Arch  Intern  Med  1985,145  1321-1323. 
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E.K.  Bryan 

Eugene  Kay  Bryan,  MD,  a retired  Amarillo  family  physician, 
died  June  21,  1986.  He  was  75. 

A native  of  Shamrock,  Tex,  Dr  Bryan  attended  West  Texas 
State  University  in  Canyon.  He  received  a bachelor  of  arts 
degree  from  Baylor  University  in  Waco  ( 1935)  and  an  MD 
degree  from  Baylor  College  of  Medicine  in  Dallas  ( 1941 ).  Dr 
Bryan  practiced  in  Dallas  and  in  Berkeley,  Calif,  before  travel- 
ing to  China  as  a medical  missionary  in  1948.  Upon  his  return 
to  the  US,  he  practiced  in  Sweetwater,  Tex,  and  in  Parkview, 
NM,  before  moving  to  Amarillo. 

Dr  Bryan  is  survived  by  his  wife,  Ruth  Howell  Bryan,  and 
daughter,  Jo  Von  Bryan,  both  of  Amarillo. 

H.R.  Cavenaugh 

Herbert  R.  Cavenaugh,  MD,  54,  died  May  15,  1986.  Dr  Cave- 
naugh was  a family  physician  in  Midland. 

He  was  bom  in  Wilmington,  NC,  and  received  his  medical 
degree  from  the  University  of  North  Carolina.  In  1968  he 
moved  to  Galveston  for  an  internship  at  John  Sealy  Hospital. 

He  practiced  in  League  City,  Tex,  for  two  years  before  moving 
to  Midland  in  1971. 

During  1952— 1960,  Dr  Cavenaugh  served  in  the  US  Air 
Force. 

Surviving  family  members  include  his  wife,  Cindy  Cave- 
naugh; sons,  John  W.  Cavenaugh,  James  S.  Cavenaugh,  and 
Herbie  R.  Cavenaugh;  and  mother,  Madge  Childs,  all  of 
Midland. 

J.C.  Dickson 

J.  Charles  Dickson,  MD,  Houston,  an  honorary  member  of 
Texas  Medical  Association,  died  June  4,  1986,  at  age  82.  Dr 
Dickson  was  chief  of  otolaryngology  at  Methodist  Hospital  in 
Houston  for  30  years.  He  was  a past  president  of  the  Texas 
Society  of  Ophthalmology  and  Otolaryngology,  and  was  instru- 
mental in  establishing  the  Houston  Speech  and  Hearing  Society. 

Born  in  Lampasas,  Dr  Dickson  attended  the  University  of 
Omaha.  In  1927  he  was  graduated  from  the  University  of 
Nebraska  School  of  Medicine.  After  an  internship  at  Jefferson 
Davis  Hospital  in  Houston  and  postgraduate  study  at  the  Uni- 
versity of  Pennsylvania  in  Philadelphia,  Dr  Dickson  began  his 
medical  practice  in  Houston. 

He  is  survived  by  his  wife,  Ruth  Phelps  Dickson,  and  daugh- 
ter, Rosanne  Dickson,  both  of  Houston;  sons,  Jesse  H.  Dickson, 
MD,  Houston,  and  James  C.  Dickson,  Jr,  Neenah,  Wis;  and  1 1 
grandchildren. 

A.R.  Hazzard 

Alford  R.  Hazzard,  MD,  an  Austin  family  physician,  died  June 
14,  1986. 

Dr  Hazzard  was  born  in  Washington,  DC,  and  was  a 1949 
graduate  of  Temple  University  School  of  Medicine  in  Phila- 
delphia. After  an  internship  at  Brooke  Army  Medical  Center  at 
Fort  Sam  Houston,  he  graduated  from  the  US  Air  Force  School 
of  Aviation  Medicine,  and  then  served  as  a flight  surgeon  at 
Randolph  Air  Force  Base.  Dr  Hazzard  practiced  in  Giddings, 
Tex,  from  1952  until  his  move  to  Austin  in  1961.  He  was  a past 


chairman  of  the  TMA  Committee  on  Association  Insurance 
Programs. 

Surviving  family  members  include  his  wife,  Joy  Hazzard,  Aus- 
tin; sons,  George  L.  Hazzard,  Houston,  and  Tim  L.  Hazzard, 
Orange  County,  Calif;  and  brother,  Stephen  B.  Hazzard,  Bucks 
County,  Pennsylvania. 

J.B.  Owens,  Jr 

Jon  B.  Owens,  Jr,  MD,  52,  a pathologist  in  Rosebud,  Tex,  died 
June  12,  1986. 

Dr  Owens  was  born  in  Boston  and  was  a 1955  graduate  of 
Union  College  in  Lincoln,  Neb,  and  a I960  graduate  of  Loma 
Linda  (Calif)  University  School  of  Medicine.  After  completing 
an  internship  and  residency  in  pathology  at  Hermann  Hospital 
in  Houston,  Dr  Owens  practiced  in  Borger,  Tex,  and  then 
served  two  years  in  the  US  Army  in  Germany.  He  practiced  in 
Athens,  Ohio;  Saudi  Arabia;  and  Greensboro,  NC,  before  mov- 
ing to  Rosebud  in  1984. 

Surviving  family  members  include  his  wife,  Ulrike  Mueller 
Owens,  and  son,  John  B.  Owens  III,  both  of  Rosebud;  mother, 
Edna  Mae  Owens,  Houston;  and  brother,  Edwin  E.  Owens,  MD, 
San  Benito,  Tex. 

F.G.  Popkess 

Fred  Gilroy  Popkess,  MD,  a Dallas  physician  specializing  in  the 
treatment  of  allergies,  died  June  16,  1986,  at  age  67. 

A native  of  Quincy,  Kan,  Dr  Popkess  was  a 1940  graduate  of 
Southern  Methodist  University  and  a 1943  graduate  of  the  Uni- 
versity of  Oklahoma  School  of  Medicine  in  Oklahoma  City. 

After  an  internship  at  Colorado  General  Hospital  in  Denver,  he 
served  in  the  US  Navy.  He  moved  to  Dallas  in  1946. 

Dr  Popkess  is  survived  by  his  wife,  Martha  Chapman 
Popkess,  Dallas;  daughters,  Linda  Inda,  Tulsa,  Okla,  and  Mary 
Ruth  Grose,  Denton,  Tex;  sons,  Ken  Popkess,  Sherman,  Tex, 
and  Don  Popkess,  Dallas;  brother,  John  Popkess,  Dewey,  Okla; 
sister,  Anita  Lemley,  Carrollton,  Tex;  stepsons.  Bill  Vidovic, 

Barry  Vidovic,  and  Terence  Vidovic,  all  of  Dallas;  and  seven 
grandchildren. 

P.D.  TerreU 

Pruitt  D.  Terrell,  MD,  a longtime  McAllen  pediatrician  and  hon- 
orary member  of  Texas  Medical  Association,  died  June  1,  1986. 

Dr  Terrell,  65,  was  born  in  Rotan,  Tex,  and  attended  Texas 
Tech  University,  graduating  with  a bachelor  of  science  degree 
in  1942.  He  received  his  medical  degree  from  The  University 
of  Texas  Medical  Branch  at  Galveston  in  1945.  After  an  intern- 
ship at  St  Joseph  Hospital  in  Fort  Worth,  Dr  Terrell  served  in 
the  US  Air  Force.  Before  establishing  his  pediatric  practice  in 
McAllen  in  1950,  he  held  a residency  at  Children’s  Hospital  in 
Denver. 

Surviving  family  members  include  his  wife,  Marabeth  Terrell, 
McAllen,  and  daughter,  Julie  Fowler,  San  Antonio. 
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IN  MEMORIAM 

RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


E.  K.  BRYAN 
Amarillo,  1911-1986 

H.  R.  CAVENAUGH 
Midland,  1931-1986 

J.  C.  DICKSON 
Houston,  1903-1986 

A.  R.  HAZZARD 
Austin,  1923-1986 


J.  B.  OWENS,  JR. 
Rosebud,  1933-1986 

F.  G.  POPKESS 
Dallas,  1918-1986 

P.  D.  TERRELL 
McAllen,  1921-1986 


The  Memorial  Library  of  the  Texas  Medical 
Association  stands  as  a permanent  memorial 
to  physicians  who  have  served  their  patients, 
their  profession,  and  the  people  of  Texas. 

The  Friends  of  the  TMA  Memorial  Library 
is  an  organization  dedicated  to  enhancing  the 
Library  collection  through  support  by  individ- 
uals. Funds  for  this  organization  are  raised 
through  membership  recruitment  and  memo- 


rial donations  and  are  added  to  the  Texas  Me- 
morial Medical  Library  Fund. 

Contributions  to  the  Texas  Memorial  Medi- 
cal Library  Fund  provide  a valuable  support 
function  to  the  Memorial  Library  which  offers 
a full  range  of  medical  reference  and  audio- 
visual services  to  TMA  members  through- 
out the  state. 


THE  FRIENDS  OF  THE  TMA  MEMORIAL  LIBRARY  FUND 
1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


ANNUAL  MEMBERSHIP  ENROLLMENT 

I wish  to  become  enrolled  as  a Friend. 

□ Student  $ 5.00  □ Patron  $ 100.00 

□ Sustaining  $15.00  □ Life  $1,000.00 

□ Subscribing  $25.00 

NAME 

ADDRESS 

CITY/STATE/ZIP 


HONOR  AND  MEMORIAL  GIFTS 

□ In  memory  of  □ In  honor  of 

NAME 

OCCASION 

PLEASE  NOTIFY: 


Texas  Medicine 


lexas  Legacy:  You*re  the  missing  part. 


The  Texas  Historical  Foundation  is  producing  the 
most  important  and  lasting  tribute  to  the  Texas 
Sesquicentennial-'TcAY/.v  Lcg</(  V,”  a monumental 
sculpture  by  the  noted  Texas  artist,  Robert  Summers. 
Depicted  above,  this  magnificent  bronze  will  be 
approximately  40  feet  long,  20  feet  wide  and  17  feet 
high  and  will  weigh  some  20  tons,  making  it  one  of 
1 the  largest  cast  bronzes  in  the  country.  It  will  be 


placed  in  the  State  Capitol  complex  in  Austin,  as 
authorized  by  the  69th  Texas  Legislature. 

You  can  play  a part  in  this  historic  project,  which  has 
been  endorsed  by  the  Texas  Medical  Association.  Your 
contribution  of  $500  or  more  insures  that  your  name 
will  be  inscribed  on  the  Monument  base,  a lasting 
recognition  of  your  support  that  will  be  seen  for 
generations  to  come. 


TEXAS 

SESQUICENTENNIAL 

MONUMENT 


Space  on  the  monument  will  be  reserved 
in  order  of  payment  received. 


My  contribution  is: 
$5,000  _ 


$2,500 


$1,000 


My  inscription  on  the  inonuinent  should  read  as  follows: 


(Please  type  or  print  elearly) 


Name 


Address 
Citv 


State- 


Zip. 


Business  Phone  L 


Home  Phone  L 


$500 


Please  make  your  check  payable  to  The  Texas  Historical  Foundation.  Your  contribution  is  tax  deductible 

to  the  full  extent  allowed  by  law. 

580  Westlake  Park  Blvd.  • Suite  1640  • Houston,  TX  77079 


Texas  Physicians’  Directory 


ALLERGY 


CLINICS 


CORPUS  CHRISTI  ALLERGY  CLINIC 


Saul  Grossman,  MD,  FACA,  FAACIA,  Allergy-Dermatology 
Wallace  A.  Crozier,  MD,  FACA,  Certified  American  Boards  Pediatrics 

and  Allergy,  Diplomate  American  Board  of  Allergy  and  Immunology 


2530  Morgan,  Corpus  Christ!,  Texas;  882-3487 


CHARLES  A.  RUSH,  JR,  MD 

Diplomate/American  Board  of  Allergy  & Immunology 
Fellow,  AAA,  ACA,  AACIA 

Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 
Fort  Worth,  Texas  76118 


Two  complete  neurological  and  behavioral  medicine  facilities  dedicated 
to  DIAGNOSIS  AND  COMPREHENSIVE  CARE  OF  PATIENTS  WITH 
CHRONIC  RECURRENT  HEADACHES  with  emphasis  on  prophylactic 
treatment. 


HOUSTON  HEADACHE 
CLINIC 

Park  Plaza  Prof.  Bldg. 

1213  Hermann  Dr.  #855 
Houston,  Texas  77004 
713  528-1916 


DALLAS  HEADACHE 
CLINIC 

Douglas  Plaza 
8226  Douglas  Ave.  #325 
Dallas,  Texas  75225 
214  692-7011 


CAT  scan;  EEC;  EMC;  Evoked  Potentials;  Thermography;  Personality, 
Behavioral  and  Psychological  Evaluations.  Multimodality  approach  to 
management  of  headache  including  prophylactic  medications,  bio- 
feedback and  behavioral  therapy. 


NINAN  T.  MATHEW,  MD,  FRCP  (C) 

Neurologist-Director 


McGovern  allergy  clinic  Dallas  diagnostic  association 

Diagnosis  and  Treatment  of  Allergic  Diseases  iia^QQ?'^lnnn*"®'  ^5230 


John  P.  McGovern,  MD 
DIRECTOR-CONSULTANT 


Theodore  J.  Haywood,  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng,  MD 
Lawrence  C.  Thorne,  MD 
Venugopal  K.  Menon,  MD 
Robert  E.  Smith,  MD 
Gerald  T.  Machinski,  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 
Lyna  Kit  Lee,  MD 
Harlan  W.  Sindell,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinbere.  MD,  PhD 
Chinavudh  Wanissorn,  PhD 
Clenna  M.  Kyie,  PhD 


CONSULTANTS 
Evan  M.  Hersh,  MD 
IMMUNOLOGY 

James  A.  Knight,  MD 
PSYCHIATRY 

R.  John  Prevost,  MS 
AIR  POLLUTION 

Reuben  D.  Wende,  PhD 
ANTIGEN  AND  CLINICAL 
LABORATORIES 

John  A.  Thomas,  PhD 
BIOMETRICS 

Warren  E.  Schaller,  HSD 
Charles  F.  Kegley,  PhD 
ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland,  HSD 
HEALTH  EDUCATION 

George  R.  Kerr,  MD 
NUTRITION 


Certified  American  Board  of  Allergy  and  Immunology 
Diplomates  American  Boards  of  Pediatrics  and  Allergy 
6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


CARDIOLOGY 

J.  Edward  Rosenthal,  MD,  FACC 
David  A.  Schwartz,  MD 

GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 
Charles  S.  White,  III,  MD 

ALLERGY  AND  IMMUNOLOGY 
William  R.  Lumry,  MD 


RHEUMATOLOGY 
Carlos  M.  Kier,  MD 

INTERNAL  MEDICINE 
Joan  P.  Donley,  MD 
Larry  Dossey,  MD 
Tom  L.  Hampton,  MD 
David  A.  Haymes,  MD 
Carl  Thomas  Long,  III,  MD 
Jack  F.  Melton,  MD 
Joe  H.  Sample,  MD 
Peter  S.  Stack,  MD 
Rick  T.  Waldo,  MD 


Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


FORT  WORTH  HEADACHE  AND  MIGRAINE  CLINIC 

Comprehensive  Neurologic  Diagnostic  and  Treatment 
of  Chronic  Severe  Headache  Problems 

Frederick  J.  Fiederlein,  MD 

Neurologist 

4200  South  Hulen  Street,  Fort  Worth,  Texas  76109;  817  731-7222 


JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 

ANESTHESIOLOGY 


COLON  & RECTAL  SURGERY 


FT.  WORTH  PROCTOLOGIC  CLINIC,  PA 

Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

1050  West  Rosedale,  Fort  Worth,  Texas  76104; 

817  338-4501  (24  hours) 


EDWARD  A.  TALMAGE,  MD,  PA 

Pain  Management — Epidural  Steroid  Therapy 

Diagnostic  & Therapeutic  Nerve  Blocks 

Surgical  & Obstetrical  Anesthesiology 

Diplomate  American  Board  of  Anesthesiology 

7777  Southwest  Freeway,  Suite  1052,  Houston  77074;  713  988-7558 


DAVID  S.  PITA,  MD 

Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower,  Baylor  Medical  Plaza,  3600  Gaston  Avenue,  Suite  411,  Dallas, 
Texas  75246;  214  821-4300 

122  W.  Colorado,  Dallas,  Texas  75208;  214  942-8734 


TMA  1986/1987  Calendar  of  Events 

Interim  Meeting  House  of  Delegates,  Austin,  November  21-22 
Winter  Conference,  Austin,  February  6 
Annual  Session,  Houston,  May  13-17 


TMA  Forum  on  Medical  Issues 

. . . Another  service  of  your  association 


Texas  MecUcin 


DERMATOLOGY 


GASTROENTEROLOGY 


DAVID  R.  WEAKLEY,  MD,  FACP 

Dermatology — Dermatological  Surgery 
Including  Dermabrasion,  Chemical  Peeling 
and  Collagen  Injections 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


HERBERT  A.  BAILEY,  MD,  PA 

Diseases  of  the  Digestive  System 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 


WILLIS  I.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue 
Suite  1154,  Dallas,  Texas  75246;  214  827-5960 


(DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

I James  Lewis  Pipkin,  MD  Mary  jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209;  512  222-8651,  222-2001 
I (East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 blocks  to 
jTendick  on  left.  Office  in  middle  of  block.  Note  signs  and  arrows.) 

■ 

DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S.  Alkek,  MD 

Hair  Transplantation,  Scalp  Reduction, 

'Dermabrasion,  Chemical  Peel  and  Collagen 

iMedical  City  Dallas,  7777  Forest  Lane,  Building  B, 

'Suite  309,  Dallas,  Texas  75230;  telephone  214  788-0088 

I ■ ' ■■ 

iMOHS  SURGERY 

'For  Primary  and  Recurrent 
Cancer  of  the  Skin 
'Forrest  C.  Brown,  MD 
'Medical  City  Hospital 

^777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 

DIAGNOSTIC  RADIOLOGY 


COMPUTED  TOMOGRAPHY 
JlTemple  Independent  Scanner 
'|)tephen  J.  Vancura,  MD 

High  Resolution  In/Out  Patient  CT  (Head  or  Body) 
including  Tumor  Biopsy,  Interventional  Radiology 
!027  S.  61st  St.,  Suite  116,  Temple,  Texas  76501 
|117  774-9994 

•Jote:  24  hr.  Emergency  Services  Available 


ENDOCRINOLOGY 


GENERAL  SURGERY 


DRS.  VANDERPOOL,  LANE,  WINTER  & BONE 

David  Vanderpool,  MD,  FACS  John  W.  Winter,  MD,  FACS 

B.  Ward  Lane,  MD,  FACS  C.  Edward  Bone,  MD,  FACS 

Diplomates  American  Board  of  Surgery 

General  & Peripheral  Vascular  Surgery 

1008  N.  Washington,  Dallas,  Texas  75204;  214  823-2650 
7777  Forest  Lane,  Suite  204,  Dallas,  Texas  75230;  214  661-7860 


HAND  SURGERY 


L LEE  LANKFORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

DAVID  J.  ZEHR,  MD — Microsurgerv 
ARNOLD  V.  DiBELLA,  MD 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 

ROBERT  E.  BUNATA,  MD,  PA 
B.  J.  WROTEN,  MD,  PA 

Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane,  Suite  606,  Dallas,  Texas  75231;  214  368-3776 


KENNETH  D.  GLASS,  MD,  FACS 
Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 


iENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

itanlev  Feld,  MD,  FACP 
pilchard  Sachson,  MD,  FACP 
' iteven  Dorfman,  MD,  FACP 
itephen  Aronoff,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
pind  Endocrinology  and  Metabolism 

practice  Limited  to  Endocrinology  & Diabetes 

|i4B0  LaSierra  Drive,  Dallas,  Texas  75231;  214  363-5535 


ERIC  A.  ORZECK,  MD,  FACP 


•ndocrinology  & Diabetes 


1181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


ADRIAN  E.  FLATT,  MD,  FRCS 

Chief,  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue, 
Dallas,  Texas  75246;  Office  214  823-9440 


ROBERTA.  ERSEK,  MD 

Diplomate  of  American  Board  of  Plastic  Surgery 

JACINTO  ZAMBRANO,  MD 

Surgery  of  the  Hand 

30th  & Red  River,  Austin,  Texas  78704 
24  HRtf  512  474-HAND 
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EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 


WILLIAM  J.  VAN  WYK,  MD,  PA 

Surgery  of  the  Hand 

803  West  Terrell,  Fori  Worth,  Texas  76104 
Telephone  817  877-3113 


Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Computerized  Tomography 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3800  Gaston  Ave.,  Suite  303,  Dallas,  Texas  75246; 
214  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116,  Dallas,  Texas 
75230;  214  661-7010 


John  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  MD,  Neurology  and  Electroencephalography 

Murchison  Medical  Bldg.,  Suite  307 
1810  Murchison  Drive,  El  Paso,  Texas  79902 
Telephone  915  532-8901 


WEST  HOUSTON  HAND  CENTER,  PA 

Neal  R.  Reisman,  MD,  FACS 

Diplomate  American  Board  Surgery 

Diplomate  American  Board  Plastic  Surgery 

Member  American  Society  Surgery  of  the  Hand 

7515  S.  Main,  Suite  500,  Houston  77030;  713  795-5353 

12121  Richmond,  Suite  211,  Houston  77082;  713  558-5353 

7777  S.W.  Freeway,  Suite  224,  Houston  77074;  713  774-5353 


NEUROLOGICAL  SURGERY 


NEUROLOGY 


DIAGNOSTIC  AFFILIATES 

900  South  Loop  West,  #100 
Houston,  Texas  77054 

Electroencephalography 

EEC  service  via  telephone  transmission  to 

hospitals,  clinics  and  private  offices. 

Meyer  L.  Proler,  MD 
Director:  713  747-0661 


DRS.  LONG,  SCOTT  & COON 
NEUROSURGERY  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 

R.  Cordon  Long,  MD,  FACS 
Bennie  B.  Scott,  MD,  FACS 
)ohn  V.  Coon,  MD,  FACS 

Dinlomates  American  Board  of  Neurological  Surgery 

Baylor  Medical  Plaza,  605  Barnett  Tower,  3600  Gaston  Avenue, 

Dallas,  Texas  75246;  Telephone  214  826-7060 


DOCTORS  SMITH,  WHEELER  AND  PARKER,  PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 
David  Allen  Cech,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


NUCLEAR  MEDICINE 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology,  Obstetrics-Gynecology  and  Non-lnvasive 
Nuclear  Cardiology 


DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 

Charles  W.  Simpson,  MD  Richard  H.  lackson,  MD 

Morris  Sanders,  MD  Mark  ).  Cwikla,  MD 

W.  Robert  Hudgins,  MD  Casey  E.  Patterson,  MD  (Retired) 

5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg.,  Suite  620, 

Dallas,  Texas  75235;  214  637-0420 

8210  Walnut  Hill  Lane,  Presbyterian  Professional  Bldg.,  Suite  905; 

Dallas,  Texas  75231;  214  369-7596 

1302  Lane  St.,  Copper  Tree  Medical  Center,  Suite  300, 

Irving,  Texas  75062;  214  259-4768 


Herbert  C.  Allen,  Jr.,  MD,  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 

HERBERT  C.  ALLEN,  MD,  FACNM 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 

ONCOLOGY 


JACK  E.  McCALLUM,  MD,  PA 
PHILIP  C.  BECHTEL,  MD,  PA 
WARREN  D.  WILSON,  MD,  PA 

Diplomates  of  the  American  Board  of  Neurological  Surgery 
1522  Cooper,  Fort  Worth,  Texas  76104;  817  336-1300 


HEMATOLOGY-ONCOLOGY  ASSOCIATES  OF 
HOUSTON,  PA 

Cary  B.  Fleishman,  MD 
|oel  W.  Abramowitz,  MD,  PhD 

Diplomates  of  the  American  Boards  of  Internal  Medicine  & Medical  Oncology 
Diplomate  of  the  American  Board  of  Hematology  (JWA) 

909  Frostwood,  Suite  120,  Houston,  TX  77024;  713  467-1630 
6565  DeMoss,  Suite  211,  Houston,  TX  77074;  713  270-1188 


TMA  Physician  Health  and  Rehabilitation 


Hotline— 512  477-5575 
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Texas  Medicine 


OPHTHALMOLOGY 


TEXAS  RETINA  ASSOCIATES 


Albert  Vaiser,  MD 
William  B.  Snyder,  MD 
William  L.  Hutton,  MD 


Dwain  C.  Fuller,  MD 
Cary  Edd  Fish,  MD 
Rand  Spencer,  MD 


Diseases  and  Surgery  of  the  Retina  and  Vitreous 


5421  LaSierra,  Dallas,  Texas  75231;  214  692-6941 
3600  Gaston  Ayenue,  Dallas,  Texas  75246;  214  821-4540 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Aye.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


EYE  ASSOCIATES 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
William  Decker,  MD 

7777  Southwest  Freeway,  St.  916,  Houston,  Texas  77074;  713  777-7145 

STUART  A.  TERRY,  MD 

Sub-Specialty  Glaucoma 


M&S  Tower,  Suite  401,  730  N.  Main, 

San  Antonio,  Texas  78205;  512  226-5191 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 

EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 


OPHTHALMOLOGY  ASSOCIATES 

JOE  L.  BUSSEY,  MD — Cataract  and  Lens  Implant  Surgery 
RUFUS  A.  ROBERTS,  MD — Diseases  and  Surgery  of  the  Retina 
Cataract  and  Lens  Implant  Surgery 

THOMAS  H.  SMITH,  MD — Ophthalmic  Plastic  and  Reconstructive  Surgery 
DAN  E.  BRUHL,  MD — Cataract  and  Lens  Implant  Surgery 

JOHN  W.  ZERDECKI,  MD — Cataract  and  Lens  Implant  Surgery 
Refractive  Surgery 

DORIS  E.  JENSEN,  MD — Medical  Ophthalmology 

DAVID  HENDRICKS,  MD — Medical  and  Surgical  Ophthalmology 

JAMES  A.  SAVAGE,  MD — Glaucoma  Consultation  and  Surgery 

308  S.  Henderson,  Fort  Worth,  Texas  76104 
1-800-6-SIGHT,  817  355-5435,  appointments  817  335-6070 
se  habla  espanol 


HOUSTON  EYE  ASSOCIATES 

Charles  E.  Russo,  MD,  FACS 
Malcolm  L,  Mazow,  MD,  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins,  MD,  FACS 
Jeffrey  D,  Lanier,  MD,  FACS 
Michael  A,  Bloome,  MD,  FACS 
Paul  C,  Salmonsen,  MD,  FACS 
Richard  L,  Kimbrough,  MD,  FACS 
Jeffrey  B.  Arnoult,  MD 
Louise  Cooley  Kaldis,  MD 
William  H,  Quayle,  MD 
Sylyan  Brandon,  MD,  FACS,  FICS 

Richard  S,  Ruiz,  MD,  FACS 
Charles  A.  Garcia,  MD,  FACS 
Jack  T,  Holladay,  MD,  FACS 
Rosa  A.  Tang,  MD 

Houston  Eye  Associates  Building,  2855  Gramercy,  Houston,  Texas 
77025;  713  668-6828 

South  Pennzoil  Tower,  711  Louisiana,  Houston,  Texas  77002- 
713  224-4433 

Fountain  View  Medical  Plaza,  1622  Fountain  View,  Houston  Texas 
77057;  713  782-4406 

Center,  1203  Ross  Sterling,  Houston,  Texas  77030; 


PEDIATRIC  OPHTHALMOLOGY  OF  HOUSTON 

Monte  I.  Slavis,  MD 

Pediatric  ophthalmology  and  adult  strabismus 

7500  Beechnut,  Suite  130,  Houston,  Texas  77074 
713  270-4500 


ORTHOPEDIC  SURGERY 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 
Van  W.  Teeters,  MD 
Ronan  E.  O'Malley,  MD 

Limited  to  Retina  and  Vitreous 

1200  Binz,  Suite  400,  Houston,  Texas  77004- 
1-800-833-5921  or  713  524-1111 


HAROLD  GRANEK,  MD 


Diseases  and  Surgery  of  the  Retina  and  Vitreous 


1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


L,  Ray  Lawson,  MD 
Robert  D,  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R,  Stephen  Curtis,  MD 


William  A,  Bruck,  MD 
W,  Z,  Burkhead,  Jr,,  MD 
Richard  D,  Shubert,  MD 


W.  B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

A Professional  Association 

2909  Lemmon  Ave,,  Dallas,  Texas  75204;  214  521-2191 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817  335-4316 

Louis  J,  Levy,  MD,  PA 
Henry  C,  McDonald,  Jr,  MD 
Fred  W,  Sanders,  MD 
James  M,  Beckley,  MD 
Joseph  H,  Caines,  MD 
Steven  J,  Mackey,  MD,  PA 


JUDSON  P.  SMITH,  MD 

Diplomate/American  Board  of  Ophthalmology 

General  Ophthalmology  and  Ophthalmic  Surgery 
of  the  Anterior  Segment 

1350  South  Main,  Suite  3100,  Fort  Worth,  Texas  76104;  817  338-4081 


F,  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 
Mervyn  B.  Fouse,  MD 
John  H.  Judd,  Jr,  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

Diplomates  American  Board  of  Orthopedic  Surgery 
1701  Pine  Street,  Abilene,  Texas  79601 
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LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DOS,  MD 
Robert  A.  Peinert,  jr,  MD 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vayrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  C.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 

Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin,  MD 

6161  Harry  Hines,  Suite  220,  Dallas  75235;  214  630-8646 


G.  S.  GILL,  MD,  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 


3601  22nd  Place,  Lubbock,  Texas  79410 
Telephone  806  797-9119 


PATHOLOGY 


FORT  WORTH  MEDICAL  LABORATORIES 

Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


J.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES, 
INC. 

J.  S.  Wilkenfeld,  MD 

Diplomate  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 

Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008,  Houston,  Texas  77055;  713  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


AUSTIN  PATHOLOGY  ASSOCIATES 
MEDICAL  PARKWAY  CLINICAL  LABORATORY 

Anatomic  and  Clinical  Pathology,  Electron  Microscopy, 
Cytology  and  Dermatopathology 

Computerized  Results  Reporting  With  Telecommunications  Available 

A.  Q.  Da  Silva,  MD  Paul  A.  LeBourgeois,  MD 

Donald  A.  Parsons,  MD  Phillip  C.  Collins,  MD 

William  J.  Reitmeyer,  MD  David  R.  Ralph,  MD 

RENAL  PATHOLOGY:  Gerald  A.  Beathard,  MD 
Main  Lab:  711  W.  38th  Street — Suite  C-11,  Austin,  Texas  78705 
Mailine  Address:  P.O.  Box  9806,  Austin,  Texas  78766-0806 
Telephone:  512  452-2529 

Specimens:  Mail  to  Main  Lab 
Office  Pickup  Service  in  Austin  Area 


PHYSICAL  MEDICINE  & REHABILITATION 


ORTHOPAEDIC  SURGERY  ASSOCIATES  OF 
SAN  ANTONIO,  PA 

Ralph  J.  Curtis,  MD 
Jesse  C.  DeLee,  MD 
John  A.  Evans,  MD 

Athletic  Medicine,  Reconstructive  and  Traumatic 
Surgery  of  the  Shoulder  and  Elbow,  Hip,  Knee  and  Foot 
414  Navarro,  Suite  1128,  San  Antonio,  Texas  78205;  512  225-6045 
7711  Louis  Pasteur,  Suite  209,  San  Antonio,  Texas  78229;  512  697-9888 


OTOLARYNGOLOGY 


Drs,  Morton,  Blumenfeld  & Charbonneau,  PA 

ENT,  ENT  Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton,  Jr,  MD,  FACS 

Ronald  J.  Blumenfeld,  MD,  FACS 

Paul  A.  Charbonneau,  MD,  FACS 

Diplomates,  American  Board  of  Otolaryngology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 

10470  Vista  del  sol.  Suite  110,  El  Paso,  Texas  79925;  915  592-8666 


TMA  HealthWise  Series 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  rirst  grade  through  twelfth  grade 

David  E.  Gumper,  Administrator 
Larry  E.  Browne,  MD,  Medical  Director 


ROBERTO  C.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


PLASTIC  SURGERY 


Thomas  D.  Cronin,  MD,  FACS  Laurence  E.  Wolf,  MD,  FACS 

Raymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen,  MD,  FACS 

Thomas  M.  Biggs,  MD,  FACS  Ernest  D.  Cronin,  MD,  FACS 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 
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HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS 
Jonathan  J.  Dora,  MD,  FACS 
David  J.  Katrana,  DDS,  MD,  FACS 
James  B.  Stafford,  IV,  MD 
David  A.  Lee,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  713  795-5575 

Representing  TMA's  legislative  views 

. . . Another  service  of  your  association 


Texas  Medicine 


FORT  WORTH  PLASTIC  SURGERY  CLINIC 

David  A.  Grant,  MD,  FACS 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Piaslic  Surgery 

Aesthetic  and  Reconstructive  Plastic  Surgery 
Raymond  A.  Faires,  MD 
Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Piaslic  Surgery 

Larry  E.  Reaves,  MD 

Diplomate  American  Board  of  Surgery 

Plastic  and  Reconstructive  Surgery 
Hand  and  Micro  Surgery 

606  Medical  Plaza  Building 

800  Eighth  Avenue,  Fort  Worth,  Texas  76104 

817  335-4752  817  332-9441  817  335-4755 


VALENTIN  GRACIA,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  P.O.  Box  2476,  Fort  Worth,  Texas  76113;  817  336-0446 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  512  454-7659 


ROBERT  M.  WRIGHT,  JR,  MD 
VALERIE  WRIGHT,  MD 

Plastic,  Reconstructive,  Hand 

and  Microvascular  Surgery 

1700  Providence  Drive,  Waco,  Texas  76707 
Telephone  817  756-0111 


ROGER  D.  HARMAN,  MD 

Aesthetic,  Plastic  and  Reconstructive  Surgery 
Hand  and  Microsurgery 

747  Eighth  Avenue,  Fort  Worth,  Texas  76104 
817  335-4044 


COSMETIC  AND  RECONSTRUCTIVE 
PLASTIC  SURGERY  SPECIALISTS  PA 

Neal  R.  Reisman,  MD,  FACS  Mark  D.  Gilliland,  MD 

Diplomate  American  Board  Surgery 

Diplomate  American  Board  Plastic  Surgery 

American  Society  Plastic  and  Reconstructive  Surgery 

American  Society  Surgery  of  the  Hand 

7515  S.  Main,  Suite  500,  Houston  77030;  713  795-5353 

12121  Richmond,  Suite  211,  Houston  77082;  713  558-5353 

7777  S.W,  Freeway,  Suite  224,  Houston  77074;  713  774-5353 


PSYCHIATRY 


GONZALO  A.  AILLON,  MD 

Psychiatry-Bilingual 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  Office  512  696-2390;  Medicai  Exchange  512  227-6331 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  street.  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler,  Texas  75705;  214  593-8296 


JAMES  L.  MOORE,  MD,  FACS,  PA 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1200  Binz,  Suite  730 

Houston,  Texas  77004;  713  526-6161 


PLASTIC  SURGERY  CLINIC  OF  AUSTIN 

Robert  A.  Ersek,  MD 

Diplomate  of  American  Board  of  Plastic  Surgery 
Jacinto  Zambrano,  MD 

Aesthetics,  Plastic,  Reconstructive, 

Suction  Lipectomy,  and  Hand  Surgery 
30th  & Red  River,  Austin,  Texas  78705 
24  HR#  512  479-6805  & 512  474-HAND 

The  Burn  Care  Associates  has  been  organized  to  provide  care  for  burned 
patients.  Care  for  every  phase  of  burn  trauma  will  be  provided  from 
resuscitation  to  late  rehabilitation. 

John  E.  Carter,  MD  David  Mclnnis,  MD 

Lebaron  W.  Dennis,  MD  Donald  Novick,  MD 

Michael  M.  Duffy,  MD  Millie  Smith,  Coordinator 

Joe  Ford,  MD 

BURN  CARE  ASSOCIATES 

302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973  


3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75211;  214  296-6241 


RICHARD  G.  JAECKLE,  MD 

Psychiatry 

Diplomate,  American  Board  Psychiatry  & Neurology,  Child  Psychiatry 
Diplomate,  American  Board  Psychiatry  & Neurology,  Psychiatry 

Presbyterian  Professional  Building  II,  Suite  404, 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  696-0964 

C.  MARSHALL  BRADSHAW,  MD,  PA 

Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Child, 

Adolescent  and  Adult  Psychiatry 

Jerry  M.  Lewis,  MD 
Doyle  I.  Carson,  MD 
Keith  H.  Johansen,  MD 
James  K.  Peden,  MD 
Charles  G.  Markward,  MD 
Byron  L.  Howard,  MD 
Roy  H.  Fanoni,  MD 
Mark  P.  Unterberg,  MD 
John  C.  Looney,  MD 
Kathleen  B.  Erdman,  MD 
Don  C.  Payne,  MD 
Mark  J,  Blotcky,  MD 
L.  Dwight  Holden,  MD 

4600  Samuell  Blvd.,  Dallas,  Texas  75228 
214  381-7181 


TMA  Postgraduate  Courses 

. . . Another  service  of  your  association 


Paul  M.  Hamilton,  MD 
jerry  M.  Lewis,  111,  MD 
Tom  G.  Campbell,  MD 
Jeffrey  Class,  MD 
Grover  M.  Lawlis,  MD 
Conway  McDanald,  MD 
Gary  L.  Malone,  MD 
Edgar  P.  Nace,  MD 
Ernest  N.  Brownlee,  MD 
Michael  Madigan,  MD 
Perry  Talkington,  MD 
Joseph  D.  Gaspari,  MD 
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DALLAS  PSYCHIATRIC  ASSOCIATES 

A Partnership 

Telephone  214  247-1150  Answered  24  Hours 

Inpatient  and  Outpatient  Services  for 
Adult,  Adolescent,  and  Child  Psychiatry 


RHEUMATOLOGY 


DON  E.  CHEATUM,  MD,  FACP,  FCCP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 


Inpatient  and  Outpatient  Services  for 
Treatment  of  Alcoholism  and  Drug  Abuse 


Larrie  W.  Arnold,  MD 
Cary  L.  Etter,  MD 
Ronald  Fleischmann,  MD 
Bradford  M.  Goff,  MD 
Fred  L.  Griffin,  MD 
R.  Sanford  Kiser,  MD 
Grover  Lawlis,  MD 


Art  Mirzatuny,  MD 
John  L.  Peake,  MD 
William  M.  Pederson,  MD 
Leslie  H.  Secrest,  MD 
Angela  M.  Wood,  MD 
John  M.  Zimburean,  MD 


Brookhaven  Psychiatric  Pavilion,  LBj  at  Webbs  Chapel 
10  Medical  Parkway,  Suite  304,  Dallas,  Texas  75234 


Medical  City  Dallas,  7777  Forest  Lane,  Suite  B411, 

Dallas,  Texas  75230 

Trinity  Professional  Plaza,  4333  N.  josey  Lane,  Suite  307, 
Carrollton,  Texas  75010 


PULMONARY  DISEASES 


)ohn  R.  Burk,  MD,  FACP  David  R.  Stoop,  MD,  FACP,  FCCP 

Mitchell  C.  Kuppinger,  MD,  FCCP  W.  Steven  Trombold,  MD,  FCCP 
David  M.  Webb,  MD,  FCCP  David  H.  Plump,  MD,  FCCP 

R.  L.  "Lin"  Cash,  Jr,  MD 

Diplomates  of  American  Board  of  Internal  Medicine 


Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


THORACIC  SURGERY 


ALLAN  L.  GRAHAM,  MD,  FACS* 

KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L SHEPHERD,  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 
‘Also  certificate  of  special  qualification  in  general  vascular  surgery, 
American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 

RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 

Suite  404,  Dallas,  Texas  75246;  214  827-3890 

Hours  By  Appointment 


PULMONARY  CONSULTANTS  OF  TEXAS,  PA  REGIONAL  CARDIOVASCULAR  CENTER 


Physiology,  Diagnosis  Therapy,  Bronchoscopy, 
Pulmonary  Function,  Intensive  Care,  Endobronchoscopic 
Laser,  Pulmonary  Rehabilitation, 

Sleep  Apnea 
Reactive  Airway  Disease 

1307  Eighth  Avenue,  Suite  201,  Fort  Worth,  Texas  76104;  817  926-0242 

911-C  Medical  Centre  Dr.,  Arlington,  Texas  76012; 

817  461-0201  (Metro) 


Cardiac,  Vascular  and  Thoracic  Surgery 

Mario  O.  Kapusta,  MD 

Phillip  R.  Adams,  MD 

925  E.  Dawson,  Tyler,  Texas  75701 
214  593-9022 


UROLOGY 


RADIOLOGY 


THERAPEUTIC  RADIOLOGY  AT 
MEMORIAL  HOSPITAL 

Radiotherapy  Department 
7600  Beechnut 
Houston,  Texas  77074 

713  776-5622  Day  Phone 

713  776-5170  Night  and  Weekends 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 


ELGIN  W.  WARE,  JR,  MD 
GEORGE  E.  HURT,  JR,  MD 
L.  MICHAEL  GOLDSTEIN,  MD 
STEVE  M.  FROST,  MD 

Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Dolphus  E.  Compere,  MD  Ira  N.  Hollander,  MD 

Grant  F.  Begley,  MD  J.  Daniel  Johnson,  MD 

Hugh  Lamensdorf,  MD  A.  E.  Thurman,  MD 

Diplomates  of  American  Board  of  Urology 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 
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Practice  Limited  to  Radiation  Oncology 
External  or  Internal  Irradiation 
Inpatient  and  Outpatient  Services 


EUGENE  R.  TODD,  MD,  PA 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Wadley  Tower,  Suite  755,  Dallas,  Texas  75246 
214  826-3500 


TMA  Memorial  Library 


Representing  the  Profession 


. . . Another  service  of  your  association 


. . . Another  service  of  your  association 


Texas  Medicine 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD,  PA 
Donald  ).  Logan,  MD,  PA 
Donald  L.  McKay,  MD,  PA 
Christopher  D.  Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


KIRBY  B.  TARRY,  MD,  FACS 

Diplomate,  American  Board  of  Urology 

Adult  and  Pediatric  Urology 
Impotence  with  Prosthesis-Vasovasostomy 

1405  West  Illinois,  Midland,  Texas  79701 
915  687-4553 


SOUTHWEST  UROLOGY  ASSOCIATES 

Adult  and  Pediatric  Urology 

Ted  Boone,  MD  Wm.  A.  Freeborn,  MD 

Warren  M.  Greene,  MD  H,  Pal  Hezmall,  MD 

James  T.  Coggins,  MD  Kenneth  I.  ticker,  MD 

Diplomates  of  American  Board  of  Urology 
221  W.  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 
3450  W.  Wheatland  Road,  #60,  Dallas,  Texas  75211 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $32.00  per  column  inch  per  month  and  listings  must 
run  for  a minimum  of  six  months.  A discount  of  5%  is  allowed 
for  six  months'  advance  payment.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
Deadline  is  the  5th  of  the  month  preceding  publication  month. 


equation  equals  the  total  number  of  staff  members  in 
your  professional  practice  or  corporation.  Subtract 
from  that  number  all  but  one  staff  member  — yourself 

Vlliat  do  you  get?  Freedom.  Freedom  from  the 
expense  and  bother  of  personnel-related 
administrative  chores. 

Freedom  to  design  a benefits  and  retirement 
package  which  best  fits  yoi/r  own  needs,  without 
the  financial  and  administrative  burden  of  supplying 
like  coverage  for  every'  member  of  your  staff. 

Freedom  to  offer  your  staff  “large  corporation" 
benefits,  even  if  your  professional  practice  or  company 
is  modest  in  size. 


pnrsiGUNS 


We  are  announcing  opportunities  for 
you  to  serve  your  country  as  an  Air  Force 
w Reserve  physician/officer  You  can  make 
iN  new  professional  associations,  obtain 
CME  credit  and  help  support  the  Air 
, Force  missioh.  For  those  who  qualify, 

I.  retirement  credit  can  be  obtained  as 
well  as  low  cost  life  insurance.  One 
F weekend  a month  plus  two  weeks  a 
year  or  less  cah  bring  you  pride  and 
satisfaction  in  serving  your 
country. 


Call:  (512)  385-1816 

Or  Fill  Out  Coupon  and  Mail  Today! 

To.  Health  Profeeelona  Recruiting 

2610  RRS/RSH 

Bergstrom  AFB.  TX  76743-5000 

Namf! 

Address 

Clfv 

^tare  7ip 

Medical  specialty . 


-Prior  Service?  Yes No . 

Date  of  Birth 


JUR  F(ma:  RESERVE 


A GREAT  \AAY  TO  SERVE 


The  equation  can  work  for  you,  through  the  sen  ices 
of  Staff  Leasing,  Inc.  The  concept  is  simple.  Our 
company  hires  your  employees  and  leases  them  back 
to  you.  Your  office  routine  remains  unchanged,  except 
that  Staff  Leasing,  Inc.  handles  all  facets  of  personnel 
administration.  We  assume  responsibility  for  payroll 
and  related  accounting,  make  all  employer  contributions 
to  ta.xes  and  insurance  on  behalf  of  employees,  and 
manage  the  withholding  and  deposit  of  all  employee 
pay  roll  deductions. 

Because  a large  number  of  men  and  women  are 
employed  by  Staff  Leasing,  Inc.,  our  company  can 
provide  a package  of  employee  benefits  second  to 
none.  Your  staff  will  enjoy  group  medical  insurance, 
including  maternity  benefits;  group  dental  insurance; 
group  life  insurance;  a sound  retirement  plan; 
professional  liability  insurance;  worker's  compensation 
insurance;  and  more. 

Staff  leasing  is  also  a recognized  and  approved 
solution  to  the  afiiliated  service  group 
problem  presented  by  Internal  Revenue  Code 
Section  4l4(m). 

Staff  Leasing,  Inc.  is  not  an  employment  agency. 

We  simply  make  it  easier  for  you  to  operate  your 
professional  practice  or  corporation  with  existing 
staff.  Or  w'e  staff  your  office  with  new  employees, 
subject  to  your  approval. 

Freedom.  It’s  writing  one  check  a month  and  letting 
Staff  Leasing,  Inc.  do  the  rest. 

Let  us  work  out  a staff  leasing  plan  for  you.  It 
adds  up  to  a better  way  of  doing  business. 


Texas  office: 

Staff  Leasing,  Inc. 
7557  Rambler  Road, 
Suite  610 

Dallas,  Texas  75231 
(214)  696-0808 


Oklahoma  office: 

Staff  Lexsing,  Inc. 

P.O.  Box  12373 

Oklahoma  City,  Oklahoma  73 1 57 
(405)  94.3-3310 
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OPPORTUNITIES  AVAILABLE 


Academic/Government 

Board  certified  or  eligible  psychiatrist  10%  time 
(4  hrs.  a week).  To  provide  psychiatric  services  to 
children  and  adults  with  a history  of  abuse  and 
neglect.  Experience  in  evaluation  of  children  and 
adolescents  required.  Day  Clo  family  treatment  pro- 
gram, Austin  Travis  County  MHMR.  Annual  salary 
$7958.24.  For  more  information  contact  Susan 
Moore  at  512  477-4141. 


Anesthesiology 

Immediate  opportunity  available  for  an  anesthesi- 
ologist, board  certified  or  board  eligible  to  join 
two  anesthesiologists  at  a hospital  In  suburban 
Dallas-Fort  Worth  area.  Good  location.  Experience 
in  epidurals  essential.  No  heart  surgery.  Very  good 
salary  leading  to  partnership.  Call  817  282-5712  or 
write  to:  Dorothy  McElhaney,  530  Bedford  Road, 
Suite  219,  Bedford,  Texas  76022. 

Anesthesiologist  needed  to  join  21  physician  multi- 
specialty group.  Will  be  in  charge  of  clinic's  soon 
to  open  Same-Day-Surgery  Center.  Strong  considera- 
tion given  to  semi-retired  physician.  Send  CV  to 
Tammy  Stripling,  Malone  and  Hogan  Clinic,  1501 
W.  11th  Place,  Big  Spring,  Texas  79720. 


Emergency  Medicine 

Needed:  Emergency  physicians.  North  Central  Texas 
area,  full  and  part-time.  For  an  application  call 
817  336-8600  or  write  Emergency  Medicine  Con- 
sultants, PA,  1533  Merrimac  Circle,  Suite  202,  Fort 
Worth,  Texas  76107. 

Emergency  Physician — Local  Houston  ER  group 
needs  experienced  ER  physician.  Fee-for-service 
with  guarantee.  Contact  Greater  Houston  Emergency 
Physicians  Associates,  P.O.  Box  7445,  Houston, 
Texas  77248;  713  861-7942. 

Texas;  Dallas-Fort  Worth  & East  Texas.  Full-time 
positions  ayailable  at  seyeral  hospitals  in  the  Dallas- 
Fort  Worth  and  East  Texas  areas,  with  extremely 
attractive  fee-for-service  compensation  and  hourly 
guarantees.  Compensation  ranges  from  $65,000  to 
$105,000  annually.  Very  desirable  geographic  loca- 
tions include  Tyler,  Longview,  Greenville  and 
Marshall,  Texas.  Association  with  a strong  physician- 
oriented  group  proyides  attractiye  professional  op- 
portunities for  emergency  physicians.  Positions  are 
also  ayailable  for  primary  care  physicians  in  clinic 
settings.  Contact  Brenda  Lancaster,  Vice  President, 
Professional  Services,  EmCare,  Inc.,  3310  Live  Oak, 
Suite  400,  Dallas,  Texas  75204,  or  call  toll  free 
1-800-527-2145. 

Texas:  Emergency  department  locum  tenens  and 

weekend  coverage  available  in  various  locations. 
Competitive  hourly  rate  includes  malpractice  in- 
surance. Contact:  Emergency  Consultants,  Inc.,  2240 
South  Airport  Road,  Room  29,  Trayerse  City, 
Michigan  49684;  1-800-253-1795. 

Needed — Emergency  medicine  physicians  for  full 
and  part-time  positions  at  various  hospitals  in  the 
beautiful  Tennessee  Valley  and  North  Alabama. 
Flexible  schedules,  malpractice  coyerage  and  com- 
petitiye  salary  based  on  emergency  department 
volume.  Send  CV  to  Sue  Kirkland,  PCS,  Inc.,  P.O. 
Box  6,  Huntsville,  Alabama  35804. 

Texas — Full-time  ED  positions  available  in  North 
Texas  area.  Small  group,  flexible  scheduling.  ACLS 
and  US  education  required.  Send  CV  to  Ms.  Neu, 
Numed  Systems,  P.O.  Box  2122,  Denton,  Texas 
76202. 

Emergency  Medicine — Outstanding  opportunities  in 

Texas,  Oklahoma,  and  southwest  Louisiana.  Full  and 
part-time  positions  available  including  some  di- 
rectorships. Professional  liability  insurance  procured. 
Send  CV  to  Harry  Biggs,  Coastal  Emergency  Ser- 
vices, Inc.,  1425  Creenway  Dr,,  Suite  450,  Irving, 
Texas  75035  or  call  collect  Monday-Friday,  8:30-5  at 
214  258-5038. 


Family/General  Practice 

Wanted;  Family/general  practitioner  to  locate  in 
northeast  Texas  area.  Croup  setting.  Contact  Paul  R. 
Bennett,  300  West  Upshur,  Cladewater,  Texas 
75647;  phone  214  845-2281. 


Southeast  Texas — Take  over  existing  ACC  practice  at 
no  cost  to  you.  Opportunity  to  earn  over  $100,000 
the  first  year.  Must  have  excellent  rapport  with 
patients  and  ability  to  get  along  with  staff.  Require 
American  trained  and  board  certified/FP.  Call  or 
write  Robert  Morris,  2497  Liberty,  Beaumont,  Texas 
77702;  409  838-2636. 

Family  Practice — Enjoy  freedom,  excellent  income, 
paid  malpractice,  travel,  and  housing,  join  the  PRN 
staff  as  an  independent  contractor  providing  tempo- 
rary practice  coverage  for  our  colleagues.  Assign- 
ments from  one  week  to  several  months.  Contact 
PRN  (Physician's  Relief  Network),  1000  North  Wal- 
nut, Suite  A,  New  Braunfels,  Texas  78130;  1-800- 
531-1122. 

Family  Practitioner — BE/BC  needed  to  join  busy 
practice  in  the  lower  Rio  Grande  Valley  of  Texas. 
$65,000  guarantee  first  year  plus  incentive  bonus. 
Paid  malpractice  and  fringe  benefits.  Main  office  in 
Weslaco,  Texas  with  satellite  office  in  Elsa,  Texas. 
Anticipate  further  expansion.  Fluency  in  Spanish 
necessary.  OB  necessary.  Weekend  call  every  third 
week.  Near  South  Padre  Island  resort.  Address  in- 
quiries to  |.  A.  Lopez,  MD,  1311  E.  6th  Street, 
Weslaco,  Texas  78956;  telephone  512  968-1188. 

Busy  doctor  and  treatment  center  in  Southeast 
Texas  requires  assistant  and  eventual  partner.  GP 
willing  to  deliver  is  preferred  but  not  necessary. 
$100,000  plus  per  year  is  assured.  Apply  to  Dr. 
Joseph  S.  Vadas,  Groves  Diagnostic  and  Treatment 
Center,  P.O.  Box  1332,  Groves,  Texas  77619. 

Family  Practice  Physician  Wanted — Small  communi- 
ty in  Central  Texas  near  Bryan-College  Station. 
Please  reply  to  Ad-633,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

Family/general  practitioners  needed  to  become 
associated  with  our  rural  hospitals  located  in  or 
near  scenic  Texas  Hill  Country.  Independent  fee- 
for-service  practices  with  financial  guarantees.  Hos- 
pitals are  owned  by  HealthStar  Corporation. 
HealthStar  operates  five  rural  hospitals  in  Texas. 
Please  send  CV  or  call:  Physician  Relations, 
HealthStar  Corporation,  3S55  Timmons  Lane,  Suite 
700,  Houston,  Texas  77027;  713  627-2145. 

Opportunity  for  Family  Practitioner — Four-man 
group  in  suburban  area.  Large  practice.  Call  713 
440-3215. 

Family/Ceneral  Practice — Immediate  opportunity 
for  board  certified  FP  in  growing  rural  community 
near  Austin.  Call  coverage  available  from  two 
other  BE/BC  physicians.  Competitive  incentive 
package  including  income  guarantee  and  rent-free 
office  space  adjacent  to  hospital.  Reply,  in  con- 
fidence, to;  Physician  Resource  Network,  P.O.  Box 
37102,  Fort  Worth,  Texas  76117;  or  call  817  595- 
1128. 

Physicians  wanted  for  busy  Central  Texas  general 
practice.  Opportunity  for  partnership.  Three  person 
clinic.  New  40-bed  hospital.  Clinic  and  hospital 
practice.  No  obstetrics.  Good  income.  Close  to 
Houston,  Austin  and  San  Antonio.  Please  reply  to 
Ad-635,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


Internal  Medicine 

General  internist  wanted  to  join  busy  North  Dallas- 
Richardson  practice.  Associate  retiring.  Excellent  op- 
portunity for  a well  qualified  internist  with  a desire 
for  long  term  commitment.  If  you  would  like  to 
become  a respected  member  of  this  community, 
send  your  CV  to  George  M.  Markus,  MD,  2175 
Promenade  Center,  Richardson,  Texas  75080;  tele- 
phone 214  235-2304. 


Internist 

BC/BE,  US  trained — Needed  to 
join  three  physician  practice. 
Excellent  salary,  plus  full  benefits. 

Full  partnership  available. 
Starting  salary  $8000  per  month. 
Located  one  hour  from  Memphis, 
Tennessee  on  1-55.  Send  CV  to: 
Merrill  J.  Osborne,  MD 
Tenth  and  Highland 
Blytheville,  Arkansas  72315 
501/762-5360 


Obstetrics/Gynecology 

Obstetrics/ Gynecology — Immediate  opportunity  for 
BE/BC  OBG.  Lucrative  fee-for-service  in  non- 
litigious  northeast  Texas  community  with  strong, 
diversified  economy.  Large  service  area.  Income 
guarantee  and  competitive  incentive  package.  Exist- 
ing (busy)  American-trained  OBGs  eager  to  assist 
qualified  candidate.  Please  send  CV,  in  confidence, 
to;  OBG,  P.O.  Box  37102,  Fort  Worth,  Texas  76117, 
or  call  817  595-1128, 

Arizona — Immediate  opportunity  for  BE/BC  OBG. 
Board  certified  solo  physician  seeks  associate  for 
established  fee-for-service  practice.  Legitimate  need 
for  assistance  with  large  service  area  population. 
Salary  and  competitive  incentive  package;  early 
partnership.  Quality  lifestyle.  Reply,  in  confidence, 
to:  Physician  Resource  Network,  P.O.  Box  37102, 
Fort  Worth,  Texas  76117;  or  call  817  595-1128. 

Two  OBG  physicians  (BC  or  BE)  to  locate  in  pro- 
gressive community  which  is  made  up  of  agriculture 
and  light  industry.  The  county  has  over  30,000 
people  without  an  OBG  physician  practicing  in  a 
service  area  of  over  60,000.  A modern,  well- 
equipped  JCAH  fully  accredited  hospital,  with  a 
new  Doctors  Park  just  opened  next  door.  Located 
at  the  foothills  of  the  Ozark  Mts.,  area  provides 
outstanding  schools,  churches,  hospital,  shopping, 
recreational  opportunities,  and  easy  access  to 
metropolitan  areas.  Will  consider  paying  full  mal- 
practice insurance  premium.  Forward  resume  to: 
Administrator,  Dexter  Memorial  Hospital,  P.O.  Box 
279,  Dexter,  Missouri  63841. 


Orthopedic  Surgery 

Wanted:  Orthopedic  Surg  eon.  Position  available 
with  12-doctor  multispecialty  group  located  in  the 
Medical  City  Dallas  complex  in  North  Dallas.  All 
benefits  paid  for  by  the  group,  afternoon  off,  rotat- 
ing call  schedule.  Send  curriculum  vitae  to  Charles 
E.  Allbritton,  Administrator,  7777  Forest  Lane,  Suite 
240,  Dallas,  Texas  75230;  telephone  214  661-7700. 


Pediatrics 

Pediatrician  Wanted — JCAH  accredited  hospital  in 
the  northeast  Texas  area.  Contact  Paul  R.  Bennett, 
300  West  Upshur  Avenue,  Cladewater,  Texas  75647; 
phone  214  845-2281. 

Pediatrician  or  Pediatric  Subspecialist — Excellent  op- 
portunity to  join  well  established  active  practice. 
Spacious  new  office,  laboratory,  x-ray.  Popular  va- 
cation area,  warm  climate,  lakes,  ocean  beaches, 
university,  good  recreational  facilities.  Population 
250,000.  Salary  progressing  to  ownership.  Contact 
Adele  Bromiley,  MD,  Brownsville  Pediatric  Associa- 
tion, 2335  Central  Blvd.,  Brownsville,  Texas  78520; 
512  546-3126  (office),  542-0856  (home). 

Pediatrics — Opportunity  in  growing,  affluent  com- 
munity near  Fort  Worth  for  BE/BC  general  pedi- 
atrician. Work  with  young,  board  certified  OBG 
establishing  new  services.  Generous  incentive  pack- 
age including  income  guarantee.  Compatible  asso- 
ciate to  be  recruited  as  first  pediatrician  desires. 
For  information  without  cost  or  obligation  contact: 
Physician  Resource  Network,  P.O.  Box  37102,  Fort 
Worth,  Texas  76117;  817  595-1128. 


Radiology 

Locum  tenens,  diagnostic  radiologist  needed  to 
work  in  Laredo,  Texas.  Contact  G.  Salinas,  MD, 
1616  Logan,  Laredo,  Texas  78040. 

Diagnostic  Radiologist — Board  certified  or  eligible, 
immediate  opening  for  full  term  or  locum  tenens 
private  practice  position  in  Dallas-Fort  Worth  metro- 
plex  to  aggressive  professional.  There  are  in-patient 
and  out-patient  services.  Must  be  knowledgeable 
in  ultrasound,  special  procedures  and  CT.  Please 
reply  to  Ad-637,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


Other  Opportunities 

Immediate  Opening:  Excellent  opportunity  for  a 
specialist  in  FP,  OBG,  IM,  general  surgery  or  in- 
dustrial medicine  to  join  well  established  and 
rapidly  expanding  family  practice  group  in  San 
Antonio.  Our  facility  is  fully  equipped  as  a total 
health  care  center  with  laboratory,  x-ray,  stress 
testing,  bolter  monitoring,  and  pulmonary  function 
testing  already  established.  Plans  are  underway  to 
move  to  larger  facility  and  offer  increased  seryices. 

Texas  Medicine 


We  offer  competitive  guaranteed  salary,  corporate 
benefits  with  paid  professional  liability,  administra- 
tive and  support  staff,  affiliation  with  large  com- 
munity hospitals,  and  call  sharing  opportunities. 
Requires  well-rounded  abilities  in  both  an  out- 
patient and  hospital  practice.  Board  certification 
or  eligibility  required.  Dedication  to  high  quality, 
excellent  patient  empathy  and  communicative  skills 
mandatory.  Leadership  skills  and  entrepreneural 
interest  in  practice  desirable.  Tremendous  growth 
potential.  Immediate  opening  due  to  building  ex- 
pansion and  broadening  patient  base.  Send  CV, 
references  to  William  Conzaba,  MD,  PA,  The 
Doctor's  Office,  2101  Lockhill-Selma,  Suite  208, 
San  Antonio,  Texas  78213. 

Physicians  Wanted — Progressive  hospital  in  East 
Texas.  Contact  Paul  Bennett,  Administrator,  Glade- 
water  Municipal  Hospital,  300  West  Upshur,  Glade- 
water,  Texas  75647;  telephone  214  845-2281. 

Are  you  looking  for  a paved  highway  toward 
financial  success — where  you  will  receive  referrals 
from  other  doctors  because  they  are  too  busy  or 
retiring — where  there  is  no  animosity  towards  new 
physicians?  Immediate  openings  for  family  physi- 
cians, OBG,  internists,  pedis,  orthopods,  and 
surgeons  in  smaller  towns  in  Texas.  Contact  Texas 
Doctors  Croup,  702  Colorado,  Suite  102,  Austin, 
Texas  78701;  512  476-7129.  Toll  free  in  Texas 
1-800-331-8472. 

HCA  owns  or  manages  55  hospitals  in  Texas.  Op- 

ortunlties  for  all  non-hospital  based  specialties  in 

oth  metropolitan  and  rural  areas.  Send  curriculum 
vitae  to:  Carol  Siemers,  HCA,  P.O.  Box  1575,  Nash- 
ville, Tennessee  37202  or  call  1-800-251-1537. 


ATSI  Inc.,  an  established  nationwide  multi- 
specialty medical  recruiting  firm  in  Austin, 
Texas  is  seeking  Board  certified  and  Board 
eligible  physicians  in  the  following  specialties. 
First  year  guarantees  of  75K  to  1 20K  on  the 
following  positions. 

Gastroenterology 
General  Surgery 
Family  Practice 
OB/GYN 

General  Internal  Medicine 
Orthopedic  Surgery 
Pediatrics 

Nationwide  placements,  for  consideration 
send  CV  in  strict  confidence  to  Armando  L. 
Frezza,  Recruitment  Manager,  ATS!  Inc.,  PO 
Box  1387,  Round  Rock,  Texas  78680,  or  call 
512/255-6031. 


The  Medical  and  Surgical  Clinic  of  Sherman,  Texas 

is  currently  expanding  its  multispecialty  group  to 
I include  specialists  In  pediatrics,  ophthalmology  and 
otolaryngology.  Interested  parties  please  contact 
Ron  Marshall,  Administrator,  214  893-5138  (collect). 

Positions  Available — Seeking  BC/BE,  OBG,  general 
internist,  HEM/ON,  PS,  endocrinologist  to  ioin  an 
established  multispecialty  (non-prepaid)  clinic  in 
I South  Central  Texas.  Contact  Leroy  W.  Kitch,  Ad- 
i ministrator,  Skinner  Clinic,  124  Dallas  Street,  San 
Antonio,  Texas  78205. 

I San  Antonio:  Family  practice/emergency  medicine. 

I Immediate  opening  in  minor  emergency  center 
operating  14  hours  per  day.  Salary  and  fringes 
I negotiable.  Contact  Robert  W.  Kottman,  MD,  8210 
1 Pat  Booker  Road,  San  Antonio,  Texas  78233;  512 
653-8989. 

^ Physicians — Have  you  contacted  the  Texas  Medical 
Association  Placement  Service?  We  have  informa- 
tion for  many  specialties  on  practice  opportunities 
throughout  the  state.  Send  inquiries  to  Physicians 
Placement  Service,  Texas  Medical  Association,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701.  Call  512 
' 477-6704,  ext.  263.  No  charge  to  TMA  membersi 

Arizona  based  physician  recruitment  firm  has  op- 
portunities coast  to  coast.  "Professionals  working 
with  professionals."  Over  14  years  experience.  Call 
1 602  795-7474;  or  send  CV  to:  Mitchell  & Associ- 
' ates,  Inc.,  2761  N.  Country  Club  Road,  Suite  202, 
Tucson,  Arizona  85716. 

Your  choice  of  lifestyles  makes  up  the  winning 
1 combination  with  Medical  Networks.  Practice  op- 
I portunities  in  emergency  medicine  and  Medstop 
Convenience  Clinics  with  good  clinical  income  and 
r paid  malpractice.  Also,  hospital  sponsored  private 
t family  practices.  Contact  Director,  Physician  Man- 
, agement  Services,  Medical  Networks,  P.O.  Box 
4448,  Houston,  Texas  77210  or  call  collect  to 
' 713  999-4353. 

General  and  vascular  surgeon  to  (oin  well  estab- 
I lished  active  solo  practice  of  general/vascular 
, surgeon  in  city  of  100,000.  Salary  progressing  to 
li  partnership  and  eventually  to  assumption  of  prac- 
tice.  Send  CV  to  Ad-623,  TEXAS  MEDICINE,  1801 
:i  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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Expanding  Texas  multispecialty  group — Dallas/Fort 
VVorlh,  requires  BE/BC  physicians:  internal  medi- 
cine, OBG,  family  practice,  orthopedic  surgery, 
anesthesiology,  general  surgery,  pediatrics,  ENT, 
urology,  cardiology,  dermatology,  psychiatry.  Com- 
petitive salary  Extensive  benefits.  Direct  inquiry, 
CV  to:  Medical  Director,  Permanente  Medical  As- 
sociation of  Texas,  12720  Hillcrest,  Suite  600, 
Dallas,  Texas  75230 

Psychiatrist,  Clinical  Director  of  Adult  Services — 

Nu-Med  Psychiatric  is  seeking  an  adult  psychiatrist 
to  develop  an  outpatient  practice  and  provide  lead- 
ership on  a 28-bed  adult  unit  at  Pinelands  Hos- 
pital located  in  East  Texas.  Hospital  is  a 40-bed 
psychiatric  facility  planned  to  open  January  1987. 
Psychiatrist  will  be  able  to  divide  time  between 
outpatient,  local  MHMR  and  hospital  practice.  Will 
have  clinical  and  administrative  responsibilities  in- 
cluding staff  development,  establishing  and  imple- 
menting clinical  guidelines,  etc.  Candidates  should 
be  board  eligible/certified  and  have  Texas  license. 
Financial  assistance  package  available.  Send  CV  to 
Cindy  Musikantow,  Nu-Med  Psychiatric,  c/o  Hart- 
grove  Hospital,  520  Ridgeway  Avenue,  Chicago, 
Illinois  60624. 

Private  Practice  Opportunities — Summit  Health 
Ltd.,  a growing  health  care  corporation  is  seeking 
board  certified,  board  eligible  physicians  for  asso- 
ciation with  our  full-service,  JCAH  accredited  hos- 
pitals in  Texas  and  California.  Excellent  private 
practice  opportunities  are  available  in  general  prac- 
tice, OBG,  orthopedic  surgery,  rheumatology,  as 
well  as  other  specialties.  Financial  incentives  in- 
clude income  guarantee,  office  and  staff  support 
and  assistance  in  establishing  your  practice.  Please 
forward  your  curriculum  vitae  to:  Marni  Bragg, 
Physician  Recruiter,  Summit  Health,  1800  Avenue 
of  the  Stars,  Los  Angeles,  California  90067  or  call 
collect  at  213  201-4000. 

Texas  Practices — Small,  medium  sized  cities  and 
city  suburbs.  Most  fields.  We  are  interested  in 
your  wishes.  Please  send  CV  with  preferences  to 
W.  Sanford  Smith,  Professional  Practice  Manage- 
ment, Inc.,  900  Rockmead,  Kingwood,  Texas  77339. 

Expanding  20  physician  multispecialty  group  has 

three  openings:  Pediatrician,  allergist  and  active 
family  practitioner.  High  beginning  guaranteed 
salaries  in  addition  to  benefits  with  no  first  year 
expenses.  Send  CV  to  Tammy  Stripling,  Malone  and 
Hogan  Clinic,  1501  W.  11th  Place,  Big  Spring, 
Texas  79720. 

Texas  Opportunities — $7,500-$10,000  month  guaran- 
tees. Towns  and  cities.  CPs,  DOs,  FPs,  PDs,  CSs 
and  other  specialties.  Contact  Ray  Carter  or  Nancy 
McEntire  at  512  338-0041  or  send  CV  to  Kemper 
Resources,  9442  Capital  of  Texas  Hwy.  North,  Suite 
350,  Austin,  Texas  78759. 

Full  and  part-time  experienced  physicians  for  es- 
tablished and  expanding  family  care  clinic  in  North- 
west Houston.  Excellent  remuneration  and  working 
conditions;  flexible  scheduling.  Contact  Director, 
Medical  Center,  7925  FM  1960  West,  Houston, 
Texas  77070;  713  469-4560. 

Southwest,  individual  private  investor  seeks  pa- 
thologist to  explore  establishing  or  acquiring  clinical 
medical  laboratory.  Send  CV  in  strictest  confidence 
to  Ad-638,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


OPPORTUNITIES  SOUGHT 


We  have  physicians  who  are  looking  to  join  solo, 
partnerships,  or  multispecialty  groups  in  the  Texas 
area.  For  more  information  call  Medical  Advisory 
Croup,  Inc.,  214  758-9939. 

We  have  listings  of  physicians  desiring  to  relocate 
in  Texas.  Nearly  all  specialties  are  represented. 
There  is  no  charge  to  TMA  members  for  this 
service.  Contact:  Physicians  Placement  Service,  Tex- 
as Medical  Association,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701.  512  477-6704,  ext.  263. 

Board  certified  OBG  wishes  to  relocate  to  larger 
community.  Prefer  to  associate  with  another  in- 
dividual or  group,  but  will  consider  solo.  U.S. 
medical  graduate.  U.S.  specialty  trained.  Bilingual 
English/Spanish.  Good  practice  experience.  Please 
reply  to  Ad-632,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

Internist — Geriatrician,  BE,  15  years  private  practice 
experience.  Seeking  position  with  group  practice, 
medical  institution  or  medical  organization.  Avail- 
able fall  1986.  S.  Ortiz,  MD,  P.O.  Box  3906,  Corpus 
Christi,  Texas  78404. 

Medical  practice  administrator,  MS,  15  years  ex- 
perience, 25,000  active  patients,  responsible  for  all 
medical  and  business  management,  seeks  quality 
long  term  situation.  Terms  flexible,  negotiable. 
Dr.  P.  Callahan  & Associates,  P.O.  Box  1686,  Largo, 
Florida  34294;  813  584-4275. 

Board  certified  general  sui^eon  seeks  suitable  posi- 
tion. Prefer  small  or  medium  size  community.  Will 
consider  HMO  and  minor  emergency  centers.  Will- 
ing to  do  some  general  practice.  Hold  current 


Texas  license.  Available  immediately.  Please  reply 
to  Ad-630,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

Latex  Locums — We  have  BC/BE  MDs  in  radiology, 
internal  medicine,  etc.  Texas  and  Louisiana  licensed. 
Call  early.  512  346-1955. 


FOR  SALE  OR  LEASE 


Medical  Equipment 

50%  off  previously  owned  medical  laboratory, 

office,  x-ray,  ultra-sound  equipment  in  excellent 
condition.  We  buy,  sell,  broker  and  repair.  Ask 
about  our  Holter  Scanning  Services.  Appraisals  by 
Certified  Surgical  Consultants,  Medical  Equipment 
Resale,  Inc.,  24026  Haggerty  Road,  Farmington, 
Michigan  48018;  313  569-4407  anytime. 

Complete  set-ups  to  single  items.  Save  over  50% 
on  some  items.  Some  examples:  Ritter  power  tables, 
Medco  Sololator,  Burdick  EI<-8,  Nova  I,  x-ray  equip- 
ment, new  Procto  equipment.  All  guaranteed!  We 
buy,  sell  and  broker.  Call  or  write  Medexchange, 
12989  Jupiter,  Suite  203,  Dallas,  Texas  75238; 
214  341-6305  or  512  445-1898 

Holter  Monitor  Equipment  For  Sale — Circadian,  2/2 
year  old,  24  hour  cassette  tape  system.  Contains 
three  patient  monitors,  computer  scanning,  plus 
"real-time"  diagnostic  quality  single  lead  dis- 
closure. Contact  626  S.  Broadway,  Tyler,  Texas 
75701;  214  593-7955. 

Equipment  For  Sale— Storz  Laparoscope  with  Wisap 
CO2  Insufflator,  $1995;  Storz  Bipolar  Coagulator, 
$950;  Pelton  Crane  Manaclave,  16"  x 28"  chamber, 
one  year  old,  $3995;  Hewlett  Packard  1511B  EKC, 
$995;  llle  full-body  whirlpool,  $1250;  Amsco  22" 
surgery  lights;  cardiac  monitors;  GYN  tables;  labora- 
tory equipment;  and  more!  Very  good  condition. 
Mediquip-Scientific.  214  630-1660. 

New  Holter  Recorders — Dual  channel  can  be  yours 
for  as  little  as  $48  a month.  Call  for  information. 
DCG  Interpretation,  313  879-8860. 


Office  Space/Property 

San  Antonio — General  internist  desires  to  sublease 
ready-to-go  office  space  with  five  exam  rooms. 
Rapidly  growing  North  Central  location.  Ideal  for 
allergist,  dermatologist,  or  other  primary  care 
physician.  For  information  call  512  377-3224. 

Austin:  For  lease,  1300  sq.  ft.  duplex  near  Seton. 

Ideal  for  solo.  Waiting,  two  offices,  lab,  nurse's 
station  and  four  exam  rooms.  Ben  H.  White,  MD 
or  Kareh  Haslund,  MD,  512  454-8691. 

OBG,  GYN  or  general  surgeon — To  share  beauti- 
fully decorated  office,  fully  staffed  and  equipped, 
excellent  view  of  downtown  skyline.  Plaza  Medical 
Building.  Low  overhead.  Excellent  tor  doctor  with 
practice  in  suburbs.  Please  send  all  inquiries  to: 
Share  An  Office  Venture,  P.O.  Box  300732,  Hous- 
ton, Texas  77230-0732. 

Completely  equipped  medical  office,  1,200  sq.  ft., 
available  in  modern  medical  building  in  rapidly 
growing  semi-rural  community,  north  of  Dallas. 
Package  includes  tenant  improvements  with  very 
favorable  six  year  lease,  furniture,  medical  equip- 
ment and  partnerships  in  lab  and  x-ray.  Suitable 
for  FP  or  any  specialty.  Direct  inquiries  to  Ad-634, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

Vacation  Rentals,  Snowmass,  Colorado — House, 
three  bedrooms,  three  baths,  fully  equipped,  five 
minutes  from  ski  lifts.  Rent  direct  from  owner  and 
save  35%.  R.  N.  Barr,  MD,  7301  Mission  Road, 
Prairie  Village,  Kansas  66208,  or  call  evenings  913 
649-1277. 

For  Sale — Established  primary  care  5,000  sq.  ft. 
office.  Ideal  location.  Fully  equipped.  $480,000 
gross  last  12  months  with  two  physicians.  Will  in- 
troduce. Please  reply  to  P.O.  Box  852,  San  Marcos, 
Texas  78666. 

Two  Medical  Office  Spaces  for  Lease — Euless,  Texas, 
heart  of  booming  metroplex  in  established  location 
near  Harris  HEB  and  Northeast  Community  Hos- 
pitals. 1,500-1-  and  1,600-1-  sq.  feet — $9  per  foot, 
including  utilities.  X-ray  equipment  available  on 
premises;  pharmacy  on  premises.  Call  Bill  Wyatt 
at  817  282-6717  or  817  481-5158  or  write  701  W. 
Pipeline,  Hurst,  Texas  76053. 

Rio  Grande  Valley,  Mission,  Texas — Two  medical 
buildings  side  by  side.  One  building  was  pharmacy 
and  includes  all  fixtures.  Other  building  is  doctors 
clinic  and  includes  x-ray  machine  and  table,  3 
Welch  Allyn  eye  and  ear  wall  units,  plus  other 
medical  equipment.  Excellent  location  close  to  new 
102-bed  hospital  to  open  January  1987,  10  minutes 
to  McAllen  Medical  Center  with  new  300-bed  hos- 
pital, also  220-bed  hospital.  Only  one  and  a half 
hours  to  beautiful  South  Padre  Island.  The  Good- 
win Agency,  512  585-8813;  nights  512  581-7957. 


North  Dallas  Suburb — Up  to  3,400  sq.  ft.  available 
in  a garden  medical  office  building.  One  block 
south  of  Plano  General  Hospital.  All  aspects  of 
lease  are  negotiable.  Call  214  867-6500. 

Medical  or  surgical  subspecialist  to  sublet  and 
share  overhead  in  a new,  beautifully  decorated 
2,400  square  foot  office  located  across  the  street 
from  Seton  Hospital  in  Austin,  Texas.  Available 
lanuarv  1.  Rent  negotiable.  Please  respond  to  Ad- 
636,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701 . 

Completely  finished  medical  lease  space  available 
for  immediate  occupancy.  Four  treatment  rooms, 
laboratory,  x-ray  room,  private  office,  business  and 
reception  area.  Security  system.  Fort  Worth,  Texas. 
817  457-4481. 


Practices 

Very  good  family  practice  for  sale.  Northwest  San 
Antonio,  Texas.  Near  medical  center/schools.  In- 
formation call  512  349-1405. 

San  Antonio — Internal  medicine  practice  for  sale  in 
San  Antonio.  Long  established  practice  serving 
families  and  adults  only.  Practice  enjoying  over 
50%  net.  Four  days  per  week.  For  more  informa- 
tion, phone  713  771-5011. 

Houston,  family  practice  opportunity — 35  year  estab- 
lished FP  for  sale,  including  all  medical  equipment 
in  excellent  condition.  Cross  well  into  six  figures. 
Central  location  with  access  of  all  parts  of  the  city. 
Several  industrial  accounts.  Further  information 
713  522-9249. 

Gynecology:  Houston.  Extremely  large,  gynecology- 
only  practice  for  sale  in  Northwest  Houston.  Prac- 
tice enjoys  an  exceptional  net  income.  Doctor  re- 
tiring. Option  to  purchase  building.  AVi  days  per 
week  practice.  For  further  details  phone  713  771- 
5011.  TMH428. 

Family  Practice — San  Antonio,  Texas.  Well  estab- 
lished oyer  10  years.  Complete.  Call  N.  H.  Baxter, 
MD,  512  699-9300. 

Family  Practice  For  Sale — Family  of  deceased  phy- 
sician must  sell  40  year  established  practice  in 
Decatur,  Texas,  45  minutes  from  DFW  and  Metro- 
plex.  A thriving  friendly  community.  Own  building 
and  off-street  parking  lot.  Located  one  block  off 
town  square.  Completely  furnished  with  all  equip- 
ment including  x-ray,  lab  and  surgery  with  ample 
facilities  for  at  least  two  physicians.  Interested  in- 
dividuals please  contact:  joe  Valcik,  1700  W.  US 
380,  Decatur,  Texas  76234;  817  627-3735. 

Houston — Internal  Medicine  practice  for  sale  near 
the  Medical  Center.  For  information  call  713  528- 
2636. 

For  Sale — Half  of  established  family  practice, 

13,600  population.  West  Texas.  New  building, 
+ 250K  gross,  growth  potential.  Laboratory,  x-ray, 
treadmill  room,  10  examination  rooms,  minor 
surgery  room,  library,  kitchen.  Beautifully  decorated, 
8,000  square  feet  office  in  1.3  acres  of  land.  Half 
at  $380,000.  Snyder  Medical  Clinic,  Snyder,  Texas 
79549;  915  573-8594. 


BUSINESS  AND  FINANCIAL 
SERVICES 


Physician's  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt, 
courteous  service.  Competitive  fixed  rate,  with  no 
points,  fees  or  charges  of  any  kind.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free 
1-800-241-6905.  Serving  MDs  for  over  ten  years. 

Appraisals  of  Professional  Practices — Specializing  in 
valuations  for  partnership  buy-ins,  litigation,  divorce 
settlements,  financial  statements,  or  practice  sales. 
Experienced,  qualified  appraisals  for  the  health  care 
industry.  Contact  Dan  Lewis  at  LHP  Services  Inc. 
for  additional  information.  214  437-1180  or  write 
777  S.  Central  Expressway,  Suite  1-V,  Richardson, 
Texas  75080. 


CONTINUING  EDUCATION 


1987  CME  Cruise/Conferences  on  Selected  Medical 
Topics — Caribbean,  Mexico,  Hawaii,  Alaska,  China 
Orient,  Scandinavia/Russia.  7-14  days  year  round. 
Approved  for  20-24  CME  Category  1 credits  {AM/V 
PRA)  and  AAFP  prescribed  credits.  Distinguished 
professors.  Fly  roundtrip  free  on  Caribbean,  Mexi- 
can and  Alaskan  cruises.  Excellent  group  fares  on 
finest  ships.  Registration  limited.  Pre-scheduled  in 
compliance  with  present  IRS  requirements.  Informa- 
tion: International  Conferences,  189  Lodge  Avenue, 
Huntington  Station,  New  York  11746;  516  549-0869. 


MISCELLANEOUS 


Abortion  Alternatives!  Licensed  maternity  service 
offers  residential  and  non-residential  program  with 
counseling  and  medical  plan  for  the  expectant 
mother  who  is  planning  adoption  for  her  baby. 
Costs  adjusted  to  ability  to  pay.  MARYWOOD,  510 
West  26th  Street,  Austin,  Texas  78705;  phone  512 
472-9251.  (Formerly  Home  of  the  Holy  Infancy) 

Wanted  To  Buy — General  practice  or  general  prac- 
tice with  surgery.  Prefer  small  or  medium  size 
community.  Hold  current  Texas  license.  Could  take 
over  practice  at  short  notice.  Please  reply  to 
Ad-631,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701 . 


Advertising  Rates  & Data:  Regular  classi- 
fied advertising  sells  for  $30  (US  cur- 
rency) per  issue  for  50  words  or  less, 
payable  in  advance.  Display  classified  ad- 
vertising sells  for  $55  per  column  inch, 
per  month.  A variety  of  typefaces,  logos 
and  borders  may  be  used  in  display 
classified  ads.  Ad  numbers  can  be  sub- 
stituted for  formal  addresses  upon  request 
at  no  extra  cost.  Name  and  address  of  ad 
number  listings  cannot  be  given  out  un- 
less specific  permission  to  do  so  has 
been  given.  The  advertising  office  will  not 
contact  ad  number  holders  except  by 
mail.  Federal  laws  prohibit  references  to 
race,  color,  religion,  sex,  national  origin, 
or  age  unless  bona  fide  occupational 
qualifications.  Copy  deadline  is  the  5th  of 
the  month  preceding  publication.  Send 
copy  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


Help  develop 
our  natural  resources. 


The  kids  of  today  are  the  doctors 
and  nurses,  the  engineers  and  scien- 
tists. the  teachers  and  journalists, 
the  leaders  of  tomorrow. 

Only  with  your  help  can  they  be 
assurea  of  a first-rate  college  edu- 
cation because  today  colleges  are 
having  a hard  time  coping  with  the 
high  costs  of  learning. 

Please  give  to  the  college  of  your 
choice. 

Your  contribution  will  help 
develop  our  country’s  most  valuable 
natural  resources. 


Invest  in  the  future  of  America. 
Give  to  the  college  of  your  choice. 


A Public  Service  Message 


U.S.  Department 
of  Transportation 


The  Great  American 
Smokeout 

November  20, 1986 


Help  your  patients  take 
a day  off  from  smoking. 

Provide  your  smoking  patients  with  a gentle 
reminder  to  "Please  Stop  Smoking!"  with 
these  American  Cancer  Society  "prescrip- 
tion" forms.  Studies  show  that  there  is  high 
acceptance  of  health  messages  when  they  are 
given  directly  to  the  patient  by  his  or  her 
physician.  Take  this  opportunity  to  ask  your 
smoking  patients  to  give  it  up. 


A supply  of  these  prescription  forms  as  well 
as  information  on  other  Great  American 
Smokeout  material  is  available  from  your 
local  American  Cancer  Society  unit  or  the 
ACS  Texas  Division,  P.O.  Box  9863,  Austin 
78766,  telephone  512  928-2262. 
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Unless  it’s  Medical  Protective. 

As  you  consider  professional  liability  insurance, 
consider  this.  The  coverages  stated  in  the  policy  are 
basically  a promise  — a promise  to  be  here  when 
needed  regardless  of  legal  climate  or  economic 
conditions.  A company’s  ability  to  keep  this  promise 
is  critical  because  your  financial  security  may 
depend  on  it.  Unfortunately,  too  many  firms  are  now 
finding  the  task  impossible. 


stands  behind  both.  How  long  has  it  been  in  opera- 
tion? Has  it  weathered  some  of  the  tough  times?  Wil 
it  be  there  for  you  when  you  need  help? 

The  Medical  Protective  Company  pioneered  profes- 
sional liability  coverage  before  the  turn  of  the 
century  and  has  served  doctors  exclusively  ever 
since.  Over  500,000  of  them.  Through  good  times 
and  bad.  We’ll  be  here  when  you  need  us. 


Analyze  your  liability  insurance  options  carefully 
just  as  you  would  any  important  investment.  Go 
beyond  the  agent  and  the  policy  to  the  company  that 


Contact  The  Medical  Protective  Company  through 
one  of  our  general  agents.  History  shows  we  keep 
our  promises. 


Bruce  Crim,  Keith  H.  Prince  Wayne  L.  Kirk,  Mark  Lee  Gunter,  Richard  B,  Ross  Michael  Rollans 

Charles  F.  Curtice,  Daniel  S.  Marley  Suite  155,  7887  Katy  Freeway  Thomas  A,  Weisman 

Suite  570,  Allied  Lakewood  Bank  Center,  6301  Gaston  Avenue  Katy  Hollow  Office  Park  512  GPM  Life  Building 

Dallas  TX  75214-3947,  (214)  821-4640  Houston,  TX  77024,  (713)  682-8024  San  Antonio,  TX  78216,  (512)  344-590 


Texas  Medidn  \ 


CONFIRMED  BY  CLINICAL  EVIDENCE 


ZANTAC®  150  h.s. 

ranitidine  HCl/Glaxo  150  mg  tablets 


EFFECTIVE  MAINTENANCE  THERAPY 
for  healed  duodenal  ulcer  patients 


In  two  randomized,  double-blind,  and  wel 1 -control  led  clinical 
trials,  ZANTAC  150  mg  h.s.  significantly  superior  to  cimetidine 
400  mg  h.s.  for  maintenance  therapy  in  healed  duodenal  ulcers. 


Percent  of  patients  with  observed  duodenal  ulcer  recurrence 


0-4 

months 

0-8 

months 

0-12 

months 

No . 
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rani ti di ne 
150  mg  h.s. 

9% 
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21% 
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400  mg  h.s. 

*p  = 0.02 
tp=0.01 
+p<  0.004 

%=life-table  estimates 

All  patients  were  permitted  prn  antacids  for  relief  of  pain. 


These  two  trials  used  the  currently  recommended  dosing  regimen 
of  cimetidine  (400  mg  h.s.)  and  ranitidine  (150  mg  h.s.).  A 
comparison  of  other  dosing  regimens  has  not  been  studied. 

The  studied  dosing  regimens  are  not  equivalent  with  respect  to 
the  degree  and  duration  of  acid  suppression  or  suppression  of 
nocturnal  acid. 


The  superiority  of  ranitidine  over  cimetidine  in  these  trials 
indicates  that  the  dosing  regimen  currently  recommended  for 
cimetidine  is  less  likely  to  be  as  successful  in  maintenance 
therapy. 


Convenient  once-a-night  dose  with  a 
low  incidence  of  side  effects^ 

Headache,  sometimes  severe,  seems  to  be  related  to  ranitidine 
administration.  Other  side  effects  have  been  reported;  for  a 
complete  listing,  see  the  ADVERSE  REACTIONS  section  in  the  Brief 
Summary. 


No  significant  interference  with  the  hepatic  cytochrome 

P-450  enzyme  system  at  recommended  doses 


ZANTAC  150  mg  has  no  significant  drug  interactions  with 
theophylline,  phenytoin,  or  warfarin.  The  bioavailability  of 
certain  medications  whose  absorption  is  dependent  on  a low  gastric 
pH  may  be  altered  when  ZANTAC  or  other  medications  that  decrease 
gastric  acidity  are  administered. 


Zmtaciso 

ranitidine  HCI/Glaxo  150  mg  tablets 

One  tablet  at  bedtime 
for  maintenance 


See  next  page  for  references  and 
Brief  Summary  of  Product  Information. 

Glaxo/<^. 


Zmtacso 

ramWineHCl/Glaxo  150  mg  tablets 

One  tablet  at  bedtime  for  maintenance  therapy 
in  healed  duodena!  ulcer  patients 


References: 

1 Silvis  SE.  Griffin  J.  Hardin  R.  et  al  Final  report  on  the  United 
States  multicenter  trial  comparing  ranitidine  to  cimetidme  as 
maintenance  therapy  following  healing  of  duodenal  ulcer.  JChn 
Gastroenterol  1985;7(6)  482-487 

2.  Gough  KR,  Korman  MG.  Bardhan  KD,  et  al  Ranitidine  and 
cimetidme  in  prevention  of  duodenal  ulcer  relapse  A double- 
blind. randomised,  multicentre,  comparative  trial  Lancet 
1984,11  669-662. 

3.  Data  available  on  request.  Glaxo  Inc. 

ZANTAC^  150  Tablets  BRIEF  SUMMARY  OF 

(ranitidine  hydrochloride)  PRODUCT  INFORMATION 

ZANTAC'^  300  Tablets 
(ranitidine  hydrochloride) 

See  complete  product  information  before  prescribing.  The  follow- 
ing IS  a brief  summary. 

INDICATIONS  AND  USAGE:  ZANTAC*-  is  indicated  in: 

1-  Short-term  treatment  of  active  duodenal  ulcer  Most  patients 
heal  within  four  weeks. 

2 Maintenance  therapy  for  duodenal  ulcer  patients  at  reduced  dos- 
age after  healing  of  acute  ulcers. 

3 The  treatment  of  pathological  hypersecretory  conditions  (eg, 
Zollinger-Ellison  syndrome  and  systemic  mastoc^osis). 

4.  Short-term  treatment  of  active,  benign  gastric  ulcer  Most 
patients  heal  within  six  weeks  and  the  usefulness  of  further  treat- 
ment has  not  been  demonstrated. 

5.  Treatment  of  gastroesophageal  reflux  disease  (GERO)  Symptom- 
atic relief  commonly  occurs  within  one  or  two  weeks  after  starting 
therapy.  Therapy  for  longer  than  six  weeks  has  not  been  studied. 

In  active  duodenal  ulcer,  active,  benign  gastric  ulcer,  hyper- 
secretory states;  and  GERD,  concomitant  antacids  should  be 
given  as  needed  for  relief  of  pain. 

CONTRAINDICATIONS:  ZANTAC’^  is  contraindicated  for  patients 
known  to  have  hypersensitivity  to  the  drug 
PRECAUTIONS:  General:  1.  Symptomatic  response  to  ZANTAC"^ 
therapy  does  not  preclude  the  presence  of  gastric  malignancy.  2, 
Since  ZANTAC  is  excreted  primarily  by  the  kidney,  dosage  should 
be  adjusted  m patients  with  impaired  renal  function.  Caution 
should  be  observed  m patients  with  hepatic  dysfunction  since 
ZANTAC  IS  metabolized  m the  liver 

Laboratory  Tests:  False-positive  tests  for  urine  protein  with 
Multistix*  may  occur  during  ZANTAC  therapy,  and  therefore  test- 
ing with  sulfosaiicylic  acid  is  recommended 
Drug  Interactions:  Although  ZANTAC  has  been  reported  to  bind 
weakly  to  cytochrome  P-460  in  vitro,  recommended  doses  of  the 
drug  do  not  inhibit  the  action  of  the  cytochrome  P-450-linked  oxy- 
genase enzymes  in  the  liver.  However,  there  have  been  isolated 
reports  of  drug  interactions  which  suggest  that  ZANTAC  may  affect 
the  bioavailability  of  certain  drugs  by  some  mechanism  as  yet  un- 
identified (eg.  a pH -dependent  effect  on  absorption  or  a change  in 
volume  of  distribution). 

Carcinogenesis,  Mutagenesis.  Impairment  of  Fertility:  There  was  no 
indication  of  tumorigenic  or  carcinogenic  effects  in  lifespan  stud- 
ies in  mice  and  rats  at  doses  up  to  2,000  mg/kg/day 
Ranitidine  was  not  mutagenic  in  standard  bacterial  tests 
(Salmonella.  E coli)  for  mutagenicity  at  concentrations  up  to  the 
maximum  recommended  for  these  assays. 

In  a dominant  lethal  assay,  a single  oral  dose  of  1,000  mg/kg  to 
male  rats  was  without  effect  on  the  outcome  of  two  matings  per 
week  for  the  next  nine  weeks. 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  B.  Reproduc 
tion  studies  have  been  performed  in  rats  and  rabbits  at  doses  up  to 
160  times  the  human  dose  and  have  revealed  no  evidence  of 
impaired  fertility  or  harm  to  the  fetus  due  to  ZANTAC.  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  preg- 
nancy only  if  clearly  needed. 

Nursing  Mothers:  ZANTAC  is  secreted  in  human  milk.  Caution 
should  be  exercised  when  ZANTAC  is  administered  to  a nursing 
mother 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established 

Use  in  Elderly  Patients:  Ulcer  healing  rates  in  elderly  patients  (65  to 
82  years  of  age)  were  no  different  from  those  in  younger  age 


groups.  The  incidence  rates  for  adverse  events  and  laboratory 
abnormalities  were  also  not  different  from  those  seen  in  other  age 
groups 

ADVERSE  REACTIDNS:  The  following  have  been  reported  as  events 
m clinical  trials  or  in  the  routine  management  of  patients  treated 
with  oral  ZANTAC®.  The  relationship  to  ZANTAC  therapy  has  been 
unclear  in  many  cases.  Headache,  sometimes  severe,  seems  to  be 
related  to  ZANTAC  administration. 

Central  Nervous  System:  Rarely,  malaise,  dizziness,  somnolence, 
insomnia,  and  vertigo.  Rare  cases  of  reversible  mental  confusion, 
agitation,  depression,  and  hallucinations  have  been  reported,  pre- 
dominantly in  severely  ill  elderly  patients. 

Cardiovascular:  Rare  reports  of  tachycardia,  bradycardia,  and  pre- 
mature ventricular  beats. 

Gastrointestinal.  Constipation,  diarrhea,  nausea/vomiting.  and 
abdominal  discomfort/ pain. 

Hepatic:  In  normal  volunteers.  SGPT  values  were  increased  to  at 
least  twice  the  pretreatment  levels  in  6 of  12  subjects  receiving 
100  mg  qid  IV  for  seven  days,  and  in  4 of  24  subjects  receiving 
50  mg  qid  IV  for  five  days.  With  oral  administration  there  have 
been  occasional  reports  of  reversible  hepatitis,  hepatocellular  or 
hepatocanalicular  or  mixed,  with  or  without  jaundice. 
Musculoskeletal:  Rare  reports  of  arthralgias. 

Hematologic:  Rare  reports  of  reversible  leukopenia,  granulocy- 
topenia, thrombocytopenia,  and  pancytopenia 
Endocrine:  Controlled  studies  in  animals  and  man  have  shown  no 
stimulation  of  any  pituitary  hormone  by  ZANTAC  and  noantiandro- 
genic  activity,  and  cimetidine-induced  gynecomastia  and  impo- 
tence in  hypersecretory  patients  have  resolved  when  ZANTAC  has 
been  substituted  However,  occasional  cases  of  gynecomastia, 
impotence,  and  loss  of  libido  have  been  reported  in  male  patients 
receiving  ZANTAC,  but  the  incidence  did  not  differ  from  that  in  the 
general  population. 

Integumental:  Rash,  including  rare  cases  suggestive  of  mild  ery- 
thema multiforme,  and,  rarely,  alopecia 

Other:  Rare  cases  of  hypersensitivity  reactions  (eg.  bronchospasm, 
fever,  rash,  eosmophilia)  and  small  increases  in  serum  creatinine. 
DOSAGE  AND  ADMINISTRATION:  Active  Duodenal  Ulcer:  The  current 
recommended  adult  oral  dosage  is  150  mg  twice  daily.  An  alter- 
nate dosage  of  300  mg  once  daily  at  bedtime  can  be  used  for 
patients  in  whom  dosing  convenience  is  important.  The  advan- 
tages of  one  treatment  regimen  compared  to  the  other  in  a particu- 
lar patient  population  have  yet  to  be  demonstrated. 

Maintenance  Therapy:  The  current  recommended  adult  oral  dosage 
IS  150  mg  at  bedtime 

Pathological  Hypersecretory  Conditions  (such  as  Zollinger-Ellison 
Syndrome):  The  current  recommended  adult  oral  dosage  is  150  mg 
twice  a day.  In  some  patients  it  may  be  necessary  to  administer 
ZANTAC®  150-mg  doses  more  frequently.  Doses  should  be  adjusted 
to  individual  patient  needs,  and  should  continue  as  long  as  clini- 
cally indicated.  Doses  up  to  6 g/day  have  been  employed  in 
patients  with  severe  disease. 

Benign  Gastric  Ulcer;  The  current  recommended  adult  oral  dosage 
IS  150  mg  twice  a day 

GERD:  The  current  recommended  adult  oral  dosage  is  150  mg 
twice  a day. 

See  full  prescribing  information  for  dosage  adjustment  for 
patients  with  impaired  renal  function 

HOW  SUPPLIED:  ZANTAC®  300  Tablets  (ranitidine  hydrochloride 
equivalent  to  300  mg  of  ranitidine)  are  yellow,  capsule-shaped 
tablets  embossed  with  “ZANTAC  300“  on  one  side  and  “Glaxo"  on 
the  other.  They  are  available  in  bottles  of  30  (NDC  0173-0393-40) 
and  unit  dose  packs  of  100  tablets  (NDC  0173-0393  47) 
ZANTAC®  150  Tablets  (ranitidine  hydrochloride  equivalent  to 
150  mg  of  ranitidine)  are  white  tablets  embossed  with  “ZANTAC 
150“  on  one  side  and  “Glaxo”  on  the  other.  They  are  available  in 
bottles  of  60  tablets  (NDC  0173-0344-42)  and  unit  dose  packs  of 
100  tablets  (NDC  0173-0344  47). 

Store  between  15  and  30  C (59  and  86  F)  in  a dry  place.  Protect 
from  light.  Replace  cap  securely  after  each  opening. 

© Copyright  1983,  Glaxo  Inc.  All  rights  reserved.  June  1986 
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AND  ONUfauto  leasing  company  endorsed 
by  both  the  Texas  Medical  Association  and  the 
Tarrant  County  Medical  Society,  with  good  reason. 
Call  our  toll-free  number  for  more  information. 

1-800-442-6158 


TRANS-TEXAS  LEASING 
9330  LBJ  Frwy,  Suite  635 
Dallas,  TX  75243 

1-214-699-9494 
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Belton  G.  ^riffir 
Frederick  f|.  Lu 
Dean  C.  Sdichdr 
Margaret  E j Bri 
Robert  S.McFa 


PATHOLOGY 

Paul  B.  Radelat,  MD 
Ashok  M.  Balsaver,  MD 

,,^PUDMONARY  DISEASE 

C^e  E.  Reed,  MD 
per  3 R.  Lindley,  MD 
-Jyiai  in  L.  Kaplan,  MD 
'^el  ion  A.  Fernandez,  MD 

RA  lOLOGY 

^^^^ill  im  L.  Hinds,  MD 
b.  F'.  Eldridge,  MD 
-Jpav  d D.  Lawrence,  MD 
(Gha  ies  A.  Spain,  MD 
boe  p.  Wilson,  MD 
Z^oviard  J.  Pollock,  MD 
Ueff  3y  A.  Klein,  MD 
— Rictiard  J.  Frachtman,  MD 

^HliUMATOLOGY 

'^ohii  E.  Norris,  MD 
''Panilyn  A.  Smith,  MD 
-~-ilC[hti  J.  Zieminski,  MD 

Administration 


tiRob 

j^'Ac 


rt  B.  Hall, 
inistrator 


Texas  Medicine 


Continuing  Education  directory 


COURSES 


NOVEMBER 

Anesthesiology 

Nov  7-8,  1986 

BAY-CAP  XI,  Westin  Galleria  Hotel,  Houston.  Fee  TBA.  Credit  TBA. 
Contact  Lynne  Tiras  or  Vicki  Forgac,  Baylor  College  of  Medicine,  One 
Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Arthritis  and  Rheumatism 

Nov  13,  1986 

SYMPOSIUM  ON  DISEASES  OF  THE  HIP,  Texas  Women’s  University, 
Presbyterian  Hospital,  Dallas.  Fee  S45  physicians;  815  residents.  Cate- 
gory 1 , AMA  Physician’s  Recognition  Award;  6 hours.  Contact  Lela 
Breckenridge,  Continuing  Medical  Education,  Presbyterian  Hospital, 
8200  Walnut  Hill  Lane,  Dallas,  TX  75231  (214)696-8458 

Nov  21,  1986 

CURRENT  TOPICS  IN  RHEUMATOLOGY.  Marriott  Hotel  Medical  Cen- 
ter, Houston.  Fee  TBA.  Credit  TBA.  Contact  Carol  Soroka  or  Vicki 
Forgac,  Office  of  Continuing  Education,  Baylor  College  of  Medicine, 
One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Dermatology 

Nov  1,  1986 

DERMATOLOGY  UPDATE.  Baylor  University  Medical  Center,  Dallas. 
Fee  TBA.  Credit  TBA.  Contact  Alan  Menter,  MD,  3707  Gaston  Ave, 
#700,  Dallas,  TX  75246  (214)820-7546 

Emergency  Care 

Nov  13-15,  1986 

6TH  ANNUAL  WILLIAM  BEAUMONT  ARMY  MEDICAL  CENTER 
TRAUMA  SYMPOSIUM:  FLUIDS  AND  NUTRITION  FOR  THE  META- 
BOLIC SUPPORT  OF  THE  TRAUMA  PATIENT.  Airport  Hilton  Inn,  El 
Paso,  Tex.  Fee  880  physicians;  830  RNs,  LVNs,  EMTs;  no  charge  for 
students.  Category  1,  AMA  Physician’s  Recognition  Award;  18  hours. 
Contact  Martha  May,  Trauma  Service,  William  Beaumont  Army  Medical 
Center,  El  Paso,  TX  79920-5001  (915)569-2621/2787 

Gastroenterology 

Nov  11-15,  1986 

CURRENT  APPROACHES  FOR  THE  DIAGNOSIS  AND  TREATMENT  OF 
GASTROINTESTINAL  CANCER.  Intercontinental  Hotel-Galleria,  Hous- 
ton. Fee  8285  before  Oct  20,  8325  after  Oct  20  and  on-site.  Credit 
TBA.  Contact  Shirley  Roy,  Conference  Services,  HMB  131,  M,  D.  Ander- 
son Hospital  and  Tumor  Institute,  6723  Bertner  Ave,  Houston,  TX 
77030  (713)792-2222 

General  Medicine 

Nov  6-7,  1986 

NATIONAL  EPSTEIN  BARR  VIRUS  CONFERENCE.  Lyndon  Baines 
Johnson  Auditorium,  The  University  of  Texas  at  Austin,  Austin,  Tex.  Fee 
8300.  Category  1,  AMA  Physician’s  Recognition  Award;  1 1 hours.  Con- 
tact Elizabeth  Trower,  President,  Health  Education  Research  Advocacy, 
Inc,  PO  Box  160486,  Austin,  TX  78746  (512)327-8439 


Internal  Medicine 

Nov  6-7,  1986 

AMERICAN  COLLEGE  OF  PHYSICIANS,  TEXAS  ACADEMY  CHAPTER, 
REGIONAL  SCIENTIFIC  PROGRAM/TEXAS  SOCIETY  OF  INTERNAL 
MEDICINE  SOCIOECONOMIC  PROGRAM.  Intercontinental  Hotel, 
Houston.  Fee  895  ACP/TSIM  members,  8120  nonmembers.  Category  1 , 
AMA  Physician’s  Recognition  Award;  10  hours.  Contact  Major 
Bradshaw,  MD,  FACP,  6565  Fannin,  MS  910,  Houston,  TX  77030 
(713)790-2507 

Nov  14-15,  1986 

INTERNAL  MEDICINE  SYMPOSIUM.  Holiday  Inn  Civic  Center,  Lub- 
bock, Tex.  Fee  TBA.  Category  1,  AMA  Physician’s  Recognition  Award; 
hours  TBA.  Contact  Vicki  Hollander,  Office  of  Continuing  Medical  Edu- 
cation, Texas  Tech  University  Health  Sciences  Center,  Lubbock,  TX 
79430  (806)743-2929 

Nov  21-22,  1986 

UPDATE  IN  SEXUALLY  TRANSMITTED  DISEASES.  The  University  of 
Texas  Health  Science  Center,  Room  D 1.600,  Dallas.  Fee  875.  Category 
1 , AMA  Physician’s  Recognition  Award;  1 3 hours.  Contact  Ann 
Parchem,  Division  of  Continuing  Education,  UTHSC,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235  (214)688-2166 

Neurology 

Nov  22,  1986 

NEUROPSYCHIATRIC  ASPECTS  OF  DEPRESSION.  The  University  of 
Texas  Health  Science  Center,  San  Antonio,  Tex.  Fee  875  before  Oct  31, 
890  after  Oct  31-  Category  1,  AMA  Physician’s  Recognition  Award; 

7 hours.  Contact  UTHSC,  Office  of  Continuing  Medical  Education, 

7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (512)691-6295 

Obstetrics  and  Gynecology 

Nov  15,  1986 

MANAGEMENT  OF  THE  PROBLEM  INFERTILE  COUPLE.  The  Univer- 
sity of  Texas  Health  Science  Center,  Room  D1.600,  Dallas.  Fee  8135. 
Category  1 , AMA  Physician’s  Recognition  Award;  hours  TBA.  Contact 
June  Bovill,  Continuing  Education,  UTHSC,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  (214)  688-2166 

Pediatrics 

Nov  6-8,  1986 

VIOLENCE  IN  AMERICA:  SOUTHWEST  REGIONAL  RESEARCH  CON- 
FERENCE. Plaza  of  the  Americas  Hotel,  Dallas.  Fee  8185.  Category  1, 
AMA  Physician’s  Recognition  Award;  1 2 hours.  Contact  June  Bovill, 
Division  of  Continuing  Education,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)688-2166 

Nov  14-15,  1986 

PEDIATRICS  FOR  THE  PRACTITIONER:  20TH  ANNUAL  KENNETH  C. 
HALTALIN  PEDIATRICS  SEMINAR.  Westin  Hotel,  Dallas.  Fee  8125, 

8100  CMC  staff,  free  to  house  staff  and  fellows.  Category  1 , AMA 
Physician’s  Recognition  Award;  1 1 hours.  Contact  June  Bovill,  Continu- 
ing Education,  The  University  of  Texas  Health  Science  Center,  5323 
Harry  Hines  Blvd,  Dallas,  TX  75235  (214)688-2166 

Physical  Medicine  and  Rehabilitation 

Nov  20-21,  1986 

ACUTE  REHABIUTATION  OF  THE  SPINAL  CORD  INJURED:  A COM- 
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PREHENSrVE  BASIC  COURSE.  Inter-Continental  Hotel,  Houston.  Eee 
TBA.  Credit  TBA.  Contact  Marjorie  Gordon,  Division  of  Education,  The 
Institute  for  Rehabilitation  and  Research,  PO  Box  20095,  Houston,  TX 
77225  (713)797-5940 

Psychiatry 

Nov  5-6,  1986 

CLINICAL  AND  ITGAL  ASPECTS  OF  PROTECTING  OTHERS  FROM 
VIOLENT  PATIENTS.  Learning  Center,  The  University  of  Texas  Medical 
Branch,  Galveston,  Tex.  Fee  8160  before  Oct  15;  8180  after  Oct  15; 
8145  three  or  more  persons  from  same  organization;  825  students. 
Category  1,  AMA  Physician’s  Recognition  Award;  10  hours.  Contact 
Martha  Berlin,  Office  of  Continuing  Education,  3rd  Floor  Learning  Cen- 
ter, 3.324,  UTMB,  Galveston,  TX  77550-2782  (409)761-2934 

Nov  8,  1986 

COGNITIVE  BEHAVIOR  THERAPY:  THEORIES  AND  PRACTICE.  Regis 
try  Hotel,  Dallas.  Fee  875.  Category  1,  AMA  Physician’s  Recognition 
Award;  7 hours.  Contact  Diane  Pitkin,  Continuing  Medical  Education, 

St  Paul  Medical  Center,  5909  Harr>'  Hines  Blvd,  Dallas,  TX  75235 
(214)879-3789 

Radiology 

Nov  5,  1986 

6TH  SEMI  ANNUAL  FUNDAMENTAI-S  OF  MRI.  The  University  of  Texas 
Health  Science  Center,  San  Antonio,  Tex.  Fee  8395.  Category  1,  AMA 
Physician’s  Recognition  Award;  28  hours.  Contact  UTHSC,  Office  of 
Continuing  Medical  Education,  7703  Floyd  Curl  Dr,  ,San  Antonio,  TX 
78284-7980  (512)691-6295 

Surgery 

Nov  14-15,  1986 

GENERAL  SURGERY  UPDATE:  1986.  Houston  Marriott  Medical  Center, 
Houston.  Fee  8200  physicians,  8100  physician  assistants.  Categoiy'  1, 
AMA  Physician’s  Recognition  Award;  12  hours.  Contact  Lila  Lemer  or 
Vicki  Forgac,  Office  of  Continuing  Education,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  TX  770.30  ( 7 1 3 )799-494 1 

Urology 

Nov  15,  1986 

MANAGEMENT  OF  THE  PROBLEM  INFERTIIT.  COUPIT.  The  Univer- 
sity of  Texas  Health  Science  Center,  Room  D 1.600,  Dallxs.  Fee  8135. 
Category  1,  AMA  Physician’s  Recognition  Award;  hours  TBA.  Contact 
June  Bovill,  Continuing  Education,  UTHSC,  5323  Harry'  Hines  Blvd, 
Dalla.s,  TX  75235  (214)  688-2166 

DECEMBER 

Computer  Applications 

Dec  12,  1986 

COMPUTER  APPLICATIONS:  AN  INTRODUCTORY  WORKSHOP.  Loca- 
tion TBA,  Houston.  Fee  8450.  Category  1,  AMA  Physician’s  Recognition 
Award;  14  hours.  Contact  Robin  Murray,  American  College  of  Obstetri- 
cians and  Gynecologists,  600  Maryland  Ave  SW,  Washington,  DC 
20024-2588  (202)6.38-5577 

Family  Medicine 

Dec  5-6,  1986 

PRIMARY  CARE  RESEARCH  METHODOLOGIES  AND  STATISTICS 
CONFERENCE.  Gunter  Hotel,  San  Antonio,  Tex.  Fee  8125.  (Category  1, 
AMA  Physician’s  Recognition  Award;  14  hours.  Contact  The  University 
of  Texas  Health  Science  Center,  Office  of  Continuing  Medical  Educa- 
tion, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (512  X)91  6295 

Dec  6,  1986 

PRACTICE  UPDATE  ‘86.  Registry  Hotel,  Dallas.  Fee  875.  Category  1, 
AMA  Physician’s  Recognition  Award;  6.5  hours.  Contact  Diane  Pitkin, 
Continuing  Medical  Education,  St  Paul  Medical  C^enter,  5909  Harry 
Hines  Blvd,  Dallas,  TX  75235  ( 214)879-3789 

Neurology 

Dec  8-9,  1986 

APPLYING  RESTC4RATIVE  NEUROLOGY  IN  THE  CLINICAL  MANAGE- 


MENT OF  THE  SPINAL  CORD  INJURED  PATIENT.  Inter  Continental 
Hotel,  Houston.  Fee  TBA.  Credit  TBA.  Contact  Marjorie  Gordon,  Divi- 
sion of  Education,  The  Institute  for  Rehabilitation  and  Research,  PO 
Box  20095,  Houston,  TX  77225  (713)797-5940 

Obstetrics  and  Gynecology 

Dec  4-6,  1986 

CURRENT  TOPICS  IN  MATERNAL  FETAL  MEDICINE.  Plaza  of  the 
Americas  Hotel,  Dallas.  Fee  8250.  Category  1,  AMA  Physician’s  Recog- 
nition Award;  1 2 hours.  Contact  Roland  Black,  MD,  Registration  Chair- 
man, 7777  Forest  Lane-MCD,  A-331,  Dallas,  TX  75230 

Pathology 

Dec  13,  1986 

43RD  ANNUAL  SAN  ANTONIO  PATHOLOGY  SEMINAR:  HEMA- 
TOLOGY. The  University  of  Texas  Health  Science  Center,  San  Antonio, 
Tex.  Fee  875.  Category  1,  AMA  Physician’s  Recognition  Award;  6 hours. 
Contact  UTHSC,  Office  of  Continuing  Medical  Education,  7703  Floyd 
Curl  Ur,  San  Antonio,  TX  78284-7980  (512)691-6295 

Pediatrics 

Dec  4-6,  1986 

DIABETES  MELLITUS:  RECENT  ADVANCES  IN  RESEARCH.  San  Luis 
Hotel,  (ialveston,  Tex.  Fee  8180  physicians,  890  residents.  Category  1, 
AMA  Physician’s  Recognition  Award;  1 2 hours.  AAFP  prescribed.  Con- 
tact Martha  Berlin,  Office  of  Continuing  Education,  The  University  of 
Texas  Medical  Branch,  3rd  Floor  Learning  Center,  3.324,  Galveston,  TX 
77550  (409)761-2934 

Radiology 

Dec  8-12,  1986 

POSTGRADUATE  WORKSHOP  IN  MAGNETIC  RESONANCE  IMAGING 
AND  SPECTROSC^OPY.  Baylor  Biomedical  NMR  Center,  Houston.  Fee 
8800  physicians,  8400  residents.  Category  1 , AMA  Physician’s  Recog- 
nition Award;  32  hours.  Contact  Vicki  Forgac,  Office  of  Continuing 
Education- 184A,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Hous- 
ton, TX  77030  (713)799-6020 

Urology 

Dec  5-6,  1986 

INNOVATIVE  APPROACHES  TO  UROLOGIC  PROBLEMS.  Uncoln  Hotel 
Post  Oak,  Houston.  Fee  8250.  C^ategory  1,  AMA  Physician’s  Recognition 
Award;  hours  TBA.  Contact  Lila  Lerner  or  Carol  Soroka,  Office  of  Con- 
tinuing Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Hous- 
ton, TX  77030  (713)799-4941 


JANUARY 

Cardiovascular  Diseases 
Jan  14-18,  1987 

FRONTIERS  OF  CARDIOLOGY  1987.  Arapahoe  Lodge,  Winter  Park, 
Colo.  Fee  850.  Category  1,  AMA  Physician’s  Recognition  Award;  hours 
TBA.  C-ontact  Earl  Beard,  MD,  Section  of  Cardiology,  Kelsey-Seybold 
Clinic,  6624  Fannin,  Houston,  TX  77030  (713)797-1551 

Obstetrics  and  Gynecology 

Jan  22-24,  1987 

8TH  BIENNIAL  CONFERENCE  ON  DISEASES  OF  THE  VULVA  AND 
VAGINA  1987.  Lincoln  Hotel  Post  Oak,  Houston.  Fee  8425  physicians, 
8225  physicians  in  training.  Category  1,  AMA  Physician’s  Recognition 
Award;  20  hours.  Contact  Carol  Soroka  or  Lila  Lemer,  Office  of  Con- 
tinuing Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Hous- 
ton, TX  77030  (713)799-4941 

Pediatrics 

Jan  29-31,  1987 

9TH  ANNUAL  ROBERT  E.  GROSS  PEDIATRIC  SURGERY  LECTURESHIP. 
Marriott  Hotel,  Medical  Center,  Houston.  Fee  8250.  Credit  TBA.  Con- 
tact Alice  Reardon,  Office  of  Continuing  Education,  The  University  of 
Texas  Medical  School,  6431  Fannin,  MSB  G.004,  Houston,  TX  77030  | 

(713)792-5346  | 


Texas  Medicine 


Radiology 

Jan  26-30,  1987 

ANATOMY  FOR  RADIOTHERAPY  TREAl  MENT  PIANNINO  The  Uni 
vcrsity  of  Texas  Health  Science  Center,  San  Antonio,  Tex.  Fee  $650 
Category  1,  AMA  Physician’s  Recognition  Award;  36  hours.  (Contact 
UTHSC,  Office  of  Continuing  Medical  Education,  7703  Floyd  Curl  Dr, 
San  Antonio,  TX  78284-7980  ( 5 1 2 )69 1 -6295,  (512  >567-4444  after 
Jan  1,  1987 

Sports  Medicine 

Jan  29-31,  1987 

14TH  ANNUAL  SPORTS  MEDICINE  S’VTVIPOSIUM.  The  University  of 
Texas  Health  Science  Center,  San  Antonio,  Tex.  Fee  TEA.  Credit  TEA. 
Contact  UTHSC,  Office  of  Continuing  Medical  Education,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284-7980  (512)691-6295,  (512)567-4444 
after  Jan  1,  1987 

Urology 

Jan  5,  1987 

RADIATION  SAFETY  OFFICER’S  COURSE.  The  University  of  Texas 
Health  Science  Center,  San  Antonio,  Tex.  Fee  S650.  Category  1 , AMA 
Physician’s  Recognition  Award;  35  hours.  Contact  UTHSC,  Office  of 
Continuing  Medical  Education,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284-7980(512)691-6295,(512)567-4444  after  Jan  1,  1987 

Jan  15-16,  1987 

EASIC  ENDOUROLOGY.  Location  TEA,  Et  Worth.  Fee  *325.  Credit 
TEA,  16  hours.  Contact  Elizabeth  Smith,  American  Urological  Associa- 
tion, PO  Eox  25147,  Houston,  TX  77265  (713)791-1470 

Jan  17-18,  1987 

ADVANCED  ENDOUROLOGY.  Location  TEA,  Et  Worth.  Fee  *325. 

I Credit  TEA,  16  hours.  Contact  Elizabeth  Smith,  American  Urological 
iAssociation,  PO  Eox  25147,  Houston,  TX  77265  (713)791  1470 

I Jan  25-28,  1987 

UG  PATHOLOGY  AND  RADIOLOGY.  Location  TEA.  Fee  $225.  Credit 
iItBA;  16  hours.  Contact  Elizabeth  Smith,  American  Urological  Associa- 
iltion,  PO  Eox  25147,  Houston,  TX  77265  (713)791-1470 


i, FEBRUARY 
lAnesthesiology 

Feb  5-7,  1987 

,2ND  SAN  ANTONIO  INTERNATIONAL  SYMPOSIUM  ON  NEURO- 
lANESTHESlA.  San  Antonio,  Tex.  Contact  UTHSC,  Office  of  Continuing 
Medical  Education,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980 
1(512)691-6295 

iGeneral  Medicine 

iFeb  28-March  1,  1987 

8TH  ANNUAL  GERIATRIC  MEDICINE  CONFERENCE.  San  Antonio, 
Tex.  Conuct  UTHSC,  Office  of  Continuing  Medical  Education,  7703 
•Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (512)691-6295 

Neurology 

Feb  13-14,  1987 

NEUROLOGY:  AN  UPDATE  FOR  THE  PRIMARY  CARE  PHYSICIAN. 
Houston.  Contact  Alice  Reardon.  The  University  of  Texas  Medical 
School,  6431  Fannin,  MSE  G.004,  Houston,  TX  77030  (713)792-5346 

Neurosurgery 

Feb  25-27,  1987 

3RD  ANNUAL  NEUROTRAUMA  CONFERENCE.  Houston.  Contact  Alice 
Reardon,  Office  of  Continuing  Education,  The  University  of  Texas 
iMedical  School,  6431  Faiuiin  St,  MSE  G.004,  Houston,  TX  77030 
|::71 3)792-5346 

(Plastic  Surgery 

Feb  20-21,  1987 

jjBASlC  RHINOPLASTY.  Dallas.  Contact  Ann  Parchem,  The  University  of 
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Texas  Health  Science  tenter.  Division  of  (;ontinuing  Education.  5323 
Hariy  Hines  Elvd.  Dallas,  TX  75235  (214)688  2166 


MARCH 

Allergy 

March  4 8,  1987 

198-^  PAN  AMERICAN  ALLERGY  SOCIE'IY  ANNUAL  TRAINING 
COURSE  AND  SEMINAR.  San  Antonio,  Tex.  Contact  Eetty  Kahler,  Pan 
American  Allerg>’  Society,  229  Parking  Way,  lake  Jackson,  TX  77566 
( 409  >297-8964 

March  13-15,  1987 

SOUTHWEST  ALLERtiY  FORUM.  El  Paso,  Tex.  Contact  Edward  Egbert, 
MD,  1700  Curie  Dr,  El  Paso,  TX  79902  (915)533-3621 

Family  Medicine 

March  19-22,  1987 

12TH  ANNUAL  FAMILY  PRACTICE  REVIEW.  San  Antonio,  Tex.  Contact 
The  University  of  Texas  Health  Science  Center,  Office  of  Continuing 
Medical  Education,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  7980 
(512)691-6295 

Obstetrics  and  Gynecology 

March  5-8,  1987 

TACO  III:  3RD  TEXAS  ANESTHESIA  CONFERENCE  FOR  OESTETRICS 
Houston.  Contact  Pat  Joynton,  6431  Fannin,  MSE  G.004,  Houston,  TX 
77030  (713)792-5346 

March  27-28,  1987 

CURRENT  CONCEPTS  IN  OESTETRICS  AND  GYNECOLOGY.  Houston. 
Contact  Lila  Lerner  or  Vicki  Forgac,  Office  of  Continuing  Education, 
Eaylor  College  of  Medicine,  One  Eaylor  Plaza,  Houston,  TX  77030 
(713)799-6020 

Ophthalmology 

March  20-22,  1987 

CLINICAL  ADVANCES  IN  OPHTHALMOLOGY  FOR  THE  PRACTICING 
OPHTFLAUMOLOGISTS.  Houston.  Contact  Vicki  Forgac  or  Carol 
Soroka,  Office  of  Continuing  Medical  Education,  Room  184-A,  Eaylor 
College  of  Medicine,  One  Eaylor  Plaza,  Houston,  TX  77030 
(713)799-4941 

Pathology 

March  9-13,  1987 

CURRENT  CONCEPTS  IN  TOXICOLOGY.  San  Antonio,  Tex.  Contact 
UTHSC,  Office  of  Continuing  Medical  Education,  7703  Floyd  C^url  Dr, 
San  Antonio,  ITC  78284-7980  (512)691  6295 

Physical  Medicine  and  Rehabilitation 

March  2 12,  1987 

2 1ST  COMPREHENSIVE  REVIEW  COURSE  IN  PHYSICAL  MEDICINE 
AND  REHAEILITATION.  Houston.  Contact  Carol  Soroka  or  Lila  Lerner, 
Office  of  Continuing  Education,  Eaylor  College  of  Medicine,  One  Bay- 
lor Plaza,  Houston,  TX  77030  (713)799-6020 

Urology 

March  20-22,  1987 

AMERICAN  UROLOGICAL  ASSOCIATION  SOUTH  CENTRAL  SECTION 
SEMINAR.  Houston.  Contact  Elizabeth  Smith,  PO  Box  25147,  Houston, 
TX  77265  (713)791-1470 


APRIL 

Family  Medicine 

April  27-May  1,  1987 

1 ITH  ANNUAI.  REVIEW  COURSE  IN  FAMILY  PRACTICE.  Houston. 
Contact  Lila  Lerner  or  Carol  Soroka,  Office  of  Continuing  Medical  Edu- 
cation, Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)799-6020 
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General  Medicine 

April  23-24,  1987 

OCCUPATIONAL  LUNG  DISEASE.  Location  TBA.  Contact  Vicki  Forgac 
or  Lila  Lerner,  Office  of  Continuing  Education,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Pediatrics 

April  3-4,  1987 

PEDIATRIC  POSTGRADUATE  SYMPOSIUM.  Houston.  Contact  Carol 
Soroka,  Office  of  Continuing  Education,  Baylor  College  of  Medicine, 
One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

April  10-12,  1987 

24TH  ANNUAL  PEDIATRICS  FOR  THE  PRACTITIONER.  San  Antonio, 
Tex.  Contact  UTHSC,  Office  of  Continuing  Medical  Education,  7703 
Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (512)691-6295 

April  22-25,  1987 

SYMPOSIUM  ON  OPTIONS  IN  MANAGING  CHILDREN  WITH  INFEC- 
TIONS/7TH  ANNUAL  NATIONAL  PEDIATRIC  INFECTIOUS  DISEASE 
SEMINAR.  Las  Vegas.  Contact  Marian  Troup,  Department  of  Pediatrics, 
The  University  of  Texas  Southwestern  Medical  School,  5323  Harry 
Hines  Blvd,  Dallas,  TX  75235  (214)688-3439 

Sports  Medicine 

April  9-11,  1987 

2ND  ANNUAL  SYMPOSIUM  ON  REHABILITATIVE  SPORTS  MEDICINE. 
Houston.  Contact  Lila  Lerner  or  Vicki  Forgac,  Office  of  Continuing 
Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)799-6020 


REGULARLY  SCHEDULED  ACTIVITIES 


Monday-Friday 

POSTGRADUATE  WORKSHOP  IN  NEURORADIOLOGY.  (Date  assigned 
by  individual  request.)  Methodist  Hospital,  Houston.  Fee  $450.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  40  hours.  Contact  Vicki 
Forgac,  Office  of  Continuing  Education  184-A,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  TX  77030  (713)799-6020 

Monday-Friday 

POSTGRADUATE  WORKCOURSE  IN  DIAGNOSTIC  ULTRASOUND. 

( Date  assigned  by  individual  request. ) Ben  Taub  General  Hospital, 
Houston.  Fee  $600.  Category  1,  AMA  Physician’s  Recognition  Award; 

40  hours.  Contact  Vicki  Forgac,  Office  of  Continuing  Education  184-A, 
Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 

Tuesdays,  1 2 pm 

MEDICAL  AND  SURGICAL  REVIEWS.  Sierra  Medical  Center,  El  Paso, 
Tex.  Category  1 , AMA  Physician’s  Recognition  Award;  1 hour  weekly. 
Contact  M.  Nazemi,  MD,  Sierra  Medical  Center,  1625  Medical  Center 
Dr,  El  Paso,  TX  79902 

Tuesdays  (all  but  last  Tuesday  of  each  month) 

SURGICAL  GRAND  ROUNDS.  Board  Room,  Brackenridge  Hospital,  Aus- 
tin, Tex.  Free.  Category  1,  AMA  Physician’s  Recognition  Award;  1-hour 
session.  Contact  Nancy  Strandhagen,  Surgery  Education,  Central  Texas 
Medical  Foundation,  601  E 15th  St,  Austin,  TX  78701  (512)476-6461 
ext  5172 

Wednesdays,  1 2 pm 

CONTINUOUS  REVIEW  OF  INTERNAL  MEDICINE.  Sid  Richardson  Au- 
ditorium, Scott  and  White  Memorial  Hospital,  Temple,  Tex.  Category  1, 
AMA  Physician’s  Recognition  Award;  1 hour  weekly.  Contact  Lynn 
Calvert,  Office  of  Continuing  Medical  Education,  Scott  and  White  Me- 
morial Hospital,  2401  S 31st,  Temple,  TX  76508  (817)774-2350 

Thursdays,  8 am 

INTERNAL  MEDICINE  GRAND  ROUNDS.  Brackenridge  Hospital,  Aus- 
tin, Tex.  Category  1,  AMA  Physician’s  Recognition  Award;  1 hour 
weekly.  Contact  Janna  Ashford,  Central  Texas  Medical  Foundation, 

1500  East  Ave,  Austin,  TX  78701  (512)480-1869 


Thursdays,  12  pm 

UROLOGY  CORE  CURRICULUM,  Scott  and  White  Memorial  Hospital, 
Temple,  Tex.  Category  1,  AMA  Physician’s  Recognition  Award;  1 hour 
weekly.  Contact  Lynn  Calvert,  Office  of  Continuing  Medical  Education 
Scott  and  White  Memorial  Hospital,  2401  S 31st,  Temple,  TX  76508  j 
(817)774-2350 

Thursday-Friday 

POSTGRADUATE  WORKSHOP  IN  REAL  TIME  OBSTETRICAL  ULTRA- 
SONOGRAPHY. (Date  assigned  by  individual  request.)  Jefferson  Davis 
Hospital,  Houston.  Fee  $375.  Category  1,  AMA  Physician’s  Recognition! 
Award;  16  hours;  16  cognates,  ACOG.  ConUct  Vicki  Forgac,  Office  of  | 
Continuing  Education  184  A,  Baylor  College  of  Medicine,  One  Baylor  [ 
Plaza,  Houston,  TX  77030  (713)799-6020  , 

! 

Fridays,  1 2 pm  ! 

NEUROLOGY  GRAND  ROUNDS.  Sid  Richardson  Auditorium,  Scott  and! 
White  Memorial  Hospital,  Temple,  Tex.  Category  1,  AMA  Physician’s  1 
Recognition  Award;  1 hour  weekly.  Contact  Lynn  Calvert,  Office  of 
Continuing  Medical  Education,  Scott  and  White  Memorial  Hospital, 
2401  S 31st,  Temple,  TX  76508  (817)774-2350  i 

Fridays,  12  pm  (2nd  and  4th) 

TEACHING  CASE  CONFERENCE.  Park  Place  Hospital,  Port  Arthur,  Tex« 
Category  1 , AMA  Physician’s  Recognition  Award;  2 hours  monthly.  j 
Contact  Phil  Newman,  MD,  Box  1648,  Port  Arthur,  TX  77640  \ 

(409)983-4951 

Date  assigned  by  individual  request 

POSTGRADUATE  WORKSHOP  IN  CLINICAL  NMR.  Biomedical  NMR 
Center,  Baylor  College  of  Medicine,  Houston.  Fee  $1,000;  $500  lectun 
series  only.  Category  1 , AMA  Physician’s  Recognition  Award;  40  hours 
Contact  Vicki  Forgac,  Office  of  Continuing  Education  184-A,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 

Date  assigned  by  individual  request 

MICROSURGERY  COURSE.  Microsurgery  Lab,  Room  443E,  Baylor  Col 
lege  of  Medicine,  Houston.  Fee  $1,000  physicians  for  40  hours;  $1,60( 
physicians  for  80  hours;  $800  residents  and  fellows  for  40  hours; 
$1,200  residents  and  fellows  for  80  hours.  Category  1,  AMA  Physician 
Recognition  Award.  Contact  Monica  Joerger,  Microsurgery  Lab,  Room 
443E,  Baylor  College  of  Medicine,  Houston,  TX  77030  (713)799-453' 


TELECONFERENCE  NETWORK  OF  TEXAS 


Every  other  Thursday,  12:30  pm 

CLINICAL  TOPICS  IN  MEDICINE.  The  University  of  Texas  Health  Sci- ! 
ence  Center,  San  Antonio,  Tex,  and  teleconference  network  sites.  Fee  J 
$35  program,  hospital  subscription  program.  Category  1,  AMA  Physi- 
cian’s Recognition  Award.  Contact  Phyllis  Wood,  Acting  Director,  Tek 
conference  Network  of  Texas,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-7291 


PRACTICE  MANAGEMENT  WORKSHOPS 


The  following  are  practice  management  workshops  and  seminars  spoi 
sored  by  the  Texas  Medical  Association.  Participants  in  the  workshop 
and  seminars  will  receive  Category  1 credit  toward  the  AMA  Physi- 
cian’s Recognition  Award  where  indicated.  For  further  information, 
contact  the  Department  of  Practice  Management,  Texas  Medical  Assc 
ciation,  1801  N Lamar  Blvd,  Austin,  TX  78701  (512)477-6704. 

OCTOBER 

PRACTICE  MANAGEMENT  SERIES — 2 hours 

Oct  2-3,  1986,  Houston  Marriott  Medical  Center,  Houston  j 

Oct  7-8,  1986,  Bexar  County  Medical  Society  Headquarters,  San 

Antonio  | 

Oct  9-10,1 986,  Waller  Creek  Plaza  Hotel,  Austin 
Oct  14-15,  1986,  The  Odessa  Hilton,  Odessa 

Oct  16-17,  1986,  The  Regent  Hotel,  Dallas  j 


Texas  Medial 


LTERNATE  HEALTH  ClARE  DEI.IVERY  SYS  LEMS  IN  TEXAS 

)ct  1,  1986,  Bexar  County  Medical  Society  Headquarters,  San  Antonio 

)ct  4,  1986,  Hyatt  Regency  Dallas,  Dalixs 

)ct  1 1,  1986,  Marriott  Hotel  (by  the  (iaileria),  Houston 

iEARlNG  UP  FOR  RETIREMENT— 4 hours 

)ct  24-26,  1986,  Sheraton  Park  Central  Hotel  and  Towers,  Dallas 

lOVEMBER 

ERSONAL  INCOME  AND  ESTATE  TAX  PIANNINC 
lov  8-9,  1986,  The  Lincoln  Hotel,  Houston 

lECEMBER 

lEDlCAL  MANAGEMENT  TEXAS  CONFERENCE  AND  EXPOSITION 
)ec  4-6,  1986,  Intercontinental  Hotel,  Houston 


'ALENDAR  OF  MEETINGS  ■ Denotes  Texas  Meetings 


ICTOBER 

ND  WORLD  CONGRESS  ON  OPEN  HEART  TECHNOLOGY,  Bal  Har 
our,  Fla,  Oct  7-11,  1986.  Rick  Guggolz,  Executive  Director,  Inter- 
ational  Council  of  Perfusion  Societies,  LTD,  1980  Isaac  Newton 
,quare  South,  Reston,  VA  22090  (703)435-731 1 

TH  WORLD  CONGRESS  ON  MEDICAL  INFORMATICS,  Washington, 
'iC,  Oct  26-30,  1986.  Secretariat;  Office  of  Continuing  Medical  Educa- 
on,  George  Washington  University,  2300  K St,  NW,  Washington,  DC 
0037  (202)676-8929 

|0TH  NATIONAL  CONFERENCE  ON  CORRECTIONAL  HEALTH  CARE, 
Washington,  DC,  Oct  30-Nov  1,  1986.  Jodie  Manes,  Director  of  Market- 
iig  and  Research,  McClurg  Court  Center,  333  E Ontario  St,  Chicago,  IL 
j.06ll  (312)440-1574 

|9TH  NATIONAL  CONFERENCE  OF  THE  ROYAL  AUSTRALIAN  COL- 
EGE  OF  GENERAL  PRACTITIONERS,  Adelaide,  South  Australia,  Oct 
9-24,  1986.  South  Australian  Postgraduate  Medical  Education  Associa- 
on,  Inc,  GPO  Box  498,  Adelaide,  South  Australia  5001 

I 

MERICAN  ACADEMY  OF  PHYSICAL  MEDICINE  AND  REHABILITA 
ION  ANNUAL  MEETING,  Baltimore,  Oct  19  24,  1986.  Fay  Kaye,  Con- 
!;ntion/Meeting  Manager,  30  N Michigan  Ave,  Suite  922,  Chicago,  IL 
)602  (312)236-9512 

MERICAN  ASSOCIATION  FOR  HAND  SURGERY  ANNUAL  MEETING, 
(>s  Angeles,  Oct  23-26,  1986.  Wyndell  Merritt,  MD,  Executive  Secre- 
ry,  2934  Fish  Hatchery  Rd,  Suite  218,  Madison,  WI  53713 
08)273-8940 

MERICAN  ASSOCIATION  FOR  LABORATORY  ANIMAL  SCIENCE 
ITH  ANNUAL  MEETING,  Chicago,  Oct  5-10,  1986.  Don  Keene, 
(ecutive  Director  or  Anita  Young,  Publications,  210  N Hammes  Ave, 
ite  205,  Joliet,  IL  60435  (815)729-1161 

MERICAN  COLLEGE  OF  CUNICAL  PHARMACOLOGY  ANNUAL 
lEETING,  Philadelphia,  Oct  16-17,  1986.  William  Chaveas,  Executive 
rector,  19  South  22nd  St,  Philadelphia,  PA  19103  (215)563-9560 

MERICAN  COLLEGE  OF  GASTROENTEROLOGY  ANNUAL  MEETING 
'4D  POSTGRADUATE  COURSES,  Atlanta,  Oct  15-19,  1986.  Gardner 
cCormick,  Executive  Director,  13  Elm  St,  Manchester,  MA  01944 
17)927-8330,  Telex  940103 

i4ERICAN  COLLEGE  OF  SURGEONS  CLINICAL  CONGRESS,  New  Or 
,ms,  Oct  19-24,  1986.  E.  W.  Gerrish,  MD,  55  E Brie  St,  Chicago,  IL 
611  (312)664-4050 

MERICAN  DENTAL  ASSOCIATION  ANNUAL  MEETING,  Miami,  Oct 
-21,  1986.  Edward  Jeske,  21 1 E Chicago  Ave,  Chicago,  IL  6061 1 
12)440-2657 

I'lERICAN  DIETETIC  ASSOCIATION  69TH  ANNUAL  MEETING,  Las 

ii 

mume82  Ocloher  /0A6 


Vegas,  Oct  27-31,  1986.  Barbara  Mueller,  Department  of  Meetings,  430 
N Michigan  Ave,  Chicago,  11.6061  1 ( 31  2 )280-503 1 

AMERICAN  HEAR  I ASSOCIA  LION:  40111  ANNUAL  FALL  CONFER 
ENCE  AND  SCIENTIFIC  SESSIONS  OF  COUNCIL  FOR  HICiH  BLOOD 
PRESSURE  RESEARCdl,  Cleveland,  Oct  7 10,  l98Ci.  Leonard  (hok,  7320 
Cireenville  Ave,  Dallas,  TX  75231  ( 2 Ut  >750-5437 

■AMERICAN  HEART  ASSOCdATION,  TEXAS  AFFILIATE:  CXIMMITTEE 
AND  BOARD  OF  DlRECn'ORS  MEETING,  Austin,  Oct  21  22,  1986  Pat 
Urson,  PO  Box  1 5 186,  Austin,  TX  78761  (512)836  7220 

AMERICAN  PSYCUIATRIC  ASSOC  IATION,  INSTITUTE  ON  HOSPITAL 
AND  COMMUNITY'  PSYCHIATRY  ANNUAL  MEETINCi,  San  Diego,  Oct 
26-30,  198Ci,  Kathleen  Bryan,  Director,  Meetings  Management,  1400  K 
St,  NW,  Suite  503,  Washington,  DC:,  20005  ( 202  K)82-6100 

AMERICAN  SC;H00L  HEALTH  ASSOCIATION  ANNUAL  MEETING  AND 
EXHIBITION,  Denver,  Oct  8-11,  198C).  Dana  Davis,  Executive  Director, 
PO  Box  708,  Kent,  OH  44240  ( 2 16X’ 78  1601 

AMERICAN  SOCIEIT  OF  ANESTHESIOLOGIS  TS  ANNUAL  MEETING, 
Las  Vegas,  C9ct  17-21,  1986.  William  Marinko,  515  Busse  Hwy,  Park 
Ridge,  IL  60068,  (312)825-5586 

AMERICAN  SOCIEl’Y  CYF  MAXILLOFACIAI.  SURGEONS  ANNUAL 
MEETING,  Los  Angeles,  Oct  26-31,  1986.  Henry  Kawamoto  Jr,  MD, 
Secretary,  2001  Santa  Monica  Blvd,  Santa  Monica,  CA  90404 
(213)829-0391 

AMERICAN  SOCIETY  C4F  PLASTIC  AND  RECONSTRUCTIVE  SUR- 
GEONS ANNUAL  MEETING,  Los  Angeles,  Oct  26-31,  1986,  Carol 
Lazier,  233  N Michigan  Ave,  Suite  1900,  C^hicago,  IL  60601 
(312)856-1818 

ASSOCIATION  FOR  THE  ADVANCEMENT  OF  MEDICAL  INSTRUMEN- 
TATION, Sacramento,  Calif,  Oct  26-29,  1986.  AAMI,  1901  N Fort  Myer 
Dr,  Suite  602,  Arlington,  VA  22209-1699 

ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES  ANNUAL  MEET- 
ING, New  Orleans,  Oct  25-30,  1986.  Kathleen  Turner,  1 Dupont  Circle, 
NW,  Ste  200,  Washington,  DC  20036  ( 202  >828-0400 

■NATIONAI,  AGRICULTURAI.  CHEMICALS  ASSOCIATION:  FALL  CON- 
FERENCE ON  PREVENTION,  RECOGNITION  AND  TREATMENT  OF 
AGRICHEMICAL  RELATED  EXPOSURES,  San  Antonio,  Oct  23-24,  1986, 
Communications  Department,  NACA,  1155  15th  St,  NW,  9th  Floor, 
Washington,  DC  20005  (202)296-1585 

■TEXAS  ASSOCIATION  OF  PHYSICIANS  IN  NUCLEAR  MEDICINE  AN- 
NUAL MEETING,  Galveston,  Oct  18-19,  1986.  Michael  Hartshornie, 

MD,  Nuclear  Medicine  Service  BAMC,  Ft  Sam  Houston,  TX  78234 
(512)221-2062 

WESTERN  SOCIETY  OF  ALITRGY  AND  IMMUNOLOGY  ANNUAL 
MEETING,  Maui,  Hawaii,  Oct  27-31,  1986.  Joyce  Gullixson,  1700  SW 
Columbia,  Portland,  OR  97201  (503)224-6159 


NOVEMBER 

■5TH  NATIONAL  NEONATAL  SCREENING  SYMPOSIUM,  Austin,  Nov 
20,  1986,  Brad  Therrell,  PhD,  Texas  Department  of  Health,  Bureau  of 
I,aboratories,  1 100  W 49th  St,  Austin,  TX  78756  (512)458-71 1 1 

■6TH  INTERNATIONAL  NEONATAL  SC;REEN1NG  SYMPOSIUM,  Austin, 
Nov  16-19,  1986,  Brad  Therrell,  PhD,  Texas  Department  of  Health, 
Bureau  of  Laboratories,  1 100  W 49th  St,  Austin,  TX  78756 
(512)458-7111 

AMERICAN  ACADEMY  OF  OCCUPATIONAL  MEDICINE  ANNUAL 
MEETING,  Washington,  DC,  Nov  11-14,  1986,  Richard  Myers,  2340  S 
Arlington  Heights  Rd,  Arlington  Heights,  IL  60005  (312)225-6850 

AMERICAN  ACADEMY  OF  OPHTHAIJV10LOGY  ANNUAL  MEETING, 
New  Orleans,  Nov  9-13,  1986,  Bill  Jenkinson,  PO  Box  7424,  San 
Francisco,  CA  94120-7424  (415)561  8500 

AMERICAN  ASSOCIATION  FOR  CUNICAL  IMMUNOLOGY  AND  AL 


LERGY  ANNUAL  MEETING,  Ft  Lauderdale,  Fla,  Nov  15-18,  1986. 

Howard  Silber,  PO  Box  912-DTS,  Omaha,  NE  68101  (402)551-0801 

■AMERICAN  ASSOCIATION  FOR  RESPIRATORY  THERAPY  INTERIM 
SUMMER  FORUM,  Dallas,  Nov  8-11,  1986.  Sherry  Milligan,  1720  Regal 
Row,  Dallas,  TX  75235  (214)630-3540 

■AMERICAN  COLLEGE  OF  PHYSICIANS,  TEXAS  ACADEMY  CHAPTER, 
REGIONAL  ANNUAL  MEETING,  Houston,  Nov  6-7,  1986.  Major 
Bradshaw,  MD,  6565  Fannin,  MS  910,  Houston,  TX  77030 
(713)790-2507 

AMERICAN  GERIATRICS  SOCIETY,  43RD  ANNUAL  MEETING/AMERI- 
CAN FEDERATION  FOR  AGING  RESEARCH,  7TH  ANNUAL  MEETING, 
Chicago,  Nov  16-19,  1986.  AGS,  Room  1470,  10  Columbus  Circle, 

New  York,  NY  10019(212)582-1333 

AMERICAN  GROUP  PRACTICE  ASSOCIATION  ANNUAL  MEETING, 
Boston,  Nov  18-22,  1986  Russell  Barker,  1422  Duke  St,  Alexandria,  VA 
22314  (703)838-0033 

■AMERICAN  HEART  ASSOCIATION:  59TH  ANNUAL  SCIENTIFIC  SES- 
SIONS, Dallas,  Nov  17-20,  1986.  Leonard  Cook,  7320  Greenville  Ave, 
Dallas,  TX  75231  (214)750-5437 

AMERICAN  MEDICAL  WOMEN’S  ASSOCIATION,  INC,  ANNUAL  MEET- 
ING, St.  Louis,  Nov  12-16,  1986.  Lea  Scialo,  465  Grand  St,  New  York, 

NY  10002  (212)533-5104 

AMERICAN  SOCIETY  OF  ABDOMINAL  SURGEONS  ANNUAL  MEET 
ING,  Tampa,  Fla,  Nov  12-14,  1986  Blaise  Alfano,  MD,  675  Main  St, 
Melrose,  MA  02176  (617)665-6102 

■ASSOCIATION  OF  MILITARY  SURGEONS  OF  THE  US,  93RD  ANNUAL 
MEETING,  San  Antonio,  Nov  2-7,  1986.  Max  Bralliar,  Executive  Direc- 
tor, AMSUS,  PO  Box  104,  Kensington,  Maryland  20895  (301  )933  2801 

SOUTHERN  MEDICAL  ASSOCIATION  ANNLIAL  MEETING,  Atlanta,  Nov 
8-11,  1986.  Cynthia  Lenoir,  35  Lakeshore  Dr,  Birmingham,  AL  35219 
(205)945-1840 

■TEXAS  HOSPITAL  ASSOCIATION  MIDYEAR  MEETING,  Austin,  Nov 
19-21,  1986.  Nancy  Ebert,  PO  Box  15587,  Austin,  TX  78761-5587 
(512)453-7204 

■TEXAS  MEDICAL  ASSOCIATION  INTERIM  SESSION,  Austin,  Nov 
21  22,  1986.  C.  Lincoln  Williston,  CAE,  1801  N Umar  Blvd,  Austin,  TX 
78701  (512)477-6704 

■TEXAS  PSYCHIATRIC  SOCIETY  ANNUAL  MEETING,  Galveston, 

Nov  7-9,  1986.  Carrie  Uymon,  Texas  Medical  Association,  1801  N 
Lamar  Blvd,  Austin,  TX  78701  (512)477-6704 

■TEXAS  SOCIETY  FOR  GASTROINTESTINAL  ENDOSCOPY  ANNUAL 
MEETING:  GASTROENTEROLOGY  UPDATE,  Dallas,  Nov  21,  1986.  Ann 
Parchem,  Division  of  Continuing  Education,  The  University  of  Texas 
Health  Science  Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2166 

■TEXAS  SOCIETY  OF  INTERNAL  MEDICINE  ANNUAL  MEETING, 
Houston,  Nov  6-7,  1986.  Texas  Medical  Association,  TSIM  Administra- 
tive Office,  1801  N Lamar  Blvd,  Austin  78701  (512)477-6704,  ext  234 
or  240 

■VIOLENCE  CONFERENCE,  SOUTHWESTERN  REGION,  Dallas, 

Nov  6-7,  1986.  June  Bovill,  Division  of  Continuing  Education,  5323 
Harry  Hines  Blvd,  Dallas,  TX  75235  (214)688-2166 

DECEMBER 

AMERICAN  ACADEMY  OF  DERMATOLOGY  ANNUAL  MEETING,  New 
Orleans,  Dec  6-11,  1986.  Thomas  Stiuka,  Director,  Member  Services, 
PO  Box  3116,  Evanston,  IL  60204-31 16 

AMERICAN  MEDICAL  ASSOCIATION  INTERIM  MEETING,  Las  Vegas, 
Dec  7-10,  1986.  Felix  Niespodziewanski,  535  N Dearborn  St,  Chicago, 
IL  60610(312)645-4597 


©1985  Marriott  Hotel 


Now  you  can  have 
convenience  to  the 
Medical  Center 


with  the  luxury  of 
Marriott. 

The  new  Marriott  Hotel  is  linked  to  the 
Texas  Medical  Center  by  an  enclosed  walkway. 
No  hotel  is  more  convenient  or  as  special. 

All  guest  rooms  are  spacious  and  richly 
appointed.  Our  concierge  level  offers  you  a 
private  lounge,  continental  breakfast, 
complimentary  hors  d'oeuvres,  and  honor  bar. 

Our  recreation  facilities  feature  an  indoor 
pool  and  whirlpool,  plus  adjoining  fitness 
center  with  an  indoor  track,  racquetball, 
complete  weight  training,  and  excercise 
equipment. 

We  have  9,000  sq.  ft.  of  conference  space 
including  the  Grand  Ballroom  and  several 
conference  rooms  - perfect  for  seminars, 
business  meetings,  or  product  introductions. 

Our  three  restaurants  and  lounge  offer  a variety 
of  food  and  beverage  options. 

Make  your  next  trip  to  the  Texas  Medical 
Center  convenient,  and  we  will  make  sure  it  is 
special.  For  rc,servations,  call  us  direct  at 
713-796-0080,  call  your  travel  agent,  or  call 
Marriott  toll  free  1-800-228-9290. 


Be  part  of  the  space  challenge. 


Since  1966  Kelsey-Seybold  Clinic  has  been 
conducting  NASA’s  Occupational  Medi  - 
cine  and  Environmental  Health  Program 
at  the  Johnson  Space  Center  (Houston). 

We’ve  been  partners  with  NASA  in 
providing  medical  services  to  its  employ- 
ees. Our  physicians  have  conducted 
astronaut  candidate  examinations,  served 
on  important  advisory  committees  and 
been  on  the  leading  edge  of  the  new 
technology  affecting  health  care. 


□ 


We  presently  have  an  opening  at 
the  Johnson  Space  Center  (Houston). 
The  ideal  candidate  will  be  board  certified 
in  occupational  medicine  or  aerospace 
medicine  and  a current  or  previous  flight 
surgeon.  We’ll  consider  physicians  expe- 
rienced and  certified  in  all  branches  of 
preventive  medicine. 

Ideal  working  conditions  (no 
nights,  weekends  or  holidays),  competi- 
tive salary,  regular  hours,  exceptional 
benefits.  Relocation  allowance  available. 
Contact  Walter  R.  Hein,  MD,  Project 
Manager  at  (713)483-4111  (M-F,  9-3) 


Kelsey-Seybold  Clinic,  EA. 


6624  Fannin,  Houston,  TX.  77030 
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CONTACT:  For  more  information  or  to  register  for  the  above  courses  contact:  Office  of  Continuing  Medical  Education 

Scott  and  White-101,  Temple,  Texas  76508,  (817)  774-2350. 
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Oct.  31-Nov.  1,  1986 
Dallas,  Texas 
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OFFICE 
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College  Station,  Texas 
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Timberlawn  Psychiatric  Hospital 


206  Inpatient  Beds 
Day  Hospital 

Outpatient  Psychiatric  Services 
Department  of  Child  and 
Adolescent  Psychiatry 
Family  Assessment  Center 
Child  Residency  Program 


• Psychiatric  Residency  Program 

• Psychiatric  Evaluation 

• Substance  Abuse  Programs 

• Healtli  Professionals  Program  c 

PO,  Box  11288  Dallas,  Texas  75223 
214/381-7181  , - 

Established  in  1917  ' 4 
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Childbearing  trends  among  Hispanic  teenagers 
Do  your  patients  use  these  folk  remedies? 

The  pet  bird  pathogen 
Seven  ways  to  tame  your  phone 
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facility  creates  a well-balanced  environment 
to  help  patients  return  successfully  to  family, 
work  and  community. 

For  additional  information  about  our 
Medical  Staff  or  the  hospital  call  Spring 
Shadows  Glen  at  ( 713)  462-4000. 

Robert  L.  Stubblefield,  M.l).,  Medical  Director 
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Your  staff  can  perform  more  efficiently  by: 

• Sharing  data  from  certain  selected  files, 

• Sharing  expensive  peripheral  equip- 
ment, and 

• Sending  electronic  mail  to  other  PCs. 

Networking  PCs  is  simple.  It  takes  an  in- 
terface card,  called  ARC-CARD,  in  each 
PC;  a cabled  network  called  ARCNET;  and 
an  operating  system  software  called  NET- 
WARE. That’s  it:  ARC-CARDs,  ARCNET, 
NETWARE. 


The  installation  takes  about  two  hours.  It  con- 
sists of  cabling  the  PCs  together,  plugging  the 
ARC-CARDs  into  them  and  loading  the  Novell 
software  onto  a hard  disc  in  the  PC  acting  as  a 
file  server. 

The  rest  is  amazing.  When  your  staff  mem- 
bers start  using  the  networked  PCs,  they'll  think 
they  are  using  a mini  computer.  That’s  the  capa- 
bility you  get  by  networking  your  PCs.  And  it's 
yours  for  only  a fraction  of  the  cost.  Try  it.  You 
won't  return  it.  Your  staff  won't  let  you! 
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The  New  Roche  Product  Books 


• Offer  a supplement  to,  not  a substitute  for,  patient  contact 

• Support  your  specific  instructions  to  the  patient 

• Provide  a permanent  general  reinforcement  of  your  oral  counseling 


An  ongoing  Roche  commitment  to  patient  education 

Roche  has  always  believed  that  knowledge  is  each  individual’s  key  to  good 
health  and  has  long  been  committed  to  providing  health  care  information  to 
both  professionals  and  the  public.  However,  we  have  also  always  believed  that 
the  health  care  professional  is  and  should  be  the  prime  source  of  medication  in- 
formation to  patients.  The  Roche  Medication  Education  (ME)  program,  begun 
in  1978,  is  one  example  of  this  commitment. 

In  the  past  seven  years,  over  50  million  “WHAT  IE’’  and  “HOW  TO’’  booklets 
have  been  provided  by  Roche  for  distribution  to  patients  by  physicians  and 
other  health  care  professionals. 

Because  you  are  the  prime  source  of  medication  information  for  your  patients, 
we  invite  you  to  look  over  the  booklets  listed  below  and  request  a complimen- 
tary supply  of  those  applicable  to  your  practice. 

Complete  the  coupon  and  mail  it  to  Professional  Services  Department,  Roche 
Laboratories,  Division  of  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110. 
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LeMaistre,  MI),  details  the  program  in 
"Texas'  breast  screening  project  needs  phy- 

sician  support,  " on  page  A Also  included  in  this 
issue  is  the  report,  "Early  detection  of  hrexst  can- 
cer," prepared  by  the  AMA  Council  on  Seientific 
Affairs  (page  A2  ) and  an  accompanying  editorial, 
"Screening  for  breast  cancer:  why  not  tiy  it'  ( page 

A ) by  George  N Peters,  Ml) 
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Texas’  breast  screening  project 
needs  physician  support 

In  recent  years,  cancer  has  been  tran,sf()rmed  into  the  most 
preventable  and  most  curable  of  all  chronic  illnesses.  The 
latter  is  due  in  great  part  to  increased  knowledge  about  early 
detection,  as  well  as  advances  in  the  treatment  of  those  can- 
cers that  are  detected  at  an  early  stage. 

One  point  is  clear:  the  early  detection  of  cancer  is  a tremen- 
dously important  part  of  effective  health  education.  We  know 
that  the  morbidity  and  mortality  from  several  cancers  can  be 
greatly  reduced  by  early  detection.  As  physicians,  we  are  chal- 
lenged to  assume  a leadership  role  in  promoting  cancer  risk 
reduction  among  our  patients  and  the  public  at  large. 

Armed  with  expanded  knowledge  about  how  to  prevent 
' cancer  and  detect  it  early,  the  American  Cancer  Society  re 
I cently  revised  its  recommendations  concerning  the  cancer 
I related  health  checkup  ( ie,  the  tests,  procedures,  and  health 
counseling  for  the  prevention  and  early  detection  of  cancer ). 

Four  key  issues  were  considered; 

First,  there  must  be  good  evidence  that  each  test  or  proce- 
dure recommended  is  medically  effective  in  reducing  mor- 
bidity or  mortality'.  Second,  the  medical  benefits  of  each  test 
must  outweigh  the  risks,  lliird,  the  cost  of  each  test  or  proce- 
dure must  be  rea,sonable  when  compared  to  its  expected  bene- 
fits. Finally,  the  recommended  actions  must  be  practical  and 
Teasible.  These  recommendations  are  designed  to  help  individ- 
ual physicians  select  the  best  early  detection  protocol  for  their 
patients’  needs. 

Only  three  cancer  sites — lung,  breast  and  colon — account 
for  nearly  60%  of  all  cancer  deaths.  Breast  cancer  alone  ac- 
Icounts  for  26%  of  all  cancer  found  in  women.  One  in  1 1 
women  will  develop  breast  cancer.  It  is  uncommon  among 
Iwomen  younger  than  35,  and  more  common  after  age  50. 
iWhile  treatment  is  improving  rapidly,  breast  cancer  still  ac- 
Icounts  for  one  quarter  of  all  cancer  deaths  among  women. 

' The  American  Cancer  Society  recommends  that  all 
asymptomatic  women  20  and  older  should  perform  monthly 
brea,st  self-examination.  Women  age  20  to  40  should  have  a 
physical  breast  examination  every’  three  years.  Women  over  40 
should  have  a physical  examination  of  the  breasts  annually  All 
women  should  have  a baseline  mammogram  between  the  ages 
of  35  and  40.  After  that,  women  over  50  should  have  a mam 
mogram  annually.  Women  under  50  should  consult  their  physi- 
cians about  the  need  for  mammography  in  their  individual 
leases,  particularly  if  there  is  a history  of  breast  cancer  among 
family  members. 

The  key  to  succe.s,sful  breast  cancer  treatment  is  early  detec- 
tion. Tragically,  however,  the  use  of  screening  mammography 
by  physicians  and  asymptomatic  women  is  limited.  Concerns 
about  radiation  and  the  high  costs  of  providing  these  exami 
;nations  have  prevented  thousands  of  high-risk  women  from 
taking  control  of  their  health. 

In  early  1987,  Texas  physicians  will  have  an  opportunity  to 
jtake  part  in  one  of  the  most  significant  public  education  efforts 
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in  recent  years. 

The  American  Cancer  Society’s  Texas  Division  is  one  of  sev- 
eral divisions  planning  ambitious  mammography  screening 
programs  across  the  state.  Hospitals  and  health  care  facilities 
in  many  cities  have  agreed  to  provide  low-cost  low-dose 
mammograms  for  high-risk  women  for  a limited  period  of 
time.  Many  physicians  already  are  involved  in  planning  local 
programs. 

Your  patients  will  hear  about  the,se  special  screening  oppor- 
tunities through  extensive  media  campaigns.  Television  sta- 
tions in  a number  of  cities  will  broadcast  special  news  reports 
with  information  about  breast  cancer  and  participating  screen- 
ing facilities.  Volunteers  will  staff  local  telephone  banks  to  take 
citizens’  requests  for  written  materials  and  screening  appoint- 
ment information. 

I’his  will  be  a truly  unprecedented  public  education  effort. 

But  the  physician’s  role  in  this  education  effort  is  critical. 
Patients  will  seek  your  advice  and  your  an.swers  to  their  ques 
tions.  You  will  have  a unique  opportunity  to  call  them  to  ac- 
tion in  the  interest  of  their  own  health. 

The  first  program  of  this  type  was  conducted  in  Chicago  in 
1984.  A single  television  station  promoted  the  fact  that  80 
screening  facilities  would  offer  $50  mammograms  to  eligible 
high-risk  women.  As  a result,  9,000  women  were  screened  in 
four  weeks.  Early  cancers  were  found  in  4 3 women;  for  164 
additional  women  findings  suggestive  of  cancer  were  referred 
to  their  physicians.  More  than  8,800  remaining  women  found 
comfort  in  the  knowledge  that  nothing  to  suggest  cancer  was 
found. 

In  Los  Angeles  this  past  February,  a similar  project  resulted 
in  mammograms  for  20,000  women. 

The  impact  of  this  project  on  Texas  women  will  be  great.  1 
urge  each  of  you  to  renew  your  commitment  to  encouraging 
cancer  prevention  and  risk  reduction.  As  the  Texas  Breast 
Screening  Project  takes  place  in  the  new  year,  we  shall  see 
new  progress  in  our  quest  of  a cancer-free  future. 

CHARIT:S  a.  LEMAISTRE,  MD 

President,  American  ('.ancer  Society,  and  President,  The  University  of  Texas  Sys- 
tem Cancer  (;cnter,  672.S  Bertner  Avc,  Houston,  TX  770S0 


Screening  for  breast  cancer: 
why  not  try  it? 

Each  year  the  same  story  is  repeated  in  the  Cancer  Journal  of 
the  American  Cancer  Society  in  its  January-Februar)'  i.ssue.  The 
number  of  new  ca,ses  of  breast  cancer  increa,ses  as  well  as  the 
number  of  breast  cancer  deaths.  In  1986,  more  than  123,000 
new  cases  will  be  diagnosed,  and  breast  cancer  deaths  will 
exceed  39,000  in  the  United  States.  In  Texas,  5,700  new  cases 
of  breast  cancer  will  be  diagnosed  with  an  estimated  1 ,800 
deaths  ( 1 ).  Although  we  have  been  unable  to  retard  the  annual 
increase  in  incidence  of  breast  cancer,  we  do  have  the  ability 
to  decrease  the  death  rate.  Screening  programs  involving 


physical  examination,  breast  self-examination,  and  mammogra- 
phy can  find  early  breast  cancers  that  are  curable. 

Various  studies  have  documented  the  benefits  of  breast  self- 
examination  ( BSE ).  (iancers  in  women  who  practice  BSE 
monthly  or  several  times  annually  are  smaller  than  in  women 
who  rarely  or  never  practice  BSE.  A reduction  in  nodal  metas- 
tases  and  an  increased  survival  is  noted  in  breast  self-examina- 
tion performers  compared  to  non-performers.  However,  only  a 
minority  of  the  women  in  this  country’  are  doing  BSE  fre- 
quently enough  or  thorouglily  enough.  The  Canadian  Breast 
Screening  Study  did  show  that  BSE  frequency  can  be  increased 
by  the  integration  of  BSE  evaluation  and  instruction  into  rou- 
tine medical  examinations. 

In  the  1960s,  the  study  of  the  Health  Insurance  Flan  ( HIP) 
of  Greater  New  York  showed  a one-third  reduction  in  mor- 
tality' in  women  over  the  age  of  50  undergoing  both  clinical 
examination  and  mammography  when  compared  with  a con- 
trol group.  ITie  Breast  Cancer  Detection  Demonstration 
Project  ( BCDDP ) in  the  1970s  found  that  cancers  smaller  than 
than  1 cm  comprised  3-  ■*%  of  all  the  malignancies  detected 
by  screening  mammography  and  physical  examination.  A 
lower  incidence  of  nodal  metastases  ( less  than  20%  ) was 
noted.  Both  studies  demonstrated  that  the  potential  benefits  of 
screening  mammography  in  asymptomatic  women  are  tremen- 
dous. Both  the  HIP  and  BCDDP  programs  included  physical 
examination  as  a routine  and  essential  element  in  the  screen- 
ing process,  and  in  the  BCDDP  8.7%  of  the  cancers  were 
detected  on  physical  examination  in  the  presence  of  a negative 
mammogram.  'Hie  American  Cancer  Society'  (ACS)  has  always 
advised  that  if  physical  examination  reveals  findings  sufficient 
to  advise  biopsy,  biopsy  should  be  performed  even  in  the  pres- 
ence of  a negative  mammogram  ( 2 ). 

Even  today  there  is  an  unfounded  fear  of  radiation  risks  from 
mammography  among  many  patients.  ITiis  fear  has  limited  the 
effectiveness  of  this  screening  modality  . Yet,  the  BCDDP  radia- 
tion to  the  mid-breast  was  minimal  (0.37  rads  for  xero- 
mammograms  and  0.()4  rads  for  film  screen  mammograms ). 
Potential  risk  of  radiation  from  mammography  has  been  com- 
pared to  the  potential  risks  of  400  miles  of  travel  by  air,  60 
miles  of  travel  by  car,  smoking  3/4  of  one  cigarette,  1 Vi 
minutes  of  mountain  climbing,  and  20  minutes  of  being  a 60- 
year-old  man  ( 3 ).  A recent  study  has  shown  that  the  potential 
risk  from  all  diagnostic  radiation  to  the  breast  would  increase 
a woman's  lifetime  risk  of  breast  cancer  from  9.09%  to  only 
9.14%  (4,5).  The  potential  risks  of  mammography  appear  to  be 
minimal,  but  the  potential  benefits  in  detecting  early  occult 
malignancies  are  tremendous. 

I'he  ACiS  and  various  reports  have  repeatedly  confirmed  the 
effectiveness  of  breast  self-examination,  physical  examination, 
and  mammography  in  detecting  early  breast  cancers  in  asymp- 
tomatic patients.  In  1984,  approximately  80%  of  the  phy- 
sicians canva,ssed  by  a survey  of  the  Ohio  Division  of  the 
American  Cancer  Society  followed  the  guidelines  concerning 
breast  physical  examination.  Nearly  all  physicians  advised  pa- 
tients to  do  breast  self-examination.  Yet,  only  1 1%  of  the  phy- 
sicians followed  the  ACiS  guidelines  for  mammography  in 
a,symptomatic  patients  ( 6 ).  Only  5%  of  US  women  over  the 
age  of  50  undergo  annual  mammography  and  only  one  third  of 


eligible  women  have  ever  had  a single  mammogram.  We  can 
do  better.  j 

I’he  recommendations  from  the  American  Medical  Associa-  j 
tion  Council  on  Scientific  Affairs  on  early  detection  of  breast  | 
cancer,  which  are  published  in  this  issue,  are  extremely  perti-  | 
nent,  if  we  are  to  increase  survival  rates  in  persons  with  breast :! 
cancer.  Persistence  in  educating  our  patients  in  BSE  is  ex-  ' 
tremely  important  since  80%  to  90%  of  patients  still  detect 
their  cancer  themselves.  We  need  to  reassure  patients  that 
mammography  is  safe  and  effective.  By  following  the  American 
C/ancer  Society’s  guidelines  on  BSE,  physical  examination,  and 
mammography  in  asymptomatic  women,  we  have  the  potential 
to  save  1 2,000  lives  each  year  from  breast  cancer.  Aggressive 
screening  of  asymptomatic  women  should  be  done  to  detect 
early  occult  disease,  which  has  the  best  potential  for  cure. 

Even'  attempt  should  be  made  to  avoid  cancer  deaths  caused 
by  delayed  diagnosis  and  unreasonable  fear  of  mammography. 

In  an  effort  to  educate  the  public  to  the  benefits  of  mam- 
mography and  to  encourage  Texas  physicians  to  screen  asymp- 
tomatic patients,  the  Texas  Division  of  the  ACS  will  join  the 
rest  of  the  eountrv'  in  a massive  breast  screening  campaign  in 
the  spring  of  1987.  During  a 1 —2  month  period,  participating 
screening  centers  thrttughout  the  state,  will  offer  mammogra- 
phy at  a reduced  cost  of  $50.  In  previous  pilot  projects,  8,000 
women  were  screened  in  the  state  of  Virginia,  and  9,300  were 
screened  in  Illinois.  ITirough  the  assistance  of  Texas  physicians 
we  are  hoping  to  screen  many  more  women  in  our  state.  The 
proper  application  of  the  ACS  guidelines  for  screening 
asymptomatic  women  can  save  lives. 

GEORGE  N.  PETERS,  MD 

American  (iancer  .Society  Chairman,  1987  Te.xas  Breast  .Screening  Project,  and 
A.ssociate  Attending.  Department  of  Surgeiy  and  Surgical  Oncolog)',  Sammons 
Cancer  Center,  Baylor  University  Medical  Center,  ,S-i09  Worth,  Suite  ,S00,  Dallas, 
TX  ■’S246. 
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Immigrant  health  care:  are  we 
responsible,  or  not? 

Physicians,  hospitals,  clinics,  and  numerous  types  of  social 
agencies  throughout  Texas  and  the  southwestern  United  States 
are  being  inundated  by  the  legal  and  illegal  migration  of  His- 
panics  and.  particularly,  Mexican  nationals.  This  influx  of  our 
disparate  and  needy  neiglibors  threatens  to  overwhelm  our 
own,  already  overburdened  and  tenuously  supported,  medical 
and  social  agencies. 

ITie  reasons  for  this  migration  can  be  explained  and  under- 
stood at  least  partially.  ITiere  is  a continuing  deterioration  of 
economic  conditions  in  most,  if  not  all.  Central  American 
countries  due  to  political  unrest,  devaluation  of  currencies, 
decreases  in  oil  and  export  prices  and,  in  some  cases,  warfare. 
Additionally,  there  is  the  ageless  desire  for  a better  life;  there  is 
the  promise  of  “el  norte.”  Unfortunately,  many  of  the  problems 
that  these  immigrants  believe  they  are  leaving  behind  are,  in 
part,  the  consequence  of  their  own,  and,  in  general,  mankind’s, 
unfettered  capaciU'  for  procreation. 

Such  fecundity  helped  to  ensure  the  continuation  of  our 
species  before  the  development  of  modern  hygienic  tech- 
[niques  and  the  introduction  of  childhood  immunizations.  Both 
practices  dramatically  decreased  infant  mortality.  Unfortu- 
nately, in  many  developing  nations,  the  social  and  religious 
practices  which  resulted  in  the  necessars’  augmented  fertility 
have  not  been  altered.  ITiis  has  resulted  in  overpopulation  and, 
in  part,  the  poverty  and  other  social  problems  from  which 
these  people  are  attempting  to  escape. 

Tragically,  these  desperate  people  are  bringing  with  them 
the  same  fertility'-related  cultural  values  that  may  potentially 
continue  their  poverty  cycle,  even  in  this  countrs'.  Some,  but 
not  all,  of  these  cultural  values  include  ( 1 ) a large  family  for 
pld  age  security,  (2  ) limitation  of  the  woman’s  role  to  domestic 
areas  only,  ( 3 ) the  necessity  for  the  male  to  “prove’’  his  mas- 
culinity, (-4)  more  children  to  help  support  the  family  unit,  and 
' 5 ) a religious  tradition  that  bans  “artificial”  contraceptives. 
Finally,  even  if  contraceptive  or  prenatal  services  are  available, 
many  Hispanic  women  cannot,  or  will  not,  use  these  services 
because  of  language  problems  or  the  threat  of  deportation 
ibecausc  of  their  illegal  alien  status.  Drs  Smith  and  Wait,  in  this 
issue  of  Texas  Medicine,  (p  29 ) have  reported  on  the  increas- 
ing fertility’  and  illegitimacy  rates  in  the  children  of  these  im- 
imigrants.  This  trend  is  not  unique  to  Hispanics.  In  fact,  il- 
IHegitimacy  rates  in  white  women  less  than  20  years  of  age  have- 
gone  from  14.2%  in  1970  to  24.4%  in  198-4,  while  similar 
Hispanic  rates  have  gone  from  1 3%  to  27.9% . But  for  the 
Hispanics,  this  doubling  rate  in  out-of-wedlock  births  has 
i'added  yet  another  block  to  the  assimilation  of  this  major  eth 
riic  group  into  the  mainstream  of  the  American  life. 

! llie  solution  to  these  problems  is  not  readily  apparent.  What 
I is  apparent,  however,  is  the  severity  of  the  problems  and  the 
(economic,  political,  and  social  consequences  that  are  resulting 
ifrom  the  extensive  demands  that  this  group  is  making  on  al- 
ready over-extended  resources.  We  must,  as  a state  and  as  a 

jl|Zofo we  82  Not  ember  1 986 


nation,  decide  if  we  can  afford  to  meet  the  needs  of  a continu 
ing  influx  of  such  patients.  We,  the  editorialists,  have  made  our 
choices.  As  physicians  and  health  care  providers,  we  will  con- 
tinue to  provide  care  for  these  patients  w ho  are  our  neighbors. 
We,  in  Texas,  are  in  fact  an  integral  part  of  the  Hispanic  cul- 
ture. We,  in  medicine,  however,  can  only  provide  serv  ices  as 
long  as  facilities  and  supplies  are  available.  What  must  be  de- 
cided now  is  w’hcther  our  society  will  allow  us  to  do  so  by 
providing  the  funding  for  such  care.  Even  now,  the  executive 
branch  of  our  federal  government  is  struggling  to  destroy  fund- 
ing for  family  planning  services,  and  is  providing,  at  best,  only 
weak  excuses  for  prenatal  care  for  our  own  needy  citizens. 
How,  then,  can  we  provide  such  services  for  an  apparently 
never-ending  stream  of  refugees  entering  our  borders?  If  we, 
in  medicine,  do  not  ask  this  question  and  demand  an  answer, 
then  we  w ill,  and  should,  be  blamed  for  the  consequences. 

We  ask  that  Congress  and  the  state  legislature  expre.ss,  in 
clear  and  concise  terms:  ““Yes,  we  are  responsible,”  or  ““No,  we 
are  not  responsible.”  If  the  an.swer  is  ““yes,”  then  let  us  be 
about  this  responsibility  and  squarely  face  the  economic  and 
social  consequences  as  we  have  done  in  the  past  w ith  other 
displaced  peoples.  Vi  e are.  in  fact,  a country'  of  immigrants.  If, 
however,  the  answer  is  “ No,  ” then  let  us  face  this  .squarely  by 
imposing  severe  criminal  and  economic  fines  for  those  who 
hire  and  exploit  these  immigrants  and,  thus,  perpetuate  the 
flow'  of  these  displaced  and  needy  people  into  our  state  and 
nation. 

As  C;arl  Sagan  said  in  his  book  Broca's  Brain,  “ An  openness 
to  new  possibilities  and  willingness  to  ask  hard  questions  are 
both  required  to  advance  our  knowledge.  And  the  a.sking  of 
tough  questions  has  an  ancillarv’  benefit:  political  and  religious 
life  in  America,  e.specialh’  in  the  last  decade  and  a half,  has 
been  marked  by  an  excess  public  credulity,  an  unw  illingness  to 
ask  difficult  questions,  which  has  produced  a demonstrable- 
impairment  in  our  national  life.”  We,  in  this  country,  can  no 
longer  dodge  these  issues.  Hie  status  quo  is  no  longer  accept 
able.  l ime  and  money  are  being  exhausted  in  an  alarming 
manner. 

A “Acs”  answer  will  require  the  acceptance  of  the  responsi- 
bility and  tax -derived  support.  A ‘“No “’  answer  will  require  new, 
powerful,  and  effective  laws  with  “teeth.  ” Either  an.swer  w'ill 
require  political  strength  and  re.solve.  To  do  nothing  will  result 
in  the  further  withdraw  al  and  rationing  of  medical  and  social 
services  to  our  owai  needy  citizens,  ;is  well  as  to  the  immi- 
grants, who  will  continue  to  dilute  these  already  dwindling 
re.sources. 

Now’  is  the  time  for  physicians  to  decide  where  they  stand 
on  this  vital  issue,  and  to  let  their  representatives  know  the 
health  and  medical  realities  that  accompany  large  migrations  of 
needy  people  into  a land  that  is  unread\  to  meet  their  basic- 
medical  needs. 

NORMAN  E.  GAN  E,  MD 

Frofc.ssor  of  Obstetrics  anti  (lynecttlojty.  llie  llniversity  of  Texas  Ilealtli  .Science 
Center.  S523  Many  Hines  Blvd,  Dalhis,  TX  ’S2.3S 

LEWIS  MONDY,  PHD 

Associate  Oireetor  of  Maternal  Health  and  Family  Planning,  The  I'niversity  of 
lexas  Health  Science  Center,  S.32,3  Harrt  Hines  lllvd,  Dallas,  TX  "’52,33 


f Solve  a simple  mathematical 

problem.  Assume  that  X in  the  above 
equation  equals  the  total  number  of  staff  members  in 
your  professional  practice  or  corporation.  Subtract 
from  that  number  all  but  one  staff  member  — yourself 

'X'hat  do  you  get?  Freedom.  Freedom  from  the 
expense  and  bother  of  personnel -related 
administrative  chores. 

Freedom  to  design  a benefits  and  retirement 
package  which  best  fits  your  own  needs,  without 
the  financial  and  administrative  burden  of  supplying 
like  coverage  for  ever>'  member  of  your  staff. 

Freedom  to  offer  your  staff  "large  corporation" 
benefits,  even  if  your  professional  practice  or  company 
is  modest  in  size. 

The  equation  can  work  for  you,  through  the  senices 
of  Staff  Leasing,  Inc.  The  concept  is  simple.  Our 
company  hires  your  employees  and  leases  them  back 
to  you.  Your  office  routine  remains  unchanged,  except 
that  Staff  Leasing,  Inc.  handles  all  facets  of  personnel 
administration.  We  assume  responsibility  for  payroll 
and  related  accounting,  make  all  employer  contributions 
to  ta.xes  and  insurance  on  behalf  of  employees,  and 
manage  the  withholding  and  deposit  of  all  employee 
payroll  deductions. 

Because  a large  number  of  men  and  women  are 
employed  by  Staff  Leasing,  Inc.,  our  company  can 
provide  a package  of  employee  benefits  second  to 
none.  Your  staff  will  enjoy  group  medical  insurance, 
including  maternity  benefits;  group  dental  insurance; 
group  life  insurance;  a sound  retirement  plan; 
professional  liability'  insurance;  worker’s  compensation 
insurance;  and  more. 

Staff  leasing  is  also  a recognized  and  approved 
solution  to  the  affiliated  service  group 
problem  presented  by  Internal  Revenue  Code 
Section  4l4(m). 

Staff  Leasing,  Inc.  is  not  an  employment  agency. 

We  simply  make  it  easier  for  you  to  operate  your 
professional  practice  or  corporation  with  existing 
staff.  Or  we  staff  your  office  with  new  employees, 
subject  to  your  approval. 

Freedom.  It’s  writing  one  check  a month  and  letting 
Staff  Leasing,  Inc.  do  the  rest. 

Let  us  work  out  a staff  leasing  plan  for  you.  It 
adds  up  to  a better  way  of  doing  business. 


Texas  office: 

Staff  Leasing,  Inc. 
7557  Rambler  Road, 
Suite  610 

Dallas,  Texas  75231 
(214)  696-0808 


Oklahoma  office: 

Staff  Leasing,  Inc. 

P.O.  Box  12373 

Oklahoma  City,  Oklahoma  73157 
(405)  94.3-.3310 


< lOSfS  Marriott  Hotels 


Now  you  can  have 
convenience  to  the 
Medical  Center 
with  the  luxury  of 
Marriott. 

The  new'  Marriott  Hotel  is  linked  to  the 
Texas  Medical  Center  by  an  enclosed  walkway. 
No  hotel  is  more  convenient  or  as  special. 

All  guest  rooms  are  spacious  and  richly 
appointed.  Our  concierge  level  offers  you  a 
private  lounge,  continental  breakfast, 
complimentary  hors  d 'oeuvres,  and  honor  bar. 

Our  recreation  facilities  feature  an  indoor 
pool  and  whirlpool,  plus  adjoining  fitness 
center  with  an  indoor  track,  racquetball, 
complete  weight  training,  and  excercise 
equipment. 

We  have  9,000  sq,  ft.  of  conference  space 
including  the  Grand  Ballroom  and  several 
conference  rooms  - perfect  for  seminars, 
business  meetings,  or  product  introductions. 

Our  three  restaurants  and  lounge  offer  a variety 
of  food  and  beverage  options. 

Make  your  next  trip  to  the  Texas  Medical 
Center  convenient,  and  we  will  make  sure  it  is 
special.  For  re.servations,  call  us  direct  at 
713-796-0080.  call  your  travel  agent,  or  call 
Marriott  toll  free  1-800-228-9290. 


Texas  Mediciru 


We  can  secure  it. 


American  Physicians  Life  Insurance  (API 
Life)  has  specialized  in  the  insurance 
needs  of  Texas  physicians  for  7 years. 

Because  our  company  is  owned  by  doc- 
tors, we  know  that  a physician's  life  and 
disability  coverage  needs  are  different 
than  those  of  other  professionals.  All  of 
our  products  are  designed  to  meet  those 
needs,  and  we  offer  them  at  highly  com- 
petitive rates. 


For  answers  to  your  questions  about; 

• Universal  Life  and  Annual  Renewable 
Term 

• Income  Replacement  and  Business  Over- 
head Expense 

• Deferred  Compensation  (Bonus  Alter- 
native for  the  Incorporated  Physician) 

call  Toll  Free  at  1-800-252-3628,  or  watch 
your  mail  for  more  information  arriving  in 
the  next  few  weeks. 


api^ 

American  Physicians  Life  Insurance  Company  is  a subsidiary  of  American^  Physicians 
Insurance  Exchange,  the  doctor-owned  liability  insurance  company  entering  its 
2nd  decade  of  service  to  Texas  physicians. 
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TMA  IN  ACTION 


Board  approves  1987  priorities, 
rejects  statewide  HMO 

Texas  Medical  Association’s  Executive 
Board  has  approved  seven  priorities  that 
will  help  assure  that  physicians  continue 
to  direct  the  practice  of  medicine  and 
protect  quality  care.  Meeting  in  Austin 
on  Sept  1 4,  the  board  also  approved  a 
recommendation  that  the  association  not 
develop  a statewide  health  maintenance 
organization.  Both  items  of  business  will 
go  before  the  House  of  Delegates  for  final 
decisions  during  its  Nov  21—22  meeting. 

ITie  association’s  priorties  for  the  com- 
ing year  are: 

1 . Continue  efforts  to  achieve  tort  re- 
form and  relief  from  the  professional  lia- 
bility problem. 

2.  Represent  the  association  in  state 
legislative  issues  that  impact  upon  the 
practice  of  medicine  and  medical  care 
for  patients. 

3.  Strengthen  existing  patterns  of  fi- 
nancing health  care  to  further  enhance 
the  private  practice  of  medicine. 

4.  Implement  TMA’s  action  plan  to  as- 
sure physician-directed  medical  practice 
in  Texas. 


5.  Monitor  Medicare,  Medicaid,  and 
CHAMPUS  and  act  appropriately  through 
direct  negotiations  and  legislative  and 
regulatory  processes. 

6.  Offer  greater  services  and  benefits 
to  I’MA  members. 

7.  Increase  membership. 

In  an  action  related  to  their  efforts  to 
increase  membership,  the  board  will  ask 
the  Council  on  Constitution  and  Bylaws 
to  study  the  possibility  of  allowing  provi- 
sional and  resident  physicians  to  serve  in 
the  House  of  Delegates. 

ITie  board  endorsed  a recommenda- 
tion against  a TMA-sponsored  HMO  after 
hearing  a draft  report  from  the  Ad  Hoc 
Committee  to  Determine  the  Feasibility' 
of  a Statewide  Physician-directed  Health 
Care  Delivery  System.  I'he  ad  hoc  com- 
mittee based  its  recommendation  on  the 
results  of  a TMA  survey  of  the  member- 
ship’s attitude  toward  such  a proposal. 
The  response  showed  "no  overw'helming 
support  ” for  the  idea,  said  David  Vander- 
pool,  MD,  Dallas,  chairman  of  the  ad  hoc 
committee  and  president-elect  of  the  as- 
sociation. Hie  ad  hoc  committee  also 
cited  the  high  level  of  funding  required 
to  implement  a program  and  the  chal- 
lenge of  statewide  marketing,  along  with 
the  need  for  astute  management. 

In  addition,  the  executive  board  ap- 
proved four  other  recommendations 


from  the  ad  hoc  committee: 

1 . ITiat  TMA  not  undertake  a feasi- 
bility study  regarding  development  of  a 
statewide  HMO.  Most  such  studies  tend 
to  be  self-serving  to  the  consulting  orga- 
nizations that  perform  them,  the  report 
noted. 

2.  I’hat  TMA  develop  a business  plan, 
which  would  enable  the  association  to 
engage  in  more  clearly  defined  and  sup- 
ported alternate  health  care  delivery  sys- 
tems activities  in  the  future.  "Rather  than 
compete  with  physicians  on  the  local 
level,  TMA  should  provide  assistance  to 
the  local  efforts,”  Dr  Vanderpool  said. 

3.  ITiat  TMA  examine  ways  to 
strengthen  the  indemnity  insurance  sys- 
tem, which  provides  health  insurance 
coverage  to  86%  of  the  state’s  popula- 
tion, and  promote  its  utilization. 

4.  fhat  TMA  explore  the  desirability 
of  obtaining  an  insurance  license  in  order 
to  offer  insurance  coverage,  with  the 
goal  of  developing  the  capability  of  par- 
ticipating in  preferred  provider  plan 
arrangements. 

Members  leam  about  issues 
facing  the  profession 

Members  of  the  Texas  Medical  Associa- 
tion gathered  in  Austin  Saturday,  Sept  1 3, 
to  hear  leading  experts  discuss  the  issues 
facing  the  medical  profession.  Among  the 
topics  under  consideration  were  the  eco- 
nomic climate  in  which  physicians  prac- 
tice, the  influence  of  business  on  medical 
practice,  effective  competition,  and  pro- 
fessional liability. 

Discussing  the  business  community’s 
increasing  influence  on  medical  practice, 
John  J.  Coury,  MD,  warned  his  audience, 
"If  physicians  don’t  take  charge  of  their 
destiny,  someone  else  will.”  Dr  Coury,  of 
Port  Huron,  Mich,  is  president  of  the 
American  Medical  Association.  In  a pre- 
sentation titled  "Carrying  the  Flag  for 
Medicine,”  Dr  Coury  asked,  “Are  we 
going  to  let  third  party  payors  and  corpo- 
rate leaders  take  over?”  He  advised  his 
listeners,  "Know  what  you’re  signing 
when  you  join  a prepaid  health  care 
group.  If  you  don’t,  you’re  abrogating 
your  responsibility  to  the  public.” 

Considering  pressure  on  physicians  to 
keep  costs  down.  Dr  Coury  said,  “I  don’t 
think  any  physician  should  apologize  for 


Richard  E Corlin.  MD.  Santa  Monica,  Calif,  (left)  {iresentation  at  the  fall  conference.  Dr  Carlin 
visits  with  a member  of  the  aiuiience  following  his  discussed  "Changing  Trends  in  Medical  Practice.  " 


Texas  Medicine 


quality  medicine.  That’s  what  our  pa- 
tients deserve,  and  we  are  patient  advo- 
cates ' He  concluded  by  saying  that  it 
physicians  are  to  direct  their  destiny, 
they  must  have  goals:  quality  care,  better 
means  of  ridding  the  profession  of  in- 
competents, and  immunip,  for  physicians 
involved  in  peer  review.  “W  e all  must 
work  together  to  preserve  the  dignip  of 
medicine  and  the  qualip’  of  care.” 

Turning  to  '“('hanging  Trends  in  Medi 
cine,”  Richard  F.  Corlin,  MD.  told  the 
confercnce  that  changes  in  the  practice 
of  medicine  reflect  the  changes  in  our 
sociep’.  Dr  Corlin,  of  Santa  Monica,  Calif, 
is  speaker  of  the  house  of  delegates  of 
the  California  Medical  Association,  Medi- 
cal practice  is  changing  to  cope  with  a 
i more  mobile  sociep',  in  which  people 
, don't  form  relationships  in  the  same  way 
! as  they  did  earlier,  he  said,  “ Faced  with 
I the  same  considerations,  those  of  us  who 
have  been  in  practice  for  years  probably 
would  make  the  same  decisions  that 
graduates  are  making  today,  ’ he  said  of 
I the  trend  toward  larger  group  practices 
and  the  increasing  number  of  employed 
physicians.  And,  he  reminded  the  audi- 
ence, “ Trends  never  continue  unchanged. 
_ Economic  trends  are  cyclical.” 

Dr  Corlin  identified  five  major  trends 
in  medical  practice.  ITie  first  is  the  ero- 
sion of  professional  autonomy.  Para- 
professionals  are  establishing  a profes- 
1 sional  attitude,  he  said,  and  physicians 
: have  “ defaulted  away”  their  professional 
i autonomy,  “W  e have  to  fight  to  protect 
' that  autonomy,”  he  said. 

The  second  trend  is  toward  decreasing 
I incomes  for  physicians,  “So  what?”  Dr 
“ Corlin  asked.  “Being  a physician  still  is 
better  than  being  almost  anything  else.” 

The  third  trend — that  toward  an  over- 
supply of  physicians — presents  the  pro- 
I fession’s  greatest  problem.  Dr  Corlin 
noted  that  manpower  problems  will  get 
worse  before  they  get  better,  considering 
: that  there  is  an  8-  to  lO-year  educational 
: pipeline  producing  physicians.  He  sup- 
ports measures  to  halt  both  the  influx  of 
; foreign  medical  graduates  into  the  United 
1 States  and  the  development  of  more 
paraprofessionals. 

Fourth,  the  business  community  is  be- 
I coming  more  influential  in  health  care 
I delivery.  The  business  community’s  con- 
’ cern  with  cost  is  causing  problems  with 
: the  quality  of  and  access  to  health  care, 
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Dr  Corlin  said. 

Fifth,  hospitals  and  physicians  are  be- 
coming competitors.  Medical  staffs  can- 
not afford  to  be  passive  in  dealing  with 
the  hospital.  Dr  Corlin  said.  The  chief  of 
staff  must  vigorously  represent  physicians, 

George  S,  (^onomikes  advised  the  con- 
ference attendees  on  “Competing  More 
Effectively  in  the  New  Practice  Environ- 
ment.” Mr  Conomikes,  of  Marina  del  Rey, 
Calif,  is  president  of  Conomikes  Associ- 
ates, Inc.  He  told  the  audience  about 
three  elements  to  consider  in  making  a 
practice  successful:  patients,  personnel, 
and  the  physician. 

Keep  in  mind  that  marketing  is  the 
sum  of  all  the  impressions  the  patient  has 
about  not  only  the  physician,  but  also  the 
circumstances  of  a visit  to  the  office,  in- 
cluding the  cost  and  case  of  parking  and 
the  amount  of  time  in  the  waiting  room. 

Mr  Conomikes  noted  that  patients 
spend  two  to  five  times  longer  with  the 
physician’s  employees  than  with  the  phy- 
sician. The  patient’s  perception  of  the 
lowest  paid  employee,  the  person  who 
answers  the  phone,  may  be  the  most  im- 
portant, he  said. 

Finally,  he  advised  physicians  to  con- 
sider their  patients — shake  hands  with 
them,  introduce  your.self,  look  at  them, 
don’t  look  anxious  to  leave,  use  the  pa- 
tient’s name.  Physicians  should  set  up 

George  S.  Conomikes.  Murimi  del  Rey.  Calif  (right) 
fields  questions  from  the  audience  following  his 
presentation  at  the  fall  conference.  Mr  Conomikes 


work  schedules  that  accommodate  the 
increasing  number  of  working  women, 
he  added, 

James  S,  Todd,  MD,  Chicago,  discussed 
the  magnitude  of  the  professional  liability 
crisis,  which  has  expanded  beyond  the 
medical  profession  to  affect  businesses 
and  municipalities.  Dr  Todd  is  senior 
deputy  executive  vice  president  of  the 
AMA,  He  reminded  the  audience  of  the 
AMA’s  four-pronged  approach  to  solving 
the  crisis.  The  approach  encompasses 
tort  reform,  public  education,  assis- 
tance to  defense  attorneys,  and  risk 
management, 

“Tort  reform  in  all  its  grandeur  is  not 
the  ultimate  solution  to  the  professional 
liability  crisis,”  Dr  Todd  said,  noting  that 
only  10%  of  malpractice  cases  go  to 
court.  He  added  that  risk  management 
offers  the  greatest  potential  for  relieving 
the  malpractice  situation.  “While  tort  re- 
form and  education  are  important,  the 
greatest  benefit  will  come  from  intro- 
spection, modification  of  individual  be- 
havior, and  a realization  that  once  tort 
reforms  are  enacted,  we  cannot  rest  on 
our  laurels.”  He  conceded  that  his  opin- 
ion is  not  popular.  It  involves  behavior 
modification,  he  said,  “ A terrible  term, 
but  1 can’t  think  of  one  that  is  more  accu- 
rate, The  result  of  good  risk  management 
will  be  more  confident  physicians,  ” Dr 

offered  suggestions  for  "Competing  .More  Effectively 
in  the  Sew  Practice  Environment  " 


IT’S  ALL  THE  COVERAG 
THAT  YOU  WILL  EVER  NEED! 

NEW  BENEFITS 


$ 

$ 


COST  OF  LIVING  GUARDIAN 

This  optional  benefit  provides  a schedule  that  in- 
creases monthly  claim  payments  for  total  or  partial 
disability  to  cope  with  inflation. 

INCREASING  PRE  DISABILITY  BASE  EARNINGS 

Automatically  increases  base  amount  on  each  anni- 
versary of  partial  disability  to  prevent  erosion  of 
claim  payments  should  earnings  while  partially  dis- 
abled increase  due  to  inflation. 


$ WAITING  PERIOD  FOR  PARTIAL  DISABILITY 

The  waiting  period  for  partial  disability  is  now  th 
same  as  the  waiting  period  you  select  for  total  di 
ability,  30,  90  or  180  days. 

$ PARTIAL  DISABILITY  BENEFITS 

Benefits  becoming  due  are  payable  at  50  perceni 
your  monthly  benefit  for  total  disability  until  the 
term  payment  schedule  applies  at  the  seventh 
month. 


$ INNOVATIVE  SOCIAL ‘ SUBSTITUTE” 

A $1000  monthly  benefit  is  available  under  TMA’s  low 
cost,  180  day  waiting  period  to  members  who  want  in- 
surance payment  as  a substitute  if  a disability  does  not 
qualify  for  Social  Security  disability  payments.  The 
$1000  is  payable  even  if  payments  are  made  by  Social 
Security. 


‘THE  TRIED  AND  TRUE" 


$ Bonafide  long  term  benefit  periods  for  total 
disability,  to  age  70. 

$ Long  term  benefits  for  partial  disability,  at  no 
additional  cost. 

$ Definition  of  disability  protects  you  at  your 
medical  specialty,  at  no  additional  cost. 


$ You  may  be  insured  for  the  maximum 
monthly  benefit,  up  to  $8000,  regardless 
other  disability  insurance  you  have  in  forj 

$ At  time  of  claim,  the  full  TMA  monthly  b 
fit  is  paid  regardless  of  monies  you  may  i 
ceive  from  other  disability  policies,  salar 
continuation,  investments.  Social  Securil 


Refer  to  the  “Center  Section”  of  the  TMA  Insurance  Brochur 
dated  August,  1986  for  examples.  If  you  do  not  have  a brochi 
call  1-800  252-9318. 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  PROGRAM  j 

1901  NORTH  LAMAR  BLVD  • AUSTIN,  TEXAS  78705  j 
underwritten  by  j 

PRUCO  LIFE  INSURANCE  COMPANY  of  TEXAS  j 

a subsidiary  of  the  PRUDENTIAL  ; 


Texas  Medicine  , 


Todd  concluded. 

^ In  addition  to  general  sessions,  the  fall 
I conference,  the  theme  of  which  was  “Up 
date  86:  Issues  in  Medicine,”  offered 
break-out  sessions.  In  these  sessions,  pan- 
elists discussed  “What  You  Didn’t  Learn 
in  Medical  School:  Practice  Management 
and  Marketing, ’’  “Withholding  and  With- 
drawing Medical  Care:  Hthical  and  Legal 
I Issues,”  “The  1987  Texas  Legislature:  An 
1 Election  and  Legislative  Update,”  and 
j “HMO  and  PPO  Contracts.  Recent  Re- 
quirements and  Developments.”  Cassette 
tapes  of  conference  higlilights  lU'e  avail- 
^able  for  purchase  from  TMA.  For  further 
information,  contact  the  TMA  Communi- 
' cation  Department,  1801  N Lamar  Blvd, 
j Austin,  TX  7870 1 , phone  (512) 
477-6704,  ext  212. 

! 

I Trustees  endorse  monument 
;to  Texas  Sesquicentennial 

1 Texas  Medical  Association’s  Board  of 
Trustees  has  endorsed  the  Texas  Sesqui- 
centennial Monument,  a project  of  the 
Texas  Historical  Foundation  that  was  au- 
thorized by  the  69th  Texas  Legislature. 

I The  nonprofit  foundation  hopes  to  fund 

ithe  project  by  raising  S2  million  through 
private  donations  from  Texas  citizens  and 
[organizations. 

Artist  Robert  Summers  of  Glen  Rose, 

I Tex,  designed  the  bronze  sculpture, 
Iwhich  will  be  erected  within  the  C.apitol 

(complex  in  Austin.  Entitled  “Texas  Leg- 
acy,” the  monument  is  a tribute  to  Texans 

Iwho  have  shared  a common  vision  of  lib- 
erty. peace,  and  prosperity.  It  will  be  38 
feet  long,  19  feet  wide,  more  than  17  feet 
high,  and  will  weigh  approximately 

140,000  pounds.  It  will  depict  two  cow- 
boys working  on  horseback  herding  six 
longhorns.  The  State  of  Texas  will  main- 
itain  the  monument  and  park. 

Contributors  who  donate  $500  or 
imore  will  have  their  names  inscribed  in 
jjjthe  granite  base  of  the  monument.  For 
ijjfurther  inform.ation,  contact  The  Texas 
Historical  Foundation,  580  Westlake  Park 
jBlvd,  Suite  1640,  Houston,  TS.  77079. 


5| 

ii 

Wolitme  HJ  Noivmher  I9H(i 


TMAA  contributes  $100,000 
to  funds,  activities 

Hie  Texas  Medical  Association  Auxiliary 
contributed  more  than  $100,000  to 
funds  and  activities  during  the  1985- 
1986  fiscal  year. 

I'he  largest  beneficiary  was  the  Ameri- 
can Medical  Association  Education  and 
Research  Foundation,  which  received 
$73,515.  'I’he  TMAA  Medical  Student 
Loan  Fund  benefitted  by  $18,396.  The 
Physicians  Benevolent  Fund  received 
$13,000  from  the  auxiliary.  And,  the 
Texas  Memorial  Medical  Library  Fund  re- 
ceived $1,000. 

Auxiliary  members  raised  the  money 
through  donations,  ticket  sales  for  a 
travel  gift  certificate  donated  by  IN'TRAV, 
a silent  auction  in  conjunction  with  a 
party  during  annual  session,  two  bou- 
tiques, and  dividends  on  investments. 

With  8,478  members,  TMAA  is  the 
largest  state  medical  society  auxiliary  in 
the  country  and  qualifies  for  23  delegates 
to  the  American  Medical  Association 
Auxiliary.  TMAA  member  Pat  ( Mrs  Mylie 
E. ) Durham,  Jr,  Houston,  is  president  of 
the  AMAA. 


HEALTH  LINE 


Eye  care  project  fights 
glaucoma  in  elderly  Texans 

By  calling  1 -800-222-EYFS,  182 
elderly  Texas  residents  have  received 
medical  eye  examinations,  have  been  di- 
agnosed as  having  glaucoma,  and  have  re- 
ceived treatment  for  the  disease. 

I’he  National  Eye  Care  Project,  which 
began  Feb  1 0 in  Texas,  has  received 
more  than  4,624  calls  from  senior  citi- 
zens in  Texas  who  may  be  suffering  from 
glaucoma  and  other  sight-threatening  eye 
diseases.  More  than  3,000  of  these  callers 
have  made  appointments  with  volunteer 
physicians  and  have  received  treatment, 
including  the  1 28  found  to  have  glau- 
coma. 'I’he  project  is  sponsored  locally 
by  the  Texas  Ophthalmological  Associa- 
tion and  the  Foundation  of  the  American 
Academy  of  Ophthalmology. 

I'he  service  is  available  to  US  citizens 


or  legal  residents,  age  65  or  over,  who 
are  not  currently  under  the  care  of  an 
ophthalmologist,  who  have  no  access  to 
one,  or  who  have  not  seen  one  within 
the  last  three  years.  Nationwide  the  help- 
line has  received  more  than  90,000  calls 
from  older  Americans  and  has  referred 
more  than  60,000  to  local  ophthalmolo- 
gists. More  than  70%  of  those  examined 
have  been  found  to  be  suffering  from 
glaucoma,  cataracts,  diabetic  retinopathy, 
macular  degeneration,  and  other  de- 
bilitating eye  diseases. 

NIH  issues  report 
on  pain  management 

A National  Institutes  of  Health  ( NIH  ) con- 
sensus development  statement  on  the 
integrated  approach  to  the  management 
of  pain  is  available  from  the  NIH  Office  of 
Medical  Applications  of  Research. 

Prepared  by  a panel  of  experts,  the  re- 
port provides  answers  to  the  following 
questions.  How  should  pain  be  assessed? 
How  should  pharmacological  agents  be 
u.sed  in  an  integrated  approach  to  pain 
management?  How  should  nonphar- 
macological  interventions  be  used  in  an 
integrated  approach  to  pain  manage- 
ment? What  is  the  role  of  the  nurse  in  the 
integrated  approach  to  pain  manage- 
ment? What  are  the  directions  for  future 
research  in  pain  management? 


“If  it  weren’t  for  coughing  Td  get  no  exercise 
at  all!” 


The  current  litigation  explosion  means  that  Texas 
physicians  must  cope  in  a volatile  liability  arena. 
Never  before  have  reliable  insurance  services  been  so 
important  nor  selection  of  your  insurance  carrier 

more  meaningful. 

INTEGRITY  . . . the  most  critical  ingredient  in 
choosing  appropriate  protection.  It  means  your  insur^ 
ance  policy  is  hacked  by  a genuine  intent  to  keep  the 

odds  in  your  favor. 

TMLT  has  set  a standard  of  medical  liability  proteC' 
tion.  Our  very  concept  of  insurance  means  integrity. 
Call  us.  The  Texas  Medical  Liability  Trust - 
exclusively  for  Texas  physicians. 


TEXAS 

MEDICAL 

LIABILITY 

TRUST 

THE  STANDARD  HAS  BEEN  SET 


Statewide  Service  Center:  1'800'252'9179/P.O.  Bdx  14746,  Austin,  Texas  78761 


This  is  the  equipment  that  medical  experts  described  as 

. . THE  MOST  IMPORTANT  SURGICAL  INSTRUMENT 
STERILIZER  EVER  INVENTED. . 


The  STER-0*LlZER  MD-200  sterilizes  all 
types  of  surgical  instruments,  disposables  and 
non-disposables,  in  2 minutes,  and  without 
gas,  heat  or  chemicals. 

The  instruments  can  be  used  immediately 
upon  sterilization  - no  waiting! 


How  the  STER-O-LIZER  MD-200  works; 

It  is  a cold  sterilizer.  It  uses  distilled  water  and 
chemically  pure  salt  (NaCI)  tablets  provided. 

When  this  light  brine  solution  comes  in 
contact  with  the  multi -patented  anodes,  it  is 
converted  into  ozone,  nascent  chlorine  and 
their  respective  free  radicals. 

Working  synergistically,  they  are  the  most 
powerful  germicidal  agents  known! 


The  STER-O-LIZER  MD-200  has  been  advertised  in  all  major  medical  journals  of  the  world.  It  has  also  been 
exhibited  in  many  national  and  international  medical  conventions. 

Not  only  does  it  sterilize  instruments,  but  its  solution  is  used  to  wash/sterilize  hands,  poured  on  open  cuts, 
wounds  and  burns  without  the  slightest  burning  sensation  to  patients.  Dentists  are  using  it  to  eliminate  plaque 
and  to  cure  gingivitis. 


HERE  IS  A VERY  SPECIAL  OFFER!  100  UNITS  TO  BE  GIVEN  AWAY  FOR  TESTING! 


The  regular  cash  price  is  $4,900.  It  leases  at  $1 50  a month.  We  are  making  1 00  units  available,  eventually  free  of 
charge,  as  follows;  Upon  receipt  of  your  check  for  $3,500  we  will  ship  you  a unit.  You  can  use  it  as  heavily  as 
possible  for  1 2 months.  Then  we  will  send  you  our  questionnaire  for  you  to  complete.  Upon  completion,  we  will 
send  you  back  your  $3,500  and  you  get  to  keep  the  unit  with  our  compliments! 


The  1 00  units  will  be  placed  on  a selective  basis  only  to  meet  our  needs.  In  cases  of  overlapping,  we  will  return  the  check. 
Fill  out  the  coupon  below  and  send  it  along  with  your  $3,500  check. 


Manufactured  in  the  United  States  of  America  by: 

STER-O-LIZER® 

MANUFACTURING  CORPORATION 

Mailing  Address:  P.O.  Box  27488 
Salt  Lake  City,  Utah  84127  U.S.A. 

Offices:  375  West  400  North 
Sait  Lake  City.  Utah  84103  U.S.A. 

Telephone:  (801)  532-5600 
Telex:  453048  SMC  SLC 


i accept  your  offer 

Enciosed  find  my  check  for  $3,500  for  one  STER-O-LIZER  IVID-200 
Name  of  Doctor  or  Institution 


Address 

City  State ZIP 

Phone  Specialty 

Hospital  affiliation 

Graduate  of  Year  _ 

Send  to: 


STER-O-LIZER  MANUFACTURING  CORPORATION 
P.O  Box  27488.  Salt  Lake  City.  Utah  84127 


Free,  single  copies  of  this  consensus 
statement  are  available  from  Michael  J. 
Bernstein,  Office  of  Medical  Applications 
of  Research,  National  Institutes  of  Health, 
Building  1,  Room  216,  Bethesda,  MD 
20892. 


SOCIOECONOMICS 


HCFA  proposes  to  lower 
Medicare  economic  index 

The  Health  C,are  Financing  Administra- 
tion has  proposed  to  lower  the  Medicare 
economic  index  (MEl ),  which  deter- 
mines the  annual  update  in  physician 
fees,  beginning  Jan  1,  1987.  HCFA  esti- 
mates that  the  change  will  save  S28  mil- 
lion during  1987.  Noting  that  during  the 
same  year  cash  benefit  payments  for  phy- 
sicians’ services  for  Medicare  services 
will  be  nearly  $20  billion,  the  rules  rea- 
son that,  “ . . . there  would  not  be  a sig- 
nificant impact  on  physicians.”  Hie 
deadline  for  commenting  on  the  proposal 
was  Sept  25.  At  press  time,  comments 
still  were  under  study. 

Beniartl  Palmer,  MD.  San  Antonio,  (left)  works  on 
his  inlen'iew  technique  with  Bohhie  Laurie. 
Chicago,  president  of  Craddock  Communications. 


As  published  in  the  Aug  1 1,  1986,  edi- 
tion of  the  Federal  Register,  the  proposal 
lowers  the  component  for  physicians' 
office  space  expenses.  'Hie  proposal 
reads,  “Ba.sed  upon  the  revised  meth- 
odology', we  expect  that  the  cumulative 
MEl  will  be  about  2%  lower  than  what  it 
would  have  been  at  the  time  of  the  next 
prevailing  charge  update.  ” ITie  proposed 
rules  also  note  that  a change  in  the  time 
of  updating  physicians’  fees  from  Oct  1 , 
1986,  to  Jan  1,  1987,  allows  an  additional 
three  months  of  inflation  that  will  par- 
tially offset  the  reduction  in  the  MEl. 

'Hie  proposal  concedes  that,  “The  re 
duction  in  the  MEl  increase  may  affect 
the  decisions  of  some  physicians  as  to 
whether  to  participate  or  accept  assign- 
ment on  an  individual  case  basis.  Thus, 
there  may  be  some  effects  on  the  out-of- 
pocket  expenses  of  beneficiaries  who  be- 
come liable  for  charges  in  excess  of  the 
Medicare  program  payment  when  there 
is  no  assignment.” 

4,000  residents  train  in  Texas, 
half  choose  primary  care 

Texas  Medical  Association’s  Department 
of  Education  and  Research  reports  that 

Ms  Laurie  conducted  the  speech  and  media  training 
in  .Austin,  .Sept  14  it  was  designed  for  physicians 
who  will  he  spokesmen  on  tort  refonn. 


there  are  almost  4,000  residents  in  train- 
ing in  Texas  programs.  Half  of  the  resi- 
dents are  training  in  primary  care 
specialties,  which  include  family  prac- 
tice, internal  medicine,  obstetrics/ 
gy  necology,  and  pediatrics. 

As  of  June  1986,  residents  numbered 
3,874  including  1,780  in  primary  care 
specialties;  163,  medical  specialties;  852, 
surgical;  and  1,079,  other  specialties.  'Hie 
residents  include  333  foreign  medical 
graduates,  of  which  87  are  United  States 
citizens  and  246  are  aliens.  j 

Fhere  are  2,877  men  and  997  women 
in  training  programs.  Female  residents  i 
are  represented  most  prominently  in  pri-  j 
mary  care  specialties,  where  they  com-  i 
prise  33%  of  the  total.  They  are  least 
visible  in  surgical  specialties,  where  they 
comprise  10%  of  the  total.  | 


QMNTAL  COMMENTS  I 
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Witnesses  plan  appearance 
before  tort  reform  study  group 

At  press  time,  a panel  of  expert  witnesses  i 
representing  Texas  Medical  Association 
was  waiting  to  address  the  Texas  House-  j 
Senate  Joint  Study  Committee  on  Liability  S 
Insurance  and  Fort  Law  and  Procedure,  | 
which  was  expected  to  meet  in  late  Oc- 
tober  or  early  November,  in  Austin.  □ 
While  the  study  committee  has  been  U 
conducting  hearings  since  late  spring,  the  3 
upcoming  hearing  will  focus  on  medical/  (i 
health  concerns.  f 

Each  presentation  was  to  identify  the 
undesirable  effects  of  Texas’  current  tort 
.system  on  the  quality  of  and  access  to 
medical  care  within  a given  area.  Plan- 
ning to  appear  on  behalf  of  TMA  at  the  ■ 
meeting  were  James  Winn,  MD,  Uvalde, 
speaking  on  medical  discipline,  peer  re- 
view, and  complaint/investigation  proce- 
dures of  the  Board  of  Medical  Examiners; 
TMA  President  Jim  Bob  Brame,  MD,  El-  | 
dorado,  on  the  effects  on  rural  family 
practice;  Tad  Davis,  MD,  Austin,  on 
obstetrics;  Charles  Neblett,  MD,  Houston,  j 
on  neurosurgery ; Donald  House,  PhD.  i 
Bn  an,  on  the  economics  of  medical  pro- 
fessional liability  insurance  and  proposed  I 
tort  reforms;  and  E.  Don  Webb,  MD, 
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There's  never  been 
a better  time  for  her 
and 

PREMARIN® 

(Conjugated  Estrogens  Tablets) 


Now  the  evidence  looks  better 
than  ever 


Significantly  reduced  risk  of 
endometrial  hyperplasia 

Endometrial  hyperplasia  was  significantly  reduced  when  pro- 
gestin was  added  to  PREMARIN  therapy  for  more  than  ten  days 
a monthi  '’The  risk  of  endometrial  hyperplasia  may  also  be 
reduced  through  cyclic  administration  of  unopposed,  low-dose 
PREMARIN. 


Effect  on  lipids — an  important  feature 

PREMARIN  used  alone  does  not  adversely  affect  lipid  levels.  In 
fact,  a clinical  study  has  shown  a significant  increase  in  HDL 
cholesterol — from  49.7  mg/dL  to  56.4  mg/dL — and  decrease  in 
LDL  cholesterol — from  165.1  mg/dL  to  138.1  mg/dL — after  one 
year  of  therapy  with  PREMARIN,  0.625  mg.® 

Low-dose  control  of  menopausal  symptoms 

PREMARIN  effectively  relieves  vasomotor  symptoms,  such  as 
hot  flashes.  When  estrogen  deficiency  is  limited  to  atrophic 
vaginitis,  PREMARIN®  (conjugated  estrogens)  Vaginal  Cream 
restores  the  vaginal  environment  to  its  premenopausal  state. 

The  most  widely  used,  most  extensively 
studied  estrogen  worldwide. 


PREMARIN" 

(Conjugated  Estrogens  Tablets) 

Most  trusted  for  more  reasons 


♦PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms. 
Please  see  following  page  for  brief  summary  of  prescribing  information. 


For  moderate-to-severe 
vasomotor  symptoms 


For  atrophic  vaginitis 


PREMARDM® 

(Conjugated  Estrogens  Tablets) 


PREMARIN* 

(Conjugated  Estrogens) 


0.3  mg  0.625  mg  0.9  mg  1.25  mg  2.5  mg 

The  appearance  of  these  tablets  is  a trademark  of  Ayerst  Laboratories. 


Vaginal 

Cream 

0.625mg 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION.  SEE  PACKAGE 
CIRCULARS.) 

PREMARIN*  Brand  of  conjugated  estrogens  tablets,  USP 

PREMARIN*  Brand  ol  coniugated  estrogens  Vaginal  Cream  in  a nonllguetying  base 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA 

Three  independent  case  control  studies  have  reported  an  increased  risk  of  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  for  more  than  one  year  This  risk  was  indepen- 
dent of  the  other  known  risk  factors  for  endometrial  cancer  These  studies  are  further  supported  by  the 
finding  that  incidence  rates  of  endometrial  cancer  have  increased  sharply  since  1969  in  eight  different  areas 
of  the  United  States  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  to 
the  rapidly  expanding  use  ot  estrogens  during  the  last  decade  The  three  case  control  studies  reported  that 
the  risk  of  endometrial  cancer  in  estrogen  users  was  about  4 5 to  13  9 times  greater  than  in  nonusers  The 
risk  appears  to  depend  on  both  duration  of  treatment  and  on  estrogen  dose  In  view  of  these  findings,  when 
estrogens  are  used  for  the  treatment  ot  menopausal  symptoms,  the  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible  When  prolonged  treatment  is 
medically  Indicated,  the  patient  should  be  reassessed  on  at  least  a semiannual  basis  to  determine  the  need 
tor  continued  therapy  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  of  low  Joses  of  estrogen  may  carry  less  risk  than  continuous  administration,  it 
therefore  appears  prudent  to  utilize  such  a regimen  Close  clinical  surveillance  of  all  women  taking 
estrogens  is  important  In  all  cases  of  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy  There  is  no  evidence  at  present 
that  "naturar  estrogens  are  more  or  less  hazardous  than  ‘synthetic’  estrogens  at  equiestrogenic  doses 

2 ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  of  female  sex  hormones,  both  estrogens  and  progestogens,  during  early  pregnancy  may  seriously 
damage  the  offspring  It  has  been  shown  that  females  exposed  in  uterotodiethylstilbestrol,  anon-steroidal 
estrogen,  have  an  increased  risk  of  developing  in  later  life  a form  of  vaginal  or  cervical  cancer  thaf  is 
ordinarily  extremely  rare  This  risk  has  been  estimated  as  not  greater  than  4 per  1,000  exposures 
Furthermore,  a high  percentage  of  such  exposed  women  (from  30%  to  90%)  have  been  found  to  have 
vaginal  adenosis,  epithelial  changes  ot  the  vagina  and  cervix  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  of  malignancy  Although  similar  data  are  not  available 
with  the  use  of  other  estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  changes  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  female  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  detects  and  limb  reduction  defects  One  case  control  study  estimated 
a 4 7-fold  increased  risk  of  limb  reduction  delects  in  infants  exposed  in  utero  to  sex  hormones  (oral 
contraceptives,  hormone  withdrawal  tests  for  pregnancy,  or  attempted  treatment  for  threatened  abortion). 
Some  of  these  exposures  were  very  short  and  involved  only  a few  days  of  treatment.  The  data  suggest  that 
the  risk  ot  limb  reduction  defects  in  exposed  fetuses  is  somewhat  less  than  1 per  1 ,000  In  the  past,  female 
sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual  abortion.  There 
IS  considerable  evidence  that  estrogens  are  ineffective  for  these  indications,  and  there  is  no  evidence  from 
well  controlled  studies  that  progestogens  are  effective  for  these  uses  It  PREMARIN  is  used  during 
pregnancy,  or  if  the  patient  becomes  pregnant  while  taking  this  drug,  she  should  be  apprised  of  the  potential 
risks  to  the  fetus,  and  the  advisability  of  pregnancy  continuation 


DESCRIPTION:  PREMARIN  (conjugated  estrogens,  USP)  contains  a mixture  of  estrogens,  obtained  exclusively 
from  natural  sources,  blended  to  represent  the  average  composition  of  material  derived  from  pregnant  mares' 
urine.  It  contains  estrone,  equilin,  and  17a-dihydroequilin,  together  with  smaller  amounts  of  17a-estradiol, 
equilenin,  and  17a-dihydroequilenin  as  salts  of  their  sulfate  esters  Tablets  are  available  in  0,3  mg,  0 625  mg,  0 9 
mg,  1 25  mg.  and  2.5  mg  strengths  of  conmgated  estrogens  Cream  is  available  as  0 625  mg  coniugated 
estrogens  per  gram 

INDICATIONS  AND  USAGE:  PREMARIN  (coniugated  estrogens  tablets,  USP).  Moderate-to-severe  vasomotor 
symptoms  associated  with  the  menopause  (There  is  no  evidence  that  estrogens  are  effective  tor  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions.)  Osteoporosis  (abnormally  low  bone  mass).  Atrophic  vaginitis  Kraurosis  vulvae  Female 
castration 

PREMARIN  (coniugated  estrogens)  Vaginal  Cream  is  indicated  in  the  treatment  of  atrophic  vaginitis  and 
kraurosis  vulvae  PREMARIN  HAS  N(jT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREG- 
NANCY AND  ITS  USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING), 

Concomitant  Progestin  Use:  The  lowest  effective  dose  appropriate  for  the  specific  Indication  should  be  utilized 
Studies  of  the  addition  ot  a progestin  lor  7 or  more  days  of  a cycle  ot  estrogen  administration  have  reported  a 
lowered  incidence  ol  endometrial  hyperplasia  Morphological  and  biochemical  studies  of  the  endometrium 
suggest  that  10  to  13  days  of  progestin  are  needed  to  provide  maximal  maturation  of  the  endometrium  and  to 
eliminate  any  hyperplastic  changes.  Whether  this  will  provide  protection  from  endometrial  carcinoma  has  not 
been  clearly  established.  There  are  possible  additional  risks  which  may  be  associated  with  the  inclusion  ot 
progestin  in  estrogen  replacement  regimens.  (See  PRECAUTIONS  1 The  choice  of  progestin  and  dosage  may  be 
important;  product  labeling  should  be  reviewed  to  minimize  possible  adverse  effects 
CONTRAINDICATIONS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  ofthe  following  conditions  1 
Known  or  suspected  cancer  of  the  breast  except  in  appropriately  selected  patients  being  treated  for  metastatic 
disease  2.  Known  or  suspected  estrogen-dependent  neoplasia  3 Known  or  suspected  pregnancy  (See  Boxed 
Warning)  4,  Undiagnosed  abnormal  genital  bleeding  5 Active  thrombophlebitis  or  thromboembolic  disorders 
6 A past  history  of  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  treatment  of  breast  or  prostatic  malignancy). 

WARNINGS:  Long-term  continuous  administration  of  natural  and  synthetic  estrogens  in  certain  animal  species 
increases  the  frequency  of  carcinomas  of  the  breast,  cervix,  vagina,  and  liver.  There  are  now  reports  that 
estrogens  increase  the  risk  of  carcinoma  ot  the  endometrium  in  humans.  (See  Boxed  Warning  ) At  the  present 
time  mere  is  no  satisfactory  evidence  that  estrogens  given  to  postmenopausal  women  increase  the  risk  of  cancer 
of  the  breast,  although  a recent  study  has  raised  this  possibility.  There  is  a need  for  caution  in  prescribing 
estrogens  for  women  with  a strong  family  history  ot  breast  cancer  or  who  have  breast  nodules,  fibrocystic 
disease,  or  abnormal  mammograms,  A recent  study  has  reported  a 2-  to  3-told  increase  in  the  risk  of  surgically 
confirmed  gallbladder  disease  in  women  receiving  postmenopausal  estrogens 

Adverse  effects  ot  oral  contraceptives  may  be  expected  at  the  larger  doses  of  estrogen  used  to  treat  prostatic  or 
breast  cancer  or  postpartum  breast  engorgement;  it  has  been  shown  that  there  is  an  increased  risk  ot  thrombosis 
in  men  receiving  estrogens  tor  prostatic  cancer  and  women  for  postpartum  breast  engorgement  Users  of  oral 
contraceptives  have  an  increased  risk  of  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  stroke,  and 
myocardial  infarction  Cases  ot  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users  An  increased  risk  of  postsurgery  thromboembolic  complications  has  also  been 
reported  in  users  of  oral  contraceptives.  If  feasible,  estrogen  should  be  discontinued  at  least  4 weeks  before 
surgery  of  the  type  associated  with  an  increased  risk  ol  thromboembolism,  or  during  periods  of  prolonged 
immobilization  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic  disor- 
ders, or  In  persons  with  a history  of  such  disorders  in  association  with  estrogen  use  They  should  be  used  with 


caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease  Large  doses  (5  mg  conjugated  estroger 
per  day),  comparable  to  those  used  to  treat  cancer  of  the  prostate  and  breast,  have  been  shown  to  increase  It 
risk  of  nontatal  myocardial  infarction,  pulmonary  embolism  and  thrombophlebitis  When  doses  of  this  size  a 
used,  any  of  fhe  thromboembolic  and  thrombotic  adverse  effects  should  be  considered  a clear  risk 
Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tendernes 
abdominal  mass,  or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  reported  in  women  taking  eslrogei 
containing  oral  contraceptives  Increased  blood  pressure  may  occur  with  use  of  estrogens  in  the  menopause  at 
blood  pressure  should  be  monitored  with  estrogen  use  A worsening  of  glucose  tolerance  has  been  observed 
patients  on  estrogen-containing  oral  contraceptives  For  this  reason,  diabetic  patients  should  be  careful- 
observed  Estrogens  may  lead  to  severe  hypercalcemia  in  patients  with  breast  cancer  and  bone  metastases. 
PRECAUTIDNS;  Physical  examination  and  a complete  medical  and  family  history  should  be  taken  prior  to  tt 
initiationotany  estrogen  therapy  with  special  reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organ 
and  should  include  a Papanicolaou  smear  As  a general  rule,  estrogen  should  not  be  prescribed  for  longer  th: 
one  year  wifhoul  another  physical  examination  being  performed  Conditions  influenced  by  fluid  retention  such : 
asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dysfunction,  require  careful  observation  Certain  patients  m; 
develop  manifestations  of  excessive  esfrogenic  stimulafion,  such  as  abnormal  or  excessive  uterine  bleedini 
mastodynia,  etc  Prolonged  administration  of  unopposed  estrogen  therapy  has  been  reported  to  increase  the  rii 
of  endomefrial  hyperplasia  in  some  patients  Oral  contraceptives  appear  to  be  associated  with  an  increast 
incidence  of  mental  depression  Patients  with  a history  of  depression  should  be  carefully  observed  Preexistir 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use  The  pathologist  should  be  advised  of  estrogf 
therapy  when  relevant  specimens  are  submitted  If  laundice  develops  in  any  patient  receiving  estrogen,  tt 
medication  should  be  discontinued  while  the  cause  is  investigated  Estrogens  should  be  used  with  care  in  patien 
with  impaired  liver  function,  renal  insufficiency,  metabolic  bone  diseases  associated  with  hypercalcemia,  or 
young  patients  in  whom  bone  growth  is  not  complete  If  concomitant  progestin  therapy  is  used,  potential  risi 
may  include  adverse  effects  on  carbohydrate  and  lipid  metabolism. 

The  following  changes  may  be  expecfed  with  larger  doses  of  estrogen; 
a Increased  sulfobromophthalein  retention 

b Increased  prothrombin  and  factors  VII,  VIII.  IX,  and  X;  decreased  antithrombin  3;  Increased  no 
epinephrine-induced  platelet  aggregability. 

c.  Increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormohe,  i 
measured  by  PBI,  T4  by  column,  or  T4  by  radioimmunoassay.  Free  T3  resin  uptake  is  decreased,  reflecting  tt 
elevated  TBG;  tree  T4  concentration  is  unaltered 
d Impaired  glucose  tolerance 
e Decreased  pregnanediol  excretion 
t Reduced  response  to  metyrapone  test 
g Reduced  serum  folate  concentration 

h Increased  serum  triglyceride  and  phospholipid  concentration  As  a general  principle,  the  administration' 
any  drug  to  nursing  mothers  should  be  done  only  when  clearly  necessary  since  many  drugs  are  excreted  in  hums 
milk 

ADVERSE  REACTIDNS:  The  following  have  been  reported  with  estrogenic  therapy,  including  oral  contraceptive 
breakthrough  bleeding,  spotting,  change  in  menstrual  flow;  dysmenorrhea;  premenstrual-like  syndrom, 
amenorrhea  during  and  after  treatment;  increase  in  size  of  uterine  fibromyomata;  vaginal  candidiasis,  change 
cervical  erosion  and  in  degree  of  cervical  secretion,  cystitis-like  syndrome,  tenderness,  enlargement,  secretic 
(of  breasts);  nausea,  vomiting,  abdominal  cramps,  bloating;  cholestatic  laundice;  chloasma  or  melasma  whir 
may  persist  when  drug  is  discontinued;  erythema  multitorme;  erythema  nodosum;  hemorrhagic  eruption;  lossi 
scalp  hair;  hirsutism;  steepening  of  corneal  curvature;  intolerance  to  contact  lenses;  headache,  migraini 
dizziness,  mental  depression,  chorea;  increase  or  decrease  in  weight;  reduced  carbohydrate  tolerance;  aggravi 
tion  ot  porphyria;  edema;  changes  in  libido 

ACUTE  DVERDOSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females. 

DDSAGE  AND  ADMINISTRATIDN; 

PREMARIN*  Brand  ol  conjugated  estrogens  tablets,  USP 

1 Given  cyclically  for  short-term  use  only  For  treatment  ot  moderate  to  severe  vasomotor  ymptoms,  atropli 
vaginitis,  or  kraurosis  vulvae  associated  with  the  menopause  (0  3 to  1 25  mg  or  more  daily).  The  lowest  dose  th; 
will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possibli 
Administration  should  be  cyclic  (eg.  three  weeks  on  and  one  week  ofl)  Attempts  to  discontinue  or  tapi 
medication  should  be  made  at  three-  to  six-month  intervals. 

2 Given  cyclically  Female  castration  Osteoporosis,  Female  castration— 1,25  mg  daily,  cyclically.  Adju: 
upward  or  downward  according  to  response  of  the  patient  For  maintenance,  adjust  rfosage  to  lowest  level  th 
will  provide  effective  control  Osteoporosis  —0  625  mg  daily  Administration  should  be  cyclic  (eg,  three  weel 
on  and  one  week  off). 

Patients  with  an  intact  uterus  should  be  monitored  for  signs  of  endometrial  cancer  and  appropriate  measurt 
taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurring  abnormal  vaginal  bleeding, 

PREMARIN  * Brand  of  conjugated  estrogens  Vaginal  Cream 

Given  cyclically  tor  short-term  use  only  For  treatment  ot  atrophic  vaginitis  or  kraurosis  vulvae. 

The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  t 
promptly  as  possible 

Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  off). 

Attempts  to  discontinue  or  taper  medication  should  be  made  at  three-to-six  month  intervals 
Usual  dosage  range  2 to  4 g daily,  intravaginally,  depending  on  the  severity  of  the  condition 
Treated  patients  with  an  intact  uterus  should  be  monitored  closely  for  signs  of  endometrial  cancer  ar 
appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  the  event  of  persistent  or  recurrir 
abnormal  vaginal  bleeding  j 
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Houston,  on  medical  professional  liability 
insurance. 

ITie  tort  reform  debate  is  expected  to 
.give  rise  to  legislative  and  regulatr)r)' 
consideration  of  an  array  of  related  medi- 
ical  discipline  issues,  including  manda 
tor\'  reporting  of  actions  of  the  State 
i Board  of  Medical  Examiners;  removal  of 
'physicians  from  the  board,  to  be  replaced 
'by  consumer  members,  or  the  addition  of 
!,more  consumers  to  the  board;  a man- 
1 dated  examination  as  a part  of  relicen- 
ijsure;  mandatory  continuing  medical 
j!  education;  substantive  changes  to  stat- 
ijutor\'  peer  review  mechanisms,  particu- 
' larly  as  they  pertain  to  the  confidentiality 
of  peer  review  records;  consolidation  of 
1 the  board  of  Medical  Examiners  with 

■ other  health  licensure  agencies;  and 
placement  of  attorneys/hearing  officers 

jjfor  the  board  under  the  jurisdiction  of 
I the  State  Attorney  General. 

I Speaker  Gib  Lewis  appointed  five 
members  to  the  study  committee:  Repre- 
I sentatives  James  Hur}'  ( D-Galveston ), 
!john  Willy  (R-Angleton ),  Mike  Toomey 
l(R-Houston),  John  Gavin  (D- Wichita 

■ Ealls),  and  Dudley  Harrison  (D-Sander- 
ijson).  Lieutenant  Governor  Bill  Hobby’s 
l!  appointees  are:  Senators  Grant  Jones 
ll(D-Abilene),  Cyndi  Taylor  Krier  (R-San 

jj Antonio),  Kent  Caperton  (D-Br\’an),  Bob 
I McFarland  ( R-Arlington ),  and  Ray 
jFarabee  (D- Wichita  Falls). 

TMA’s  witnesses  met  several  times  in 
I Austin  prior  to  the  hearing  to  discuss  and 
analyze  their  presentations  with  assis- 
tance from  media  and  research  consul- 
;|  tants  retained  by  TMA. 

Committee  reports  appointments 
,to  TSBME,  other  state  bodies 

I Texas  Medical  Association’s  Committee 
iion  State  Appointments  reports  that  the 

Texas  Senate  has  confirmed  the  appoint- 

II  ments  of  five  doctors  of  medicine  to  the 

!j  Texas  State  Board  of  Medical  Examiners, 
i Appearing  before  TMA’s  Executive  Board 
t on  Sept  1 3,  the  committee  also  reported 
(1 26  physician  appointments  to  1 5 other 
ii  state  committees,  councils,  and  boards. 

The  MD  members  of  the  State  Board  of 
il  Medical  Examiners  are  Chairman  Carlos 
I D.  Godinez,  MD,  McAllen;  John  C.  Bag- 
i well,  MD,  Dallas;  N.E.  Dudney,  MD, 
j Webster;  Charles  B.  Dryden,  Jr,  MD, 

! 
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VC  ichita  Falls;  and  Arthur  M.  Jansa,  MD, 

I louston.  The  other  board  members  are 
John  11.  Burnett,  DO,  Rockwall;  James  W. 
Lively,  DO,  Corpus  Christi;  and  Cindy 
Jenkins,  Winnie. 

Six  physicians  are  joining  the  Advisory 
Ca)mmittee  to  the  Crippled  Children’s 
Services  Bureau:  Raymond  J Bagg,  MD,  El 
Paso;  Howard  A.  Britton,  MD,  San  An 
tonio;  Dale  Coin,  MD,  Dallas;  Kenneth  E. 
Matthews,  MD,  Bryan;  Theodore  R. 
McMillin,  Jr,  MD,  Harlingen;  and  Collette 
M.  Kohler,  MD,  San  Antonio. 

F.  David  Prentice,  MD,  Houston,  is  a 
member  of  the  Texas  Emergency  Medical 
Service  Advisor)'  Council;  C.E.  Gibbs, 

MD,  San  Antonio,  the  Ad  Hoc  Committee 
to  Develop  Regulations  to  Implement  the 
Texas  Birthing  Center  Licensure  Act;  and 
Sam  A.  Nixon,  MD,  Houston,  the  Senate 
Subcommittee  on  Health  Services’  Health 
Promotion/Prevention  Advisory- 
Committee. 

Alvin  L.  LeBlanc,  MD,  Galveston,  joins 
the  Service  Delivery  System  Management 
Subgroup  of  the  Management  Study 
Group,  Texas  Department  of  Mental 
Health  and  Mental  Retardation;  Salvador 
Ortiz-Carrillo,  MD,  Corpus  Christi,  the 
State  Board  of  Vocational  Nurse  Exam- 
iners; and  James  W.  Caldwell,  MD,  Rock- 
wall, the  State  Rural  Medical  Education 
Board. 

ITie  committee  aLso  reported  that 

Currie  t.aymori.  TALA  staff,  ( left)  assists  James  W 
Caldwell.  MD.  Dallas,  with  a report  during  the 
association  's  fall  conference.  Dr  Caldwell  is 


George  W D Race,  MD,  Austin,  now  is  a 
member  of  the  Select  Subcommittee  on 
Elder  Abuse;  S.S.  Nemir,  Jr,  MD,  Austin, 
the  Ad  Hoc  Committee  on  Methadone 
Regulations;  and  George  G.  Alexander, 
MD,  Houston,  The  University  of  Texas 
President’s  Council  Steering  Committee. 

Robert  H.  Barr.  MD,  Houston,  is  a 
member  of  the  Medical  Ciare  Advisory 
Committee,  Texas  Department  of  Human 
Services;  Judith  Craven,  MD,  Houston, 
the  Medical  Care  Advisory  Committee  to 
the  Texas  Health  and  Human  Services  Co- 
ordinating Council;  and  Lauro  G.  Guerra, 
MD,  McAllen,  the  Coordinating  Board, 
Texas  College  and  L'niversity  System. 

Two  physicians  have  joined  the  Task 
Force  on  Alcohol  and  Drug  Abu.se.  They 
are  Louis  Faillace,  MD,  Houston,  and 
Frankie  E.  Williams,  MD,  Vernon. 

Finally,  six  MDs  have  been  appointed 
to  the  Texas  Emergency  and  Aero  Medi- 
cal Services  Teams:  James  11.  Duke,  MD, 
Houston;  Ronald  P.  Fi.scher,  MD,  Houston; 
Timothy  J.  Harnar,  MD,  Lubbock;  Jack  B. 
Peacock,  MD,  El  Paso;  Harlan  D.  Root, 

MD,  San  Antonio;  and  Erwin  R.  Thai,  MD, 
Dallas. 

TMA’s  Committee  on  State  Appoint 
ments  is  a standing  committee  whose 
membership  includes  the  association’s 
president,  immediate  past  president, 
president-elect,  and  the  chairman  of  the 
Council  on  Legislation.  The  committee  is 

chairman  of  the  association  s Interspecialty  Society 
Committee. 
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by  both  the  Texas  Medical  Association  and  the 
Tarrant  County  Medical  Society,  with  good  reason. 


Call  our  toll-free  number  for  more  information. 
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harged  with  insuring  that  the  medical 
profession  is  well  represented  on  appro- 
iriate  state  boards,  agencies,  and  com 
nissions,  and  on  the  boards  of  regents  of 
1 ducational  institutions. 


PEXPAC  representatives  voice 
opposition  to  restrictions 

iVt  pre.ss  time,  the  United  States  Senate 
was  considering  tw  o measures  to  restrict 
.ontributions  by  political  action  commit- 
ices  (PACs).  In  respon.se  to  the  proposed 
I egislation,  repre.sentatives  of  the  Texas 
vledical  Political  Action  Committee 
TEXPAC)  have  voiced  Texas  Medical  As 
iociation’s  firm  opposition, 
j Senator  David  Boren  ( D-Okla)  has  in- 
' reduced  SB  1806,  which  places  a limit 
j)f  SI 00,000  on  a political  action  commit- 
lee’s  total  contributions  to  candidates 
Tor  the  Mouse  of  Representatives.  The 
Sill  also  places  limits  of  Sl“'5,ooo  to 
5750,000  PAC  contributions  to  Senate 
.andidates,  depending  on  the  size  of  the 
litate’s  population.  Further,  the  bill  re- 
duces the  maximum  individual  PAC'  con 
.ribution  from  S5,000  to  S3,000  in  each 
jMection  for  each  candidate. 

' In  letters  to  US  Senators  Lloyd  Bentsen 
and  Phil  Gramm,  Everett  P Bratcher,  MD, 
ian  Antonio,  chairman  of  TEXPAC’s 
board  of  directors,  and  Harold  Cl 
doehning,  MD,  Dallas,  a board  member, 
stated,  “Congress  should  be  encouraging 
he  broadest  possible  participation  in  the 
-dection  process  rather  than  imposing 
airther  limits  on  the  abilita-  of  individuals 
vho  choose  to  participate  in  that  process 
hrough  a PAC.” 

! The  letter  also  points  out  that  the 
3oren  bill  would  create  a procedural 
lightmare,  considering  that  there  is  no 
ivay  for  a PAC]  to  know  when  a candidate 
iias  received  the  maximum  amount  in 
contributions.  This  situation  likely  would 
[lead  to  a race  among  PACls  to  make  their 
[contributions  before  a candidate  reaches 
the  limit. 

Finally,  the  Boren  bill  is  the  first  step 
toward  a public  ( taxpayer ) campaign  fi- 
nancing scheme,  the  letter  .said.  Polls  re- 
peatedly have  shown  that  the  public 
opposes  such  a system  of  financing  Con- 
gressional campaigns. 

After  Senator  Boren  introduced  his  bill, 
the  Senate  approved  an  amendment  to 


another  bill,  S 655,  which  calls  for  similar 
measures.  ITie  amendment  limits  the 
amount  that  a C]ongressional  candidate 
could  receive  from  PACs  and  reduces  the 
amount  that  a PAC]  could  contribute  to  a 
candidate  from  55,000  to  $3,000.  An- 
other amendment  to  the  bill  would  pro- 
hibit PAC  contributions  to  political 
parties  and  require  political  parties  to 
disclose  their  “soft  dollar”  PAC]  contribu- 
tions ( money  that  does  not  go  directly  to 
a candidate  ).  Although  the  amendment 
has  been  approved,  S 655  had  not  passed 
the  Senate  at  pre.ss  time. 


j()  ESTRADA,  RN,  C]MA-AC,  San  Antonio, 
has  been  installed  as  president  of  the 
American  As.sociation  of  Medical  As- 
sistants. Ms  Estrada,  who  is  a graduate  of 
the  Santa  Rosa  Division  of  Nursing,  Incar- 
nate Word  C]ollege  and  a certified  medi 
cal  a.s.sistant  (clinical  and  administrative) 
has  devoted  her  life  to  promoting  im- 
proved patient  care  in  cooperation  with 
the  medical  profession.  She  is  an  em- 
ployee of  Albert  Fischer,  MD,  San  Antonio. 

JAMES  ! BUTLER,  MD,  and  MARGARET  P. 
SULLIVAN,  .MD,  were  named  Ashbel 
Smith  professors  by  The  University  of 
Texas  System  Board  of  Regents.  Dr 
Butler,  a pathologist,  became  a member 
of  the  UT  M.D.  Anderson  Ho.spital  staff  in 
1959  as  an  assistant  pathologist  and  is 
world  renowned  for  his  contributions  to 
the  identification  of  Lukes-Butler,  a cla.ssi- 
fication  of  Hodgkin’s  di.sea.se.  Dr  Sullivan, 
a professor  of  pediatrics,  has  focused  her 
clinical  research  primarily  on  improving 
combination  chemotherapy  for  children 
with  acute  leukemia  and  the  lymphomas, 
particularly  Hodgkin's  disca,se. 


Jo  Hstrada  HM.  CMA  AC 


CtilhiTine  Houtke.  MD 


(]A  THERINE  BON  TKI],  MD,  has  been 
chosen  director  of  the  Head  Injur)'  Pro 
gram  at  The  Institute  for  Rehabilitation 
and  Research  in  Houston.  A 1982  gradu- 
ate of  Baylor  College  of  Medicine,  Dr 
Bontke  complete  a residency  in  physiatr) 
in  1985  and  a head  injury  fellowship  at 
Santa  C]lara  Valley  Medical  Center  in  San 
Jo.se,  Calif,  earlier  this  year. 
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AIR  FORCE  MEDICINE- 
AN  ATTRACTIVE  ALTERNATIVE 
TO  PRIVATE  PRACTICE. 

Are  you  sick  of  the  paperwork  battle?  Are  you  more  familiar 
with  the  latest  computer  technologies  instead  of  those  of  your 
specialty?  Are  supply  and  equipment  problems  getting  you 
down?  Join  the  Air  Force  medical  team.  Concentrate  on  your 
medical  practice.  Leave  the  paperwork  hassle  to  others.  We 
use  the  group  practice  system  of  health  core.  It  allows 
maximum  potient/physicion  contact  with  a minimum  of 
administrative  responsibilities.  You'll  get  to  use  those  skills 
you've  gained  through  the  years  of  education;  to  stay  up  with 
new  methods  and  techniques;  and,  it  qualified,  to  specialize. 
Our  superior  employment  and  benefits  package  moke  Air 
Force  medicine  on  attractive  alternative  to  private  practice. 
Find  out  how  you  can  be  a part  of  the  Air  Force  health  care 
team.  Without  obligation,  call 


MSgt  Tommy  Tucker  in  Houston  at  (713)  784-3132;  Capt 
Frederick  in  Arlington  at  (817)  640-6469;  or  MSgt  Tinaco  in 
San  Antonio  at  (512)  341-6802 


24 


fli  Referral  Center  for  Cardiopulmonary  Diseases 


Clinical  Services  and  Consultations 


• Cardiovascular  Diagnosis  and  Surgery 

• Infectious  Disease 

Atypical  Mycobacteria,  Pneumonia 
& Related  Diseases,  Tuberculosis 

• Oncology 

• Outpatient  Care 

• Pediatric  Respiratory  Disorders 
Allergy,  Asthma,  Cystic  Fibrosis 
Pneumonia,  Tuberculosis 


• Pulmonary  (Adult) 

Emphysema  & Chronic  Bronchitis 
Occupational  Lung  Diseases 
Pulmonary  Physiology 
Pulmonary  Infiltrative  Disease 
Sleep-Related  Breathing  Disorders 
Pulmonary  Rehabilitation 
Undiagnosed  Pulmonary  Masses 

• Radiology  • Smoking  Cessation 

• Thoracic  Surgery 


The  University  of  Texas  Health  Center  at  Tyler 

Located  on  Highway  271  at  SH  155,  5 miles  north  of  Tyler,  Mailing  address: 

P O.  Box  2003,  Tyler,  TX  75710.  For  information  and  referral  call:  1-800-442-8842 
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APRIL  2-5.  1987 
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educational  opportunity  of  the  year;. 


Over  300  vscicntific  presentations  by  some  of  the 
most  respected  names  in  internal  medicine. 

• Plan  your  own  curriculum,  choosing  topics,  faculty,  and  program  tormats  best  suited  to  youi 
inciividual  needs. 

• Discuss  problem  cases  with  medicine  s leading  clinicians  and  educators. 

• Hear  Robert  Gale,  MD  discuss  his  experience  in  Cheinobyl. 

• Learn  the  clinical  implications  ot  “How  Cells  Talk  to  L,ach  Othei. 

• Choose  from  three  Pre-Session  courses  on  Critical  Care,  AIDS,  or  Management  ot  Acute 
Myocardial  Intarction. 

Bring  your  spouse  and  tamily  tor  what  promises 
to  be  a memorable  event  in  one  ot  America  s 
ta\'orite  cities. 


Send  for  your  1987  Annual  Session 
Scientific  Program  Guide, 

The  Scientific  Program  Guide  with  schedules,  taculty 
listings,  registration  forms,  and  spouse/guest  activities  is 
your  key  to  planning  the  most  wtluable,  personalized 
Session  possible.  Reejuest  your  Guicte  today  using  the 
coupon  at  right.  Many  popular  programs  till  up  cjuickly, 
so  you’ll  want  to  start  planning  your  curriculum  soon. 
Be  assured  of  attending  the  presentations  that  will 
benefit  you  most. 


YES,  please  mail  me  the  ’87  Program  Guide. 
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Telephone  toll-tree:  (800)  523-1546  ext.  3675 
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American  College  of  Physicians 

4200  Pine  Street,  Philadelphia,  PA  19104 


MD6017 


We  can’t  make  you 
a better  doctor. 


But  we  can  help  you  make 
your  practice  more  profitable 


How?  By  helping  you  acquire  many  of  the  business 
skills  and  management  techniques  you  need  to  run 
your  practice  efficiently,  increase  your  patient  roster, 
improve  personal  productivity,  and  manage  your  staff 
and  your  finances  in  a professional  manner. 

The  Texas  Medical  Association,  the  Harris  County 
Medical  Association  and  the  Texas  Society  of 
Medical  Assistants  recognize  how  tough  it  is  for  a 
doctor,  practicing  either  solo  or  as  part  of  a 
partnership  or  group,  to  maintain  a successful 
practice  in  the  face  of  the  drastic  changes  now  taking 
place  in  health  care. 

That’s  why  they’ve  joined  Conomikes  Associates  to 
sponsor  a unique  educational  event  — MEDICAL 
MANAGEMENT  TEXAS™  which  takes  place  in 
Houston,  December  3 - 5,  1 986. 

It  gives  you  much  of  the  basic  business  guidance 
and  management  skills  you  need  to  build  a secure, 
growing  and  successful  practice. 

So  send  for  the  free  Seminar  Brochure,  and  make 
plans  to  attend. 

It  can  easily  be  the  most  rewarding  time  you’ll 
spend  away  from  your  practice  this  year. 


Medical  Management  Texas'” 

EXPOCON  MANAGEMENT  ASSOCIATES,  INC. 

3695  Post  Road 

Southport,  CT  06490  (203-259-5734) 

— Please  send  me  a free  Conference  Program  and  registration 
information, 

— I'm  interested  in  exhibiting.  Send  complete  details. 
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Company 
Address 
City  __ 

Phone 


SELECT  FROM  A PROGRAM  OF 
OUTSTANDING  SEMINARS  COVERING 
KEY  ASPECTS  OF  MANAGING 
A MODERN  MEDICAL  PRACTICE. 

All  seminars  developed  and  presented  by  the  staff 
of  George  Conomikes  Associates,  a leading  : 
medical  management  consulting  firm  whose  ' 
seminars  have  attracted  more  than  30,000 
physicians  in  the  last  decade.  Sessions  include:  i 
Computer  Applications  for  the  Medical  Office;  Hov 
To  Get  Started  in  Office-Based  Surgery;  Medical 
Advertising;  Marketing  Tips  for  Your  Medical 
Practice;  Waiting  Room/Reception/Business  Office 
Design  and  Layout;  Economics  of  In-House  Labs 
for  Your  Medical  Practice;  How,  When  and  Why  to 
Buy  or  Sell  Your  Medical  Practice;  How  to  Develof 
Your  Personnel  Policy  and  Rules  Manual; 
Conducting  Effective  Performance  Reviews  and 
Salary  Reviews;  Employee  Leasing  Pros  and 
Cons;  Income/Expense  Sharing  Formulas  for 
Partners  and  Groups;  and  many  more. 

THE  TEXAS  MEDICAL 
ASSOCIATION  AND  THE 
HARRIS  COUNTY 
MEDICAL  ASSOCIATION 
PRESENT 


mCDICAL 

mflORGcmaiT 

TC  YOCConF€R€nc€  flno 
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DECEMBER  3,  4 and  5,  1986 
HOTEL  INTER-CONTINENTAL  HOUSTON 
AT  THE  GALLERIA 


Texas  Medicine 


DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  FANNIN 
HOUSTON,  TEXAS  77030 
(713)  797-9191 

TEXAS  MEDICAL  CENTER 


INTERNAL 

MEDICINE 

ALLERGY 

Arthur  T.  Pedersen,  MD 

CARDIOVASCULAR  DISEASE 

Hugh  F.  Arnold,  MD 
Michael  B.  Raine,  MD 
Michael  A.  Modelski,  MD 
Sigmund  W.  Friedland,  MD 
Boguslaw  Godlewski,  MD 

DERMATOLOGY 

Samuel  F.  Bean,  MD 

ENDOCRINOLOGY  & 
METABOLIC  DISEASES 

Thomas  G.  Vandivier,  MD 
R.  Frederick  Gregory,  MD 
Thomas  J.  Hanson,  MD 
Richard  D.  Jablonski,  MD 
Brian  R.  Tulloch,  MD 

GASTROENTEROLOGY 

W.  Tom  Arnold,  MD 
Belton  G.  Griffin,  MD 
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Margaret  E.  Bridges,  MD 
Robert  S.  McFadden,  MD 
Daniel  E.  Whitman,  MD 
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Edmund  N.  Gouldin,  MD 
George  T.  Conklin,  MD 

INFECTIOUS  DISEASES 

Lewie  L.  Travis,  MD 
George  Burnazian,  MD 
Benjamin  L.  Portnoy,  MD 

INTERNAL  MEDICINE 

Jeffrey  Zatorski,  MD 
Paul  T.  Forth,  MD 
Ronald  R.  Galfione,  MD 
Steve  Rosenbaum,  MD 
Eugene  M.  Hoyt,  MD 
James  V.  Ryan,  MD 

NEUROLOGY 

Donald  J.  Russell,  MD 
George  Isaacs,  MD 
Ernesto  Infante,  MD 
Robert  W.  Fayle,  MD 
Simon  J.  Farrow,  MD 

ONCOLOGY 

Lester  L.  Hoaglih,  MD 
J.  Peter  Sullivan,  MD 
Harry  R.  Price,  MD 
Edward  Middleman,  MD 
Martin  Hrgovcic,  MD 
Elizabeth  W.  Rogg,  MD 
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PATHOLOGY 

Paul  B.  Radelat,  MD 
Ashok  M.  Balsaver,  MD 

PULMONARY  DISEASE 

Joel  E.  Reed,  MD 
Gene  R.  Lindley,  MD 
Martin  L.  Kaplan,  MD 
Nelson  A.  Fernandez,  MD 

RADIOLOGY 

William  L.  Hinds,  MD 
C.  P.  Eldridge,  MD 
David  D.  Lawrence,  MD 
Charles  A.  Spain,  MD 
Joe  B.  Wilson,  MD 
Howard  J.  Pollock,  MD 
Jeffrey  A.  Klein,  MD 
Richard  J.  Frachtman,  MD 

RHEUMATOLOGY 

John  E.  Norris,  MD 
Carolyn  A.  Smith,  MD 
John  J.  Zieminski,  MD 

ADMINISTRATION 

Robert  B.  Hall, 
Administrator 

Joan  R.  McClung, 
Associate  Administrator 
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Texas  Medicine 


PEGGY  B.  SMITH,  PHD 
RAVTVIOND  B.  WAIT,  MD 
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Adolescent  fertility  and 
childbearing  trends 
among  Hispanics  in 
Texas 


I This  is  a review  of  major  trends  associated  with 
fertility  and  childbearing  among  Hispanic  women, 
\especially  adolescents.  It  includes  current  preg- 
nancy, prenatal  care,  and  age-specific  fertility  rate 
information  for  Hispanics,  with  emphasis  on  those 
who  live  in  Texas.  The  impact  of  early  menses, 
value  of  marriage,  and  children  are  also  identified 
I as  influencing  the  Hispanic  adolescent’s  decisions 
about  pregnancy  and  sexuality.  Several  sugges- 
tions are  made  to  improve  contraceptive  and  ma- 
ternity service  utilization  patterns.  The  effects  of 
family,  legal  status,  and  acculturation  require  fur- 
I ther  research. 


Statistics  have  reinforced  the  hypothesis  that 
pregnancy  in  teenagers  has  not  only  biological 
but  also  sociocultural  aspects  which  affect  per- 
inatal outcome  for  the  adolescent  mother  and  her 
child  ( 1 ).  Data  on  adolescent  childbearing  suggest 
Ithat  nonmedical  components  ( such  as  factors  asso- 
ciated with  ethnicity)  are  powerful  determinants 
in  the  pregnancy  outcome  (2).  Ethnic  mores  and 
values  often  provide  the  framework  for  how  adoles- 
jcents  will  make  decisions  concerning  contracep- 
ition,  sexuality,  pregnancy  outcome,  and  marital 
ichoices. 

' Most  studies  on  adolescent  childbearing  and  child- 
(rearing  depend  heavily  on  urban  inner  city  black 
jpopulations  who  use  public  facilities  ( 3 )■  While  lim- 
lited  information  on  white  adolescents  is  sometimes 
jincluded  in  these  studies  (4),  published  profiles  of 
Hispanic  adolescents  and  the  ways  they  deal  with 
[sexuality,  contraception,  and  pregnancy  decisions 
|are  often  underreported  or  collapsed  with  different 
[ethnic  groups.  This  epidemiological  approach,  in  its 
attempt  to  be  efficient,  limits  health  planners’  ability 
to  identify  specific  needs  of  particular  groups  and  to 
report  health  trends.  Without  taking  into  account 
the  unique  ethnic  profiles,  the  variables  influenced 
by  cultural  mores  lose  significance  and  predict- 
ability. The  growing  influx  of  Hispanics,  especially 
lin  the  southwest  United  States  and  particularly  in 
! Texas,  should  provide  new  impetus  to  health  profes- 
fsionals  to  review  the  specific  ethnic  patterns  among 
sexually  active  and  pregnant  Hispanic  adolescents. 

I The  purpose  of  this  article  is  to  discuss  the  major 
I trends  associated  with  fertility  and  childbearing 
among  Texas  Hispanics,  with  special  emphasis  on 
the  adolescent.  We  also  have  tried  to  identify  the 
I factors  in  this  population  that  contribute  to  atti- 
1 tudes  and  behaviors  associated  with  the  incidence 
of  pregnancy  and  the  decision-making  process 
I about  contraceptives. 


Hispanic  migration  and  adolescent  pregnancy 

Review  of  Hispanic  migratory  patterns  to  the  south- 
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western  United  States  demonstrates  some  specific 
trends.  According  to  the  1983  report  of  the  US  C'.en- 
sus  Bureau,  Hispanics  are  the  second  largest,  fastest 
growing  ( 5),  and  youngest  minority  in  the  United 
States  ( 6 ).  While  this  group  by  definition  includes 
Puerto  Ricans,  Colombians,  and  Cluatemalans,  a 
more  homogeneous  group  concentrates  in  Texas 
and  the  southwestern  United  States.  About  92%  of 
Hispanics  in  Texas  are  of  Mexican  origin,  and  in 
1980  almost  one  third  of  all  Mexican-Americans 
lived  in  Texas.  The  national  impact  of  such  popula- 
tion concentrations  in  the  state  are  significant;  Texas 
ranks  second  in  the  number  of  Hispanics.  More  than 
half  of  the  state’s  Hispanics  live  along  the  Gulf  Coast 
and  in  South  Central  Texas.  Of  these  individuals, 
80%  are  located  in  metropolitan  areas,  with  60%  in 
the  central  cities.  This  concentration  of  Hispanics  is 
often  reflected  in  health  care  statistics.  In  1984  in 
Harris  County,  for  example,  more  than  50%  of  ma- 
ternity patients  had  Hispanic  surnames.  Further- 
more, the  number  of  15-  to  19-year-old  Hispanic 
women  in  Texas  increased  84%  between  1970  and 
1984,  while  the  number  of  white  teenagers  15—19 
rose  9%,  and  nonwhite  teenagers  15-19  rose  only 
22%  (7).  The  health  service  needs  of  the  adolescent 
Hispanic  have  increased  proportionately. 


Pcgg>'  B Smith,  PhD, 
and  Raymond  B Wait 
MD,  Associate  Pro 
fessors.  Department 
of  Obstetrics  and 
Gynccolog>’,  Baylor 
College  of  Medicine, 
One  Baylor  Plaza, 
Houston,  TX  770.S0 


Hispanic  fertility  rate  and  adolescent 
pregnancy 

Along  with  these  migrations  has  come  a young,  fer- 
tile, childbearing  population.  One  half  of  all  His- 
panic women  migrating  to  Texas  were  1 8 years  of 
age  and  under.  The  fertility  of  this  population  con- 
tinues to  be  high.  In  1980,  fertility  for  Hispanic 
women  aged  15  — 44  was  95.4  births  per  1,000 
women,  53%  higher  than  the  rate  for  white  women 
(62.4/1,000  ) and  5%  above  the  rate  for  black 
women  (90.9/1,000).  When  the  Mexican-American 
subset  is  examined  separately,  the  fertility'  rate  is 
substantially  higher  than  other  groups  within  the 
Hispanic  surname  category.  The  1980  fertility'  rate 
for  these  women  was  1 1 1.3/1,000  women,  48% 
higher  than  the  rate  for  all  other  Hispanic  women 
( 9 ).  The  relatively  higher  fertility'  rate  is  reflected  in 
the  Hispanic  family  size  as  well.  Almost  55%  of  all 
Hispanic  households  consist  of  four  or  more  people, 
versus  only  28%  of  all  non-llispanic  American 
households  ( 9 ). 

Texas  data  also  highlight  the  vulnerability  of  the 
adolescent  Hispanic  group  for  conception  and  preg- 
nancy. In  1984,  30%  of  all  live  births  in  Texas  were 
to  Hispanics,  and  20%  of  these  Hispanic  births  were 
to  women  under  age  20  ( Fig  1 ).  The  Select  Com- 
mittee on  Teenage  Pregnancy  commissioned  by  the 
68th  Texas  Legislature  (11)  indicated  that  while 
general  teenage  fertility  rates  in  Texas  have  leveled 
since  1971,  there  exist  significant  differences  in 
birth  rates  among  ethnic  groups.  In  1984  the  His- 


Adolescent  fertility 


panic  teens  surpassed  the  fertiliU’  rate  ( number  of 
live  births  per  1 ,000  females ) of  Anglo  adolescents, 
and  are  closing  the  gap  when  compared  to  the  most 
fertile  group,  the  non-white  adolescents  ( Fig  2 ). 
Concern  is  reinforced  when  one  examines  the 
births  to  mothers  under  the  age  of  1 5.  In  1984, 
there  were  449  Hispanic  teens  14  years  of  age  and 
under  who  gave  birth.  Black  teens  under  age  14 
gave  birth  to  -tOO  infants  the  same  year  ( Fig  1 ). 

Prenatal  care  and  Hispanic  adolescents 
ITie  literature  suggests  that  prenatal  care  is  proba- 
bly one  of  the  key  variables  in  maximizing  perinatal 
outcome  (12).  Unfortunately,  the  at-risk  adolescent 
who  requires  prenatal  care  is  often  reluctant  to  seek 
these  medical  services.  Hispanic  mothers  are  likely 
to  get  prenatal  care  at  a later  stage  of  pregnancy 
than  non-llispanic  mothers.  In  1980,  12%  of  His- 
panic mothers  who  were  delivered  in  the  United 
States  received  no  prenatal  care  until  the  third  tri- 
mester of  pregnancy,  or  received  no  care  at  all, 
compared  with  3 5%  of  white  and  9.6%  of  black 
non-llispanic  mothers  (8).  Texas  statistics  .showing 
when  various  ethnic  groups  first  receive  prenatal 
care  support  the  national  trend  in  that  the  Texas 
Hispanic  is  least  likely  to  enroll  in  maternity  .ser- 
vices in  the  early  months  of  pregnancy  ( Fig  3 ).  In 
1984,  16%  of  Hispanics  who  were  delivered  in 
Texas  received  no  prenatal  care  or  care  only  in  the 
last  trimester,  compared  to  6%  of  white  mothers 
and  12%  of  black  mothers.  Moreover,  Hi.spanic 
mothers  have  fewer  prenatal  care  visits  than  non- 
Hispanic  mothers.  Clinic  figures  indicate  that  His- 
panic mothers  had  the  lowest  average  number  of 
maternity  vfsits  (9.2)  when  compared  to  white 
mothers  ( 1 1.4)  and  black  non-Hi.spanic  mothers 
(10.5). 


/ Live  births  by  age  and  ethnicity.  Texas. 


Age  (Years) 


Hihnicity 

14  and 

tinder 

lS-19 

20-34 

35  and 
Over 

Unknown 

Total 

White  Non- 

Spanish 

Surname 

2.S9 

19,256 

142,069 

8,481 

33 

1 70,078  ( 57%  ) 

(<1%  ) 

(11%) 

(84%  ) 

(5%) 

(<1%) 

( 100%  ) 

White 

Spanish 

Surname 

449 

17,135 

65,645 

5,525 

10 

88,764  ( 30%  ) 

(<1%  ) 

( 19%  ) 

(74%  ) 

(6%  ) 

(<■1%  ) 

( 100%  ) 

Nonwhitc 

400 

9,508 

28,587 

1,414 

5 

.39,9 14(13%) 

(<1%) 

(24%) 

(72%  ) 

(4%) 

(<1%) 

( 100%  ) 

Totals 

1,088 

45,899 

2.36,31 1 

15,420 

48 

298,766  ( 100%  ) 

(<1%) 

( 15%  ) 

(79%  ) 

(5%) 

(<1%) 

( 100%  ) 

Source:  Bureau  of  Vital  Statistics,  Texas  Department  of  Health 
Note:  Percentages  may  not  add  up  to  100  due  to  rounding 


Contraception  and  Hispanic  adolescents 

In  general,  the  family  planning  needs  of  the  His- 
panic population  arc  significant  when  compared  to 
other  ethnic  groups.  Hoick  et  al  ( 1 3 ) indicate  that 
although  they  constitute  about  19%  of  the  women 
estimated  to  be  in  need  of  family  planning  services, 
they  make  up  about  32%  of  the  number  of  women 
whose  need  for  contraceptive  services  has  not  been 
met.  Predictably,  the  never-married  teenager  has  the 
highest  unmet  need.  'Hie  lack  of  family  planning 
services  is  disturbing,  since  teenage  mothers  are  at 
risk  of  having  more  children  than  women  who  de- 
lay childbearing  until  their  twenties.  Brown  ( 14) 
reports  that  only  22%  of  all  teenage  mothers  were 
provided  family  planning  services  by  child  welfare 
departments.  Comparatively,  33%  of  white,  27%  of 
non-white,  and  8%  of  Hispanic  mothers  received 
family  planning  services. 

Reviewing  the  increasing  prevalence  of  preg- 
nancy among  adolescents  in  this  population,  one 
should  consider  predi.sposing  factors  that  influence 
contraceptive  use.  One  factor  focuses  on  the  bio- 
logical risks  evidenced  by  this  group.  Review  of 
onset  of  menses  (15,16)  suggests  that  from  a physio- 
logical point  of  view,  the  Hispanic  teenager  can  con- 
ceive earlier,  especially  when  compared  to  her 
white  counterpart.  Such  a biological  statistic  is  indi- 
rectly supported  by  the  number  of  very  young  His- 
panic teenagers  in  Texas  who  were  delivered  in 
1984  (Fig  3).  Biologically,  therefore,  this  group  ap- 
pears to  be  at  risk. 

One  also  can  find  evidence  that  among  Hispanic 
adolescents,  pregnancy  is  desired  even  without  the 
benefit  of  matrimony.  Several  studies  suggest  that 
from  22%  to  63%  of  Hispanic  adolescents  planned 
their  pregnancies,  and  that  for  them  the  negative 
consequences  associated  with  illegitimate  concep- 
tion of  the  infant  were  negligible  (17,18). 

Finally,  to  understand  contraceptive  trends,  alter- 
native explanations  should  be  considered.  Sabagh 
(19)  suggests  that  high  fertility  among  Hispanic 
populations  reflects  a general  desire  by  this  cultural 
group  for  larger  families.  According  to  this  hypothe- 
sis, a large  proportion  of  pregnancies  in  this  group, 
including  adolescents,  are  planned.  This  reasoning 
suggests  there  are  more  children  in  this  ethnic 
group  primarily  because  the  value  of  children  is 
high.  However,  one  should  also  include  in  this  ex- 
planation the  factor  of  acculturation  as  measured  by 
language  preference.  Becerra  and  de  Anda  (18) 
found  that  of  the  interviewed  Hispanics,  63%  of 
Spanish-speaking  Hispanics,  22%  of  English-speaking 
Hispanics,  and  30%  of  white  adolescents  stated 
their  pregnancies  were  planned. 

Discussion 

Our  conclusions  based  on  fertility  and  childbearing 
trends  among  Hispanic  adolescents  suggest  several 
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factors  that  should  be  considered  when  state  health 
care  services  are  planned  In  addition,  our  review  of 
relevant  fertilirs  data  higlilight  additional  arexs  mer- 
iting further  study.  ITie  total  number  of  births  to 
adolescents  should  be  placed  in  the  perspective  of 
the  difi'ering  prevalence  of  such  births  among  spe- 
cific ethnic  groups.  Current  data  suggest  that  health 
care  providers  in  the  state  become  sensitive  to  the 
fact  that  a new  ethnic  group  of  sexually  active  ado- 
lescents is  quickly  establishing  itself  xs  a priority- 
population  for  indigent  health  care.  In  a relative 
sense,  at  least  for  the  state  of  Texas,  the  traditional 
recipient  of  indigent  health  care — the  black  popu- 
lation— is  being  quickly  supplanted  by  a non 
acculturated  Hispanic  population,  especially  the 
iyounger  age  groups.  Vi’hether  this  trend  is  largely 
[because  of  the  expanding  Hispanic  population,  the 
[general  preference  for  larger  families,  or  problems 
in  contraceptive  use,  is  unclear.  ITiis  trend,  if  it  con- 
Itinues,  suggests  that  maternity  serv  ices  for  the  indi- 
Igent  in  the  1990s  will  be  dominated  by  cohorts  of 
lyoung,  fertile,  Hispanic  women.  In  addition,  imrni- 
Igration  will  continue  to  expand  the  childbearing 
ipool  with  women  who  lack  acculturation  to  the 

(prevailing  values  of  the  larger  society,  especially  as 
it  relates  to  the  value  and  worth  of  children  and 
marriage. 

I Maternity-  serv  ice  utilization  data  reflect  user  gaps 
[among  Hispanics.  If  early  prenatal  care  continues  to 

|*be  a priority-  item  for  indigent  medical  serv  ices, 
then  we  should  develop  effective  strategies  for  high- 
risk  groups,  especially  xs  they  relate  to  eligibility- 
status.  In  addition  to  reflecting  adolescents’  general 
denial  of  preventive  reproductive  health  care,  His- 
panic teenagers,  especially-  those  who  receive  care 
in  publicly-  supported  facilities,  must  also  contend 
with  the  procedures  necessary-  to  establish  eligi- 
bility-. Most  publicly-  supported  hospitals  require 
county  residency-  as  a prerequisite  for  health  care 
serv  ices.  In  addition,  documented  income  levels 
qualify  patients  for  sliding  fee  scales.  If  a family- 
member  has  problems  with  citizenship,  or  is  em- 
ployed under  questionable  immigration  status,  the 
extensive  questioning  xssociated  with  the  eligibility- 
determination  may  discourage  clinic  participation 
for  fear  of  potential  deportation. 

Eligibility-  status  for  maternity-  care  for  Hispanic 
teenagers  is  complicated  by  an  additional  factor.  In 
the  State  of  Texas,  if  a couple  claim  a common-law- 
marriage,  the  male  can  be  seen  as  an  individual  le- 
gally authorized  to  make  financial  arrangements  for 
medical  care  and  give  consent  during  a medical  cri- 
sis. However,  in  Texas,  unless  parental  consent  is 
obtained,  a couple  must  be  18  years  old  to  legally 
establish  the  contractual  relationship  xs  husband 
and  wife.  I'ntil  this  occurs,  the  male  has  no  legal 
authority  to  xssume  the  financial  obligations  associ- 
ated w ith  medical  care.  One  technique  to  deal  w ith 


this  circumstance  is  to  legally-  establish  an  emanci- 
pated minor  status.  However,  the  degree  of  ques- 
tioning associated  with  this  procedure  again  can 
intimidate  those  of  questionable  immigration  status. 

Special  attention  and  serv  ice  strategies  also 
should  focus  on  the  needs  of  younger  Hispanic  ado- 
lescents. Our  data  review-  suggests  that  biological 
and  sociological  factors  may  interact  to  generate  a 
group  of  Hispanic  teenagers  who  are  especially-  v-ul- 
nerable  to  early-  pregnancy.  Dealing  w-ith  such  issues 
is  mandated  if  state  agencies  are  to  meet  proposed 
goals  of  no  pregnancies  among  girls  under  1 5 years 
of  age. 

A practical  and  effective  way  to  address  Hispanic 
patient  needs  is  to  employ  bilingual  staff.  Estimates 
suggest  that  in  Texas,  52%  of  Hispanic-surname 
women  prefer  health  care  information  and  services 
delivered  in  Spanish.  If  we  expect  acceptable  com- 
pliance from  this  user  group,  we  must  provide  ser- 
vices in  the  language  they  understand  best. 

Research  is  needed  to  document  the  role  of  fam- 
ily and  friends  in  influencing  these  health  care 
strategies.  Such  sociological  factors  may  be  the  vari- 
ables that  keep  patients  from  entering  the  appropri- 
ate health  care  system.  The  role  of  legal  status  also 


2 Live  births  and  fertility  rates  to  teenagers  15-19  by  ethnicity. 
Texas,  19S4. 


Ethnicitv’ 

Births  to  .Mothers 
15-19 

Age-specific 

Fertiliry  Rate 

( live  births,  1 ,000  females ) 

NX'hite  Non 

Spanish 

Surname 

19.256 

-48  5 

W hire 

Spanish 

Surname 

1^.1. 55 

966 

Nonwhite 

9,508 

10-4  1 

Total 

-45,899 

68  9 

Sources:  Bureau  of  Vital  Statistics  and  Population  Data  System,  State 
Health  Planning  Resource  Development.  Texas  Dc'partment  of 
Health 


3.  First  month  of  prenatal  care  by  ethnicity,  Texas  liie  births,  P)84. 

Month  of  First  Prenatal  Care 


Ethnicit\’ 

1-3 

-4-6 

7-9 

None 

Unknown 

Total 

VX  hite  Non- 

.Spanish 

Surname 

129,219 

27,033 

7,233 

.3,567 

3,026 

1'0,0'8 

(76%) 

( 16%) 

(•4%) 

(2%) 

(2%) 

( 100%  ) 

White 

.Spanish 

Surname 

-47,1 19 

23,8-4  1 

8, ■’43 

5, '18 

.3,. 34  3 

88,764 

( 53%  ) 

(27%) 

( 10%  ) 

(6%) 

(4%) 

( 100%  ) 

Nonwhite 

22,880 

1 1. -45.3 

3.180 

1,'55 

6^6 

39,914 

(57%) 

( 29%  ) 

(8%  ) 

(-4%  ) 

(2%) 

( 100%  ) 

Totals 

199.218 

62,32'’ 

19.156 

1 1,040 

',015 

298,'56 

(67%  ) 

(21%) 

(6%) 

(4%  ) 

(2%) 

( 100%  ) 

Source;  Bureau  of  Vital  Statistics,  Texas  Department  of  Health 
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should  be  monitored  to  see  whether  or  not  this  acts 
as  a health  care  deterrent.  Additional  research 
should  also  assess  the  accuracy  of  perinatal  re- 
porting procedures  among  migrating  groups.  Clear 
trends  of  health  status  and  intervention  effects  are 
often  lost  because  Hispanic  clients  move  out  of  one 
data  base  and  into  another,  or  their  clinical  profiles 
are  collapsed  into  another  ethnic  category.  Finally, 
the  effect  of  acculturation  and  its  impact  on  health 
care  practices  should  be  determined.  If  the  degree 
of  acculturation  turns  out  to  be  one  of  the  indepen- 
dent variables  in  effective  contraceptive  utilization 
and  health  care,  providers  must  be  prepared  to  as- 
sess the  patient’s  sociocultural  status  as  well  as  her 
contraceptive  and  maternity  needs. 
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Ethylene  glycol 
intoxication 


Presentations  of  ethylene  glycol  intoxication  are 
infrequently  seen  in  clinical  practice.  A case  report 
of fatal  intoxication  with  ethylene  glycol  is  pre- 
sented, along  with  a review  of  the  pathophysiology, 
clinical  presentation,  laboratory’  presentation,  and 
\ treatment  The  concept  of  the  osmolar  gap  as  a 
i diagnostic  aid  is  explained  and  indications  for 
\ ethanol  infusion  and  dialysis  are  included.  The 
physician’s  early  recognition  of  this  intoxication 
, may  be  lifesaving  since  the  prognosis  is  good  if 
; the  patient  can  be  maintained  with  supportive 
therapy  and  ethanol  infusion  until  the  un- 
metabolized toxin  is  eliminated  by  dialysis. 


Presentations  of  intoxication  with  alcohols 
other  than  ethyl  alcohol  (methanol  and  eth- 
ylene glycol)  are  infrequently  seen  in  clinical 
I practice.  Although  poisonings  with  these  agents 
, pose  a diagnostic  challenge,  the  diagnosis  can  be 
I made  by  a physician  familiar  with  the  clinical  pre- 
sentation of  these  intoxicants.  Intervention  with  in- 
travenous ethanol,  bicarbonate  therapy,  and  dialysis 
can  be  lifesaving  and  can  reduce  morbidity  in  what 
^ otherwise  is  an  almost  uniformly  fatal  entity  ( 1 ). 
Therefore,  an  understanding  of  the  clinical  presenta- 
tion, the  effect  on  acid-base  balance  and  serum  os- 
molarity,  and  the  toxic  effects  of  the  metabolites  of 
' these  alcohols  is  necessary  for  the  practicing  emer- 
gency physician. 

We  report  a case  at  our  institution  of  fatal  eth- 
ylene glycol  intoxication  along  with  a review  of  the 
pathophysiology,  clinical  and  laboratory  presenta- 
tion, and  therapy  for  this  poisoning. 

I Case  report 

A 76-year-old  white  man  was  brought  to  the  emer- 
gency room  by  his  family  because  of  several  hours 
i of  progressive  obtundation.  He  had  struck  his  right 
temporal  region  early  in  the  morning  with  “pos- 
sible” loss  of  consciousness  but  was  reportedly  alert 
and  communicative  later  on.  He  was  later  noted  to 
be  “stumbling  about  the  garden”  and  appeared  “agi- 
tated.” He  subsequently  became  confused  and  dys- 
arthric  and  vomited  on  three  to  five  occasions 
without  hematemesis,  before  becoming  tachypneic 
' and  unresponsive  There  was  no  significant  medical 
history  of  cardiac,  cerebrovascular,  gastrointestinal, 
or  thyroid  disease,  and  no  suspicion  or  evidence  of 
drug  ingestion.  The  patient  was  receiving  penicillin 
' for  unknown  reasons  and  took  papaverine  for  “cir- 
culation problems.” 

On  examination,  the  patient  was  comatose,  with 
I no  response  to  painful  or  verbal  stimuli,  or  to 
nasogastric  tube  insertion.  Vital  signs  were:  blood 
pressure  1 56/98  mm  Hg,  pulse  84  per  minute,  respi- 
I ration  32  per  minute  and  Kussmaul  variety',  and  tem- 


perature 35.6°  C (95.5°  F)  rectally.  Cardiac  monitor 
initially  showed  frequent  premature  ventricular 
contractions  (PVCs),  which  resolved  with  a 75  mg 
bolus  of  Lidocaine  and  supplemental  oxygen.  Ex- 
amination was  remarkable  for  a small  ( 2 cm  ) left 
frontal  abrasion,  and  diffuse  inspiratory  ronchi  but 
no  rales.  Pupillary,  corneal,  and  gag  reflexes  were  all 
intact;  the  extremities  were  all  flaccid,  with  no 
spontaneous  movement,  posturing,  or  seizure  ac- 
tivity; and  deep  tendon  reflexes  were  depressed  but 
symmetric,  with  plantar  reflexes  downgoing  bilat- 
erally. Funduscopy  and  ear,  throat,  cardiac,  abdomi- 
nal, and  rectal  examinations  were  all  within  normal 
limits.  Laboratory  findings  are  shown  in  Fig  1. 

The  patient  was  admitted  to  the  intensive  care 
unit  with  the  diagnosis  of  coma  and  elevated  anion 
gap  metabolic  acidosis  thought  to  result  from 
ethylene  glycol  intoxication  vs  possible  sepsis,  myo- 
globinuria and  oxaluria  secondary’  to  ethylene 
glycol  metabolites,  and  hypothermia.  He  was  begun 
on  an  intravenous  ethanol  loading  dose  and  in- 
fusion, received  a 60  to  1 20  mEq/hr  infusion  plus 
eight  ampules  of  sodium  bicarbonate  intravenously 
in  the  first  24  hours,  and  was  placed  on  hemo- 
dialysis. His  hospital  course  lasted  60  hours  and  was 
complicated  by  seizures  and  acute  renal  failure;  on 
the  second  hospital  day,  the  patient  sustained  a car- 
diac arrest  and  could  not  be  resuscitated. 

Diagnosis  was  confirmed  following  the  patient’s 
death  when  results  of  a serum  ethylene  glycol  level 
returned  at  1 17  mg/dL.  Additionally,  the  family  sub- 
sequently discovered  a half  empty  bottle  of  anti- 
freeze in  the  garden. 

Discussion 

Ethylene  glycol  ingestions  occur  most  commonly  as 
either  a method  of  suicide  or  as  a convenient  and 
cheap  ethanol  substitute  for  an  alcoholic  ( 2 ).  Be- 
cause of  its  property'  of  lowering  the  freezing  point 
of  water,  it  is  found  most  commonly  in  antifreeze 
preparations.  As  little  as  100  mL  ingested  has  been 
reported  to  result  in  death,  if  untreated  (3);  how- 
ever, a woman  who  ingested  2 L of  ethylene  glycol 
has  been  reported  to  have  survived  with  intra- 
venous alcohol  and  dialysis  ( 4 ). 

Structurally,  ethylene  glycol  is  an  aliphatic  alcohol 
and  as  such  is  a small  water-soluble  molecule  that 
can  distribute  throughout  the  total  body  water 
space.  It  is  metabolized  by  alcohol  dehydrogenase 
to  glycoaldehyde  ( the  rate  limiting  step ),  and  subse- 
quently to  glyoxilic  and  oxalic  acids: 
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Ethanol,  the  natural  substrate  of  alcohol  de- 
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/ Laboratory  findings 


Hemoglobin  17.3  g/dL 
Hematocrit  32% 

White  blood  count  12,200 

Polymorphonuclear  leukocytes  83 
Lymphocytes  1 0 

Monocynes  7 

Bands  1 

Sodium  ( serum  ) 143  mEq/L 

Potassium  ( scrum ) 5 3 mEq/L 

Chloride  1 18  mEq/L 
CO2  5 niEq/L 
BUN  10  mg/dL 
Glucose  1 1 7 mg/dL 
Creatinine  ( serum ) 0.9  mg/dL 
Urine 
pH  5 

Occult  bl<x)d  3 + 

Positive  for  myoglobin  and  ' moderate"  calcium  oxalate  crystals 
ECG  Normal 

Chest  roentgenogram  Normal 
Arterial  blood  gases  (on  5 Umin  O2) 
pH  7 11 
PO2  133  mm  Hg 
PCO2  1 3 mm  Hg 
Bicarbonate  13  mmol/ L 
Ketones  ( serum  ) Negative 

1-3  mg/dL 
370  mosm/kg  H2O 

1 mg/dL 
0 mg/dL 

2 3 mg/dL 

Unremarkable  except  for  calcified  choroid 
plexus 

Normal  cerebrospinal  fluid 


Lactate  (serum) 
Serum  osmolality 
Blood  ethanol 
Blood  methanol 
Salicylate 
CT  scan  of  head 

Lumbar  puncture 


2.  Causes  of  an  elevated  anion  gap  metabolic  acidosis 

1 Lactic  acidosis 

2 Diabetic  ketoacidosis 

3 Alcoholic  ketoacidosis 

4 Uremia 

3  Salicylate  intoxication 
6.  Paraldehyde 
■’  Methanol 
8 Ethylene  glycol 


J.  Causes  of  an  osmolar  gap. 

1 Mannitol 

2 Ethanol 

3.  Isopropanol 

4.  Methanol 

3 Ethylene  glycol 


hydrogenase,  has  been  shown  to  be  a potent  com- 
petitive inhibitor  of  the  oxidation  of  ethylene  glycol 
in  both  in  vitro  ( 5 ) and  in  vivo  studies  ( 6 ).  Monkeys 
receiving  ethylene  glycol  plus  ethanol  excreted  a 
dose  of  ethylene  glycol  in  the  urine  unchanged, 
while  animals  receiving  ethylene  glycol  alone  devel- 
oped oxaluria  and  excreted  less  than  10%  of  the 
dose  as  unoxidized  ethylene  glycol;  hence,  rela- 
tively small  amounts  of  therapeutic  ethanol,  through 
competitive  inhibition  of  ADH,  can  prevent  the  de- 
velopment of  ethylene  glycol  poisoning. 

Toxicity  in  ethylene  glycol  poisoning  is  related  to 
CNS  precipitation  of  calcium  oxalate  crystals  (with 
focal  edema,  cerebritis,  and  meningitis);  metabolic 
acidosis  from  both  ethylene  glycol  metabolites  di- 
rectly and  lactic/organic  acid  accumulation  second- 
ary to  derangement  of  intermediary'  metabolism  by 
metabolites;  and  acute  oliguric  renal  failure.  Contro- 
versy exists  as  to  whether  acute  renal  failure  results 
from  calcium  oxalate  precipitation  in  the  renal 
tubules  or  from  direct  toxicity  of  ethylene  glycol 
metabolites  on  the  tubular  epithelium  ( 7 ). 

Signs  and  symptoms  in  the  first  1 2 hours  pertain 
to  CNS  involvement  ( inebriation,  stupor,  coma,  and 
seizures)  and  to  gastrointestinal  tract  irritation 
( nausea,  vomiting,  hematemesis,  abdominal  pain ). 
Subsequent  symptoms  include  manifestation  of  aci- 
dosis ( tachypnea,  tachycardia,  Kussmaul’s  breath- 
ing), hypertension,  and  cardiopulmonary  failure 
with  pulmonary'  edema.  The  most  malignant  se- 
quelae to  ingestion  is  acute  oliguric  renal  failure, 
with  the  onset  of  oxaluria,  azotemia,  and  anuria  be- 
tween 18  hours  and  5 days  from  ingestion  (8). 

l^iboratory  findings  include  a prominent  ( and 
often  refractory)  metabolic  acidosis  with  an  ele- 
vated anion  gap  (Fig  2);  elevated  serum  osmole  de- 
termination with  an  elevated  osmolar  gap;  oxalate 
crystals,  proteinuria,  and  microscopic  hematuria  on 
urinalysis;  and  an  elevated  ethylene  glycol  serum 
level.  The  osmolar  gap  can  be  of  diagnostic  impor- 
tance in  the  evaluation  of  an  elevated  anion  gap 
metabolic  acidosis.  Serum  osmolarity  can  be  closely 
estimated  from  the  formula:  2 [Na]  + BUN/3  + 
Glucose/ 18  ( 296  mosm/L  in  this  patient).  Normal 
calculated  and  measured  serum  osmolarities  should 
be  within  10-15  mosm/L  of  each  other  (approxi- 
mately 285-295  mosm/L).  An  osmolar  gap  is  noted 
when  the  measured  osmolarity  exceeds  the  calcu- 
lated osmolarity  by  more  than  1 5 mosm/L,  due  to 
the  presence  of  additional  osmotically  active  sub- 
stance(s)  in  the  serum.  Fig  3 lists  the  causes  of  an 
elevated  osmolar  gap;  only  methanol  and  ethylene 
glycol  can  cause  elevation  of  both  the  anion  and 
osmolar  gaps  in  concert  with  a metabolic  acidosis. 
Each  22  mosm/L  of  osmolar  gap  correlates  to  100 
mg/dL  of  serum  alcohol;  thus,  this  patient’s  osmolar 
gap  of  74  mosm/L  would  predict  an  ethylene  glycol 
level  of  336  mg/dL  at  the  time  of  emergency  de- 
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partmcnt  presentation.  ITie  ethylene  glycol  level  of 
1 17  mg/dL  in  this  case  was  drawn  l-i  hours  after 
emergencT  presentation  and  more  than  24  hours 
from  time  of  ingestion. 

Initial  treatment  of  ethylene  glycol  intoxication 
(9)  is  supportive  and  includes  airway  management, 
and  intubation  if  the  patient  is  obtunded.  comatose, 
or  requires  gastric  lavage;  cautious  volume  replace- 
ment for  hypotension  ( as  pulmonaiv’  edema  and 
acute  renal  failure  are  possible  complications );  large 
bore  gastric  lavage;  exclusion,  as  in  this  case,  of 
other  causes  of  altered  mental  status  and/or  meta- 
bolic acidosis;  thiamine  and  pyridoxine  ( vitamin 
B6 ),  1 00  mg  intravenously  per  day  each,  to  replace 
cofactors  essential  to  drug  metabolism;  and  sodium 
bicarbt)nate  therapy.  Large  amounts  of  intravenous 
jsodium  bicarbonate  may  be  necessaiv’  for  treatment 
|of  metabolic  acidosis  in  order  to  raise  the  pH 
above  7.20. 

Definitive  care  includes  intravenous  loading  and 
maintenance  infusion  of  ethanol  to  block  metabo- 
lism and  dialysis  to  enhance  elimination.  The  first 
fcases  of  ethylene  glycol  poisoning  treated  with  in- 
travenous ethanol  were  reported  by  Wacker  et  al  in 
1 1965  (8),  and  Peterson  et  al  have  estimated  the 
intravenous  ethanol  doses  necessary'  to  produce 
blood  ethanol  levels  greater  than  100  mg/dL,  alone 
and  during  dialysis,  using  a pharmacokinetic  model 
j(  1 0 ).  Current  recommendations  ( 9 ) are  for  a loading 
;dose  of  betw  een  7.6  and  10  cc/kg  of  10%  ethanol  in 
5%  dextrose  in  water  over  30  minutes  (1:1  mix- 
ture of  D5W  and  absolute  alcohol ) and  maintenance 
infusion  of  1.40  cc/kg/hr;  a maintenance  infusion 
irate  of  1.96  cc/kg/hr  is  recommended  in  chronic 
drinkers.  During  dialysis,  the  infusion  rate  must  be 
jincreased  by  91  cc/hr  above  the  maintenance  in- 
fusion rate  to  account  for  dialysis  losses;  alter- 
natively, an  ethanol  concentration  of  1 00  mg/dL 
must  be  added  to  the  dialysate.  Infusion  rates  are 
subsequently  titrated  to  maintain  a blood  ethanol 
concentration  between  100  to  120  mg/dL.  Indica- 
tors for  intravenous  ethanol  therapy  include  a symp- 
tomatic patient,  fluid-electrolyte  or  acid-base 
‘disturbance,  or  a blood  ethylene  glycol  level  greater 
than  20  mg/dL  ( 9 ). 

Hemodialysis  as  therapy  for  ethylene  glycol  in- 
jitoxication  was  introduced  in  1959  (11),  and  is  rec- 
ommended for  blood  levels  greater  than  50  mg/dL, 
fluid-electrolyte  or  acid-base  disturbances,  or  acute 
renal  failure  (9).  Thus,  consultation  and/or  referral 
ijto  an  internist/nephrologist  or  to  a medical  center 
with  hemodialysis  capabilities  is  necessary  while 
supportive  therapy,  bicarbonate  replacement,  and 
jlethanol  infusion  are  undertaken.  Therapy  is  con- 
iltinued  for  24  hours  and  until  no  further  oxaluria  is 
' observed.  The  prognosis  is  good  if  the  patient  can 
be  maintained  with  supportive  therapy  while  the 
unmetabolized  toxin  is  eliminated  with  dialysis. 
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Protecting  today’s  physicians  from  the  on' 
slaught  of  malpractice  litigation  is  a new 
game.  Back  when  malpractice  lawsuits 
were  rare,  old  insurance  companies  sold 
malpractice  policies  to  just  about  anyone. 
Cheap. 

Then  the  malpractice  crisis  of  1975 
appeared — and  the  new  age  of  malpractice 
protection  arrived.  Some  of  the  old  insun 
ance  companies  knee'jerked  away  from 
their  commitment  to  Texas  and  ArkansEis 
physicians. 

That’s  when  we  founded 
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of  complete  protection  that  the  old 
insurers  didn’t  offer.  For  all  specialties. 
With  ample  limits.  API  plans  to  offer  this 
complete  protection  in  1995, 2005  and 
beyond.  Modern,  complete  insurance 
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malpractice  insurance,  complete  protection 
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hydrocodone  bitartrate  5 mg.  (Warning;  May  be  habit 
forming)  with  acetaminophen  500  mg. 

The  original  hydrocodone  analgesic. 


COMPARATIVE  PHARMACOLOGY  OF  THREE  ANALGESICS 


CONSTIPATION 

RESPIRATORY 

DEPRESSION 

SEDATION 

EMESIS 

PHYSICAL  1 

DEPENDENCE  | 

HYDROCODONE 

X 

X 

CODEINE 

X 

X 

X 

X 

X 

OXYCODONE 

XX 

XX 

XX 

XX 

XX 

Blank  space  indicates  that  no  such  activity  has  been  reported. 

Table  adapted  from  Facts  and  Comparisons  (Nov)  1984  and  Catalano  RB  The 

medical  approach  to  management  of  pain  caused  by  cancer.  "Semin  Oncol"  1975; 

2:  379-92  and  Reuler  JB,  et.  al.  The  chronic  pain  syndrome:  misconceptions  and 

management.  "Ann  Intern  Med"  1980;  93;  588-96 

♦ Vi  cod  in  offers:  less  nausea,  less  sedation,  less 
constipation. 

...  and  longer  lasting  pain  relief-- 
up  to  6 hours. 

♦ Vicodin  contains  hydrocodone  not  codeine.  In 
one  study,  10  mg.  of  hydrocodone  alone  was 
shown  to  be  as  effective  as  60  mg . of  codeine.^ 

♦ In  a double-blind  study,  Vicodin  (2  tablets), 
provided  longer  lasting  pain  reliefthan  60  mg. 
of  codeine.^ 

Plus... 

♦ Vicodin  offers  the  convenience  of  CHI 
prescribing. 

4 Dosage  flexibility-1  tablet  every  6 hours  or 
2 tablets  every  6 hours  (up  to  8 tablets  in  24 
hours). 


Specify  "Dispense  as  written"  for  the  origin 

hydrocodone  analgesic. 


INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately  severe  pain. 
CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or  hydrocodone 

WARNINGS: 

Drug  Abuse  and  Dependence:  VICODIN*  issubjecttotheFederal  Controlled  Substances  Act 
(Schedule  III).  Psychic  dependence,  physical  dependence  and  tolerance  may  develop  upon 
repeated  administration  of  narcotics;  therefore,  VICODIN  should  be  prescnoed  and  admin- 
istered with  the  same  caution  appropriate  to  the  use  of  other  oral-narcotic-containing 
medications. 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone  may  produce 
dose-related  respiratory  depression  by  acting  directly  on  brain  stem  respiratory  centers. 
Hydrocodone  also  affects  centers  that  control  respiratory  rhythm,  and  may  produce  irregu- 
lar and  periodic  breathing 

Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal  fluid  pressure  may  be  markedly  exag- 
gerated in  the  presence  of  head  injury,  other  intracranial  lesionsor  a preexisting  increase  in 
intracranial  pressure  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure 
the  clinical  course  of  patients  with  head  injuries. 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may  obscure  the  diagnosis 
or  clinical  course  of  patients  with  acute  abdominal  conditions. 

PRECAUTIONS: 

Special  Risk  Patients:  VICODIN  should  be  used  with  caution  in  elderly  or  debilitated 
patients  and  those  with  severe  impairment  of  hepatic  or  renal  function,  nypothyroidism, 
Addison's  disease,  prostatic  hypertrophy  or  urethral  stricture 

Information  For  Patients:  VICODIN,  like  all  narcotics,  may  impairthe  mental  and/or  physical 
abilities  required  for  the  performance  of  potentially  hazardous  tasks  such  as  driving  a car 
or  operating  machinery,  patients  should  be  cautioned  accordingly 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  caution  should  be  exercised 
when  VICODIN  is  used  postoperatively  and  in  patients  with  pulmonary  disease. 

Drug  Interactions:  The  CNS-depressant  effects  of  VICODIN  may  be  additive  with  that  of 
other  CN5  depressants  When  combined  therapy  is  contemplated,  the  dose  of  one  or  both 
agents  should  be  reduced.  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with 
hydrocodone  preparations  may  increase  the  effect  of  either  the  antidepressant  or 
hydrocodone.  The  concurrent  use  of  anticholinergics  with  hydrocodone  may  produce  para- 
lytic ileus 

Usage  in  Pregnancy:  Pregnancy  Category  C.  Hydrocodone  has  been  shown  to  be 
teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose.  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  VICODIN  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nonteratogenic  Effects:  Babies  born  to  mothers  who  have  been  taking  opioids  regularly 
prior  to  delivery  will  be  physically  dependent  The  intensity  of  the  syndrome  does  not 
always  correlate  with  the  duration  of  maternal  opioid  use  or  dose. 

Labor  and  Delivery;  Administration  of  VICODIN  to  the  mother  shortly  before  delivery  may 
result  in  some  degree  of  respiratory  depression  m the  newborn,  especially  if  higher  doses 
are  used 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk,  therefore, 
a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug, 
taking  into  account  the  importance  of  the  drug  to  the  mother 
Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS: 

Central  Nervous  System;  Sedation,  drowsiness,  mental  clouding,  lethargy,  impairment  of 
mental  and  physical  performance,  anxiety,  fear,  dysphoria,  dizziness,  psychic  dependence, 
mood  changes 

Gastrointestinal  System:  Nausea  and  vomiting  may  occur,  they  are  more  frequent  in 
ambulatory  than  in  recumbent  patients  Prolonged  administration  of  VICODIN  may  pro- 
duce constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary  retention 
have  been  reported 

Respiratory  Depression:  (See  WARNINGS  ) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the  severity  of 
the  pain  and  the  response  of  the  patient  However,  tolerance  to  hydrocodone  can  develop 
with  continued  use.  and  the  incidence  of  untoward  effects  is  dose  related 
The  usual  dose  is  one  tablet  every  six  hours  as  needed  for  pain  (If  necessary,  this  dose  may 
be  repeated  at  four-hour  intervals ) In  cases  of  more  severe  pain,  two  tablets  every  six  hours 
(up  to  eight  tablets  in  24  hours)  may  be  required 
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Mexican-American  folk 
remedies:  their  place  in 
health  care 


Physicians  in  the  United  States  generally  lack 
specijic  training  in  the  cultural  beliefs  of  their 
patients,  even  though  these  beliefs  may  affect  com 
pliance  and  treatment  outcome.  This  article  gives 
an  overview  of  Mexican  American  folk  medicine 
concepts  and  home  remedies  common  in  the 
southwestern  United  States.  Physicians  should  he 
aware  of  culture-related  beliefs  and  practices  that 
can  affect  treatment  outcome. 


Folk  medicine  and  modern  scientific  practice 
have  coexisted  for  many  years,  but  physicians 
trained  in  the  biomedical  sciences  may  not  be 
aware  of  the  patient's  beliefs  or  participation  in  folk 
medicine.  Since  patients  may  concurrently  receive 
treatment  from  both  the  scientific  and  folk  systems, 
physicians  should  have  at  least  an  awareness  of  the 
latter.  This  is  especially  important  in  Texas,  where 
the  fastest  growing  segment  of  the  population  is  of 
Mexican  heritage. 

Over  the  past  few’  years,  there  has  been  increas 
ing  evidence  that  we  are  developing  awareness  of 
both  systems  ( 1 ).  Morbidity  and  Mortality  Weekly 
Report,  for  example,  has  reported  several  incidents 
of  lead  poisoning  in  Hispanic  infants  living  in  Cali- 
fornia, Arizona,  and  Colorado — the  result  of  receiv- 
ing azarcon,  a Mexican  folk  remedy  ( 2 ).*  The 
Journal  of  Family  Practice  ( 3 ) reported  another 
Hispanic  infant  in  Colorado  who  presented  with  hy- 
ponatremic  seizures,  the  result  of  w ater  intoxication 
following  the  administration  of  large  quantities  of 
both  chamomile  and  peppermint  tea  for  cor\'za.t 
It  is  significant  to  recognize  that  health-related 
cultural  issues  apply  mainly  to  rural  families  and  the 
lower  socioeconomic  Hispanic  groups  in  the  city. 
Professional  and  higher  socioeconomic  level  Mexi- 
can-Americans  generally  have  assimilated  the  pre- 
dominant cultural  belief  system.  This  article  is  not 
written  w ith  an  attitude  of  scientific  or  cultural  su 


'Azarcon — also  called  "la  greta" — has  been  a common 
remedy  among  Mexicans  It  is  a tine  powder  packaged 
inexpensively  and  readily  available.  As  recently  as  1982,  a 
survey  indicated  that  almost  10%  of  children  under  the 
age  of  12  in  the  families  of  migrant  farm  workers  with 
Spanish  family  names  living  in  Texas  had  been  treated  with 
Azarcon  for  gastrointestinal  upsets,  and  for  “teething  " The 
powder  is  at  least  ^0%  lead  and  over  the  past  two  years, 
authorities  on  both  sides  of  the  border  have  initiated 
efforts  to  prevent  its  sale  to  the  public 

tHerbal  teas  not  only  provide  copious  water  intake  to  an 
infant  but  also  can  ver>’  ea.sily  overload  the  delicate  elec- 
trolyte balance  In  the  case  reported  for  example,  the 
chamomile  tea  was  found  to  have  a sodium  content  twice 
that  of  tap  water  and  a pota.ssium  content  almost  20  times 
greater. 


periority.  Rather,  it  is  out  of  respect  for  another  be 
lief  system  that  an  attempt  is  being  made  to  explore 
what  lies  behind  the  use  of  these  remedies. 

Case  report 

A 33-year  old  Mexican-American  woman  was  hospi- 
talized for  suspected  diabetic  ketoacidosis.  She  had 
no  significant  medical  history  and  was  soon  stabi- 
lized w ith  insulin  After  receiving  patient  education 
regarding  diet,  testing  of  her  own  urine,  and  insulin 
self-administration  techniques,  she  wxs  dismissed 
from  the  hospital  She  appeared  to  be  cooperative 
and  compliant,  but  at  the  time  of  her  first  follow-up 
examination,  her  insulin  requirements  fluctuated 
widely.  On  further  questioning,  she  explained  that 
she  had  been  drinking  bejuco  de  cundeamor.  about 
one  glass  with  every  meal  whenever  she  felt  weak. 

Cundeamor.  also  known  as  bittergourd  or  wild 
cucumber,  grow  s in  Mexico,  along  the  Gulf  Coast  of 
the  US.  and  in  many  other  semitropical  areas.  It  is 
well  known  to  the  indigenous  population  and  is 
taken  as  a remedy  for  "sugar  diabetes.”  It  is,  in  fact, 
a fairly  potent  hypoglycemic  agent  and  improves 
considerably  a diabetic’s  glucose  tolerance. 
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Mexican-American  concepts  of  health 

The  health  and  sickness  folk  belief  system  of 
Mexican-Americans  shares  its  heritage  with  today’s 
scientific  medicine  in  classical  Hippocratic  con- 
cepts. ITiirty  years  before  the  first  log  cabin  set- 
tlements by  the  Knglish  at  Jamestow  n,  the  first 
American  medical  school  was  opened  in  Mexico 
City  in  1 SHO,  barely  60  years  after  the  Spaniards 
colonized  that  city.  ITie  conquistadors  mixed  their 
views  of  health  and  sickness  with  those  of  the  Amer- 
indian natives.  Hie  Spaniards  themselves  owed  their 
knowledge  of  medicine  to  the  Moors  who  ruled  the 
southern  part  of  Spain  and  who  had  much  earlier 
opened  the  first  Huropean  school  of  medicine,  at 
Salerno,  when  the  rest  of  Europe  was  still  deep  in 
the  Middle  Ages. 

ITie  classical  belief  that  a state  of  health  requires 
a balance  between  the  various  bodily  humors  and 
between  heat  and  cold  became  polarized  toward 
the  hot-cold  balance.  With  the  domination  of  Chris- 
tianity over  the  pre-Hispanic  beliefs,  the  various  hu 
mors  or  .spirits  of  the  body  became  rationalized  into 
“good  spirits” — w'ith  evil  trying  to  gain  entry  at 
every'  opportunity.  The  state  of  health  is  conceived 
as  demanding  a balance  between  the  hot  and  the 
cold  and  maintaining  a strong  defense  against  the 
entry  of  evil.  Parts  of  the  body  are  assigned  self- 
evident  qualities.  For  example,  the  heart  and  the 
liver  are  hot;  the  brain  is  cold.  Sickness,  which  en- 
hances the  cold  within  the  body,  requires  a hot 
treatment  to  restore  the  balance.  Conversely,  “hot” 
illness  requires  a “cold”  remedy.  Epilepsy,  consid- 
ered the  result  of  excess  cold,  is  best  treated  w ith 


y<>liwieH2  Nuivmher  V)Hb 


Folk  medicine 


1 Physical  iUaess  considered  transient  and  not  serious  ( enfennedad  corporal — temporal) 

Household  Remedy  ( Remedios  caseros ) 


Spanish  Knglish 

Common  Name  Common  Name 


(.hildhood  conditions  (Juvenile) 

Teething  ( Dentieion  ) 

A/arcon 

Lead  Tetroxide 

Conditions  related  to  external 
fai  tors  ( Estacional ) 

( oryza  ( Resfriado ) 

Oregano 

T* 

Oregano 

f Ic.Klachc  ( Dolor  dc  <^abc*za  ) 

Papa 

P 

Potato 

l ever  ( tiebre ) 

Sauco 

T 

Kldcrbcrn' 

Sauz 

t 

\X  illow 

Polio 

P 

Chicken 

Maba 

E 

Mallow 

Tonsillitis  ( Anginas  Aniigdalilis  ) 

Granada 

T 

Pomegranate 

llierba  Colorada 

T 

dock 

Sore  Throat  ( Dolor  de  Garganta  ) 

(;aldo  de  Cucaraeha 

C.ockroach 

broth 

Papa  ( Parche ) 

P 

Potato 

lomate 

P 

Tomato 

(.ougli  ( I.a  Tos ) 

Borraja 

T 

Borage 

('anc  ha 

T 

Ceniaurium  sp 

Oregano 

T 

Oregano 

^ erba  del  Manzo 

T 

Swamproot 

*T  = lea:  P = poultice.  E = enema. 


plenU’  of  hot  chickcn-pca  soup,  while  a fever  may 
be  treated  with  barley,  plantain,  and  sorrel.  Hot 
remedies  include  aloe,  roseman’,  oregano,  dill,  and 
garlic. 

CONCEPTS  OF  PREVENTION 
In  order  to  avoid  a “hot”  sickness,  the  person  must 
not  allow  himself  to  become  cold;  therefore,  one 
does  not  walk  barefoot  on  cold  tiles  for  fear  of 
catching  tonsillitis  nor  become  wet  and  cold  in  a 
storm  for  fear  of  a chest  infection.  Cold  drafts  can 
give  a facial  or  Bell's  palsy.  But  the  balancing  of  hot 
and  cold  elements  is  not  the  only  means  of  preven- 
tion. To  further  reduce  the  chances  that  evil  spirits 
miglit  gain  entr\’.  for  example,  it  is  considered  es- 
sential to  guard  against  the  mal  de  ojo,  “the  evil 
eye  ’ Hie  “higa,”  a small  carved  fist  usually  of 
azabache  or  jade  with  the  thumb  protruding  be- 
tween the  index  and  middle  fingers,  is  an  invaluable 
symbolic  protection.  It  is  not  only  Mexican- 
Americans  who  do  their  best  to  keep  the  evil  eye  at 
a distance.  Americans  of  Italian  heritage  may  use 
their  thumb  and  little  finger  as  a protection,  u.sually 
held  to  the  side  of  the  head.  And  how  many  Ameri- 
cans, even  in  the  mid-1980s  still  say  “gesundheit”  oi 
“bless  you  ” when  they  hear  a sneeze?  Our  collective 
preconscious  recollection  of  fear  that  the  soul  will 
leave  the  body  momentarily  is  still  strong. 


PRINCIPLES  OF  TRl-ATMENT 
If  prevention  fails,  then  treatment  must  be  begun 
and  there  are  some  general  principles  to  be  consid- 
ered from  the  Mexican-American  folk  perspective. 

For  example,  the  most  effective  days  for  treatment 
are  I'ue.sdays  and  Fridays,  and  herbs  gathered  on  the* 
Day  of  San  juan  ( lime  24 ) are  especially  strong.  A | 
nine-day  course  of  treatment  is  considered  ver}'  po-  j 
tent.  Herbal  teas  are  often  left  out  in  the  open  air  at 
night,  cilsercmo,  to  gather  the  night’s  cold,  especiallyf 
for  treatment  of  eye  ailments  and  rheumatism.  f 

A home  remedy  often  is  the  first  line  of  attack  at 
the  illness.  Comparable  to  over-the-counter  medica-  ! 
tions,  home  remedies  are  natural  herb  products  pur  ' 
chased  inexpensively  at  the  herheria,  found  in  the  1 ' 
market  of  every’  Mexican  town — with  its  equivalent  I 
in  many  Texas  cities.  Just  an  easy  stroll  from  El  Paso. 
in  the  Juarez  city  market,  is  an  herberia  which 
boldly  proclaims  that  it  carries  a good  stock  of  ^ s 
remedies  for  such  diverse  conditions  as  high  blood  i 
pre.ssure,  biliousness,  general  weakness,  and  ' k 

impotence. 

If  the  home  remedy  is  unsuccessful,  a physician  l c 
may  be  seen,  and  any  medication  prescribed  may  1 1 
well  be  added  to  the  home  remedy.  The  physician  ! K 
should  be  aw  are  of  possible  interactions  between  11 
medicine  and  home  remedy.  ‘ ni 

i: 
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2 Serious  f)hysiial  illness  ( enfennediul  cotponil — ^raiv) 


rRHAl  MEN  r C)E  PH'i'SICAE  IIJ.NESS 
Physical  illness  may  be  transient  and  not  necessarily 
serious  ( enfenneciaci  temporal ) or  serious  ( etifer 
medad  corporal).  Pig  1 illustrates  the  former  with 
appropriate  remedies. 

Teething,  detiticion,  is  perhaps  the  most  common 
condition  recognized  ius  ;iffecting  infants.  Azarcon 
has  been  widely  used  for  its  relief,  but  over  the  past 
few  years  extensive  publicity  directed  towards  in 
habitants  of  Mexico  and  Mexican-Americans  in  the 
southwestern  United  States  has  resulted  in  its  virtual 
absence  from  the  herherkts. 

Cxinditions  related  to  external  factors,  estacional. 
are  considered  primarily  the  result  of  seasonal 
changes  in  the  body’s  resistance  Headaches  may  be 
relieved  by  potato  poultice  and  fever  by  chicken 
poultice  or  mallow  enema  (iranada,  or  hierha  colo 
rada.  tea  may  be  used  for  tonsillitis,  while  the  more 
mundane  .sore  throat  ma)  be  the  recipient  of  cock 
roach  broth  As  can  be  .seen  in  the  Fig  1 , various 
herb  teas  are  used  additionally  for  these  conditions 
together  with  the  common  cough 

Physical  illne.s.ses  that  are  considered  potentially 
serious  are  listed  in  Fig  2.  Intestinal  colic,  more 
commonly  recognized  in  infants  and  children,  is 
treated  with  a variety  of  teas,  including  anise,  creo- 
sote, pomegranate,  chamomile,  orange,  elderberiy, 
icroton,  and  mint  Burro  dung,  however,  made  into 
a tea,  is  reserved  for  an  acute  attack  of  wind  in  an 
infant.  Empacbo  is  a condition  for  which  there  is  no 
immediate  F,nglish  translation.  It  is  considered  to  be 
an  inflammation  of  the  intestines  related  to  the  ad- 
herence of  undigested  food  A variety  of  teas  are 
used,  including  bluing,  .swamproot,  and  tang\’  mus- 
tard. Azarcon  has  historically  also  been  given  for 
?mpacho. 

Tripa  Ida  is  a somewhat  related  condition,  again 
svith  no  straiglitforssard  Fnglish  translation  In  this 
condition,  the  intestines  are  thought  to  be  “locked 
together.’’  and  garlic,  as  a tea  and  as  a suppositoiy,  is 
considered  an  effective  remedy 

Creosote  tea  is  used  for  pulmonilia.  infection  of 
the  lungs,  and  orange  blossom  for  heart  disease,  or 
corazon.  Sangre  dehil.  “weak  blood,  ” however  it  is 
recognized,  has  been  treated  with  mormon  tea,  lim 
aerbush  tea,  and  morcilla.  black  pudding. 

Diabetes  is  almost  ubiquitously  treated  with  he 
'uco  de  citndeamor.  and  epilepsy,  not  quite  so  com- 
Tionly,  with  tea  made  from  piedra  de  eaca — the 
aezoar  from  the  stomach  of  certain  ruminants. 

Pasmo  is  another  name  which  has  no  direct  and 
exact  translation  into  Fnglish.  It  is  considered  to  be 
t generalized  infection  of  the  body,  possibly  related 
:o  seasonal  changes  and  potentially  veiy  serious. 

I'he  degree  of  severity  may  be  judged  by  the  recog- 
lition  of  a set  of  herbs  specifically  for  the  condition, 
mown  as  hierha  de!  pasmo.  (Teosote  tea  may  also 
■)e  used,  as  may  tincture  of  azufre 


Household  Remedy  ( Remedios  caseros) 

Spanish 

Common  Name 

Fnglish 

common  Name 

Colico  ( Ahdominal  colic ) 

Anis 

T’ 

Anise 

Hst.ihate 

T 

ormwood 

llediondllla 

T 

C reosote 

(iranada 

I 

Pomegranate 

Manzanilla 

I 

(iiamomile 

Naranjo 

1 

Orange  leaves 

Negrita 

r 

Flderberrv 

Pionillo 

T 

Ooton 

'I'erba  Buena 

1 

Mint 

Aire  ( riatulenee ) 

Hscremento  de  burro 

T 

Burro  Dung 

TAtaque  de  Viento  ( flatulence  ) 

tHmpacho  ( lockcil  together  " intestines) 

Anil 

\ 

Bluing 

Hierha  del  Man/o 

Pampita 

T 

Swamproot 

Tans^  Mustard 

lloldo 

Azarcon 

T 

Bold 

Lead  Tetroxide 
(emulsion  or 
powder ) 

(ireta 

T 

Lead  Oxide 

^Tripa  Ida  ( locked-together"  intestines) 

Ajo 

T S;  S (..irlic 

Kilmonilia  (lung  infection) 

Hediondilla 

T 

(Tcosote 

Corozon  ( heart  disorder  ) 

Azahar 

1 

( )range  Blossom 

Sangre  Debil  (weak  blood) 

C'anutillo 

T 

Mormon 

Sangre  Dedrango 

Morcilla 

T 

I.imberbrush 

Black  Pudding 

Diabetes 

( undeamor 

( Bejuco  de  ( undeamor ) 

Bitter  (iourd 
( crushed ) 

Fpilepsv 

Piedra  de  V aca 

T 

Ruminant  Be/oar 

1 Pasmo  (generalized  infection 

Hediondilla 

T 

C. reosote 

with  weakness) 

Hierha  del  Pasmo 

Azufre  ( 1 intura  ) 

T 

Turpentine  Bush 
(Spasm  Herb) 
Sulfur  Flower 

( tincture  ) 

Mujeres  (Female  conditions) 

Iligiene  (ieneral  de  la  Vagina 

( hicura 

D 

Ragweed 

rUichichinole 

D 

Kohleria  deplieona 

l.a  Regia 

Oregano 

r 

Oregano 

Atrasos  en  la  Regia 

( hilitipin 

r 

t.hili 

( Delayed  menstruation ) 

Romero 

T 

Rosemary 

( )regano 

T 

Oregano 

C'.oriander 

T 

(i>nander 

Sangreada 

Nogal 

D 

\\  .limit 

( Metrt)rrhagia ) 

Dolor  de  Ijar  (menstrual  cramps) 

Manzanilla 

T 

C hamomile 

Oregano 

T 

Oregano 

i Frio  en  la  Mairiz 

Damiana 

T 

Damiana 

( a cold  " that  has  traveled  to  the 
uterus ) 

(.aida  de  la  Mollera 

N’arious  poultices 

(sunken  fontanelle) 

• T = tea;  [)  - vaginal  douche;  S = rectal  .suppositorv 
tNo  exact  linglish  translation 
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For  general  feminine  hygiene,  vaginal  douches  of 
chicura,  ragweed  or  tlachichiuole  are  used. 

Oregano  tea  is  considered  useful  in  dealing  with 
“problems  with  the  periods.”  Delayed  menstruation 
{atrcisos  en  la  regia ),  whatever  the  perceived 
cause,  may  be  treated  with  tea  made  from  chiliti- 
pin,  romero,  oregano,  or  coriander.  Heavy  periods, 
or  sangreada,  may  be  treated  with  chamomile  or 
oregano  tea.  Frio  en  la  matriz  is  yet  another  gen- 
eral diagnostic  term  for  which  there  is  no  exact 
English  equivalent.  However,  a cold  that  has  trav- 
eled into  the  uterus  may  well  be  relieved  by  the  use 
of  hot  datnajiia  tea. 

The  home  treatment  of  caida  de  la  molera  is 
often  noted  when  a dehydrated  infant  is  brouglit  to 
the  physician.  ITie  remains  of  a poultice,  or  occa- 
sionally some  bruising,  may  be  seen  on  or  about  the 
anterior  fontanel.  In  this  condition  the  infant's  fon- 
tanel sinks  and  is  thought  to  result  when  the  nipple 
is  pulled  too  suddenly  out  of  the  child’s  mouth.  ITiis 
causes,  it  is  thought,  the  soft  palate  to  be  pulled 
down,  which  in  turn  draws  down  the  anterior  fon 
tanel  Among  home  remedies  considered  appropri 
ate  are  various  forms  of  poultice.  Sucking  by  the 
mother — or  grandmother — is  even  more  readily 
available  and  when  vigorously  applied  may  well  re 
suit  in  bruising. 

TREATMENT  OF  EMO  FIONAI.  ILIJNESS 
Emotional  illness,  enfemiedad  emocional,  is  consid 
ered  no  less  serious  than  physical  illness  and  may  be 
disabling  or  fatal  if  it  is  not  remedied.  ITie  main 
conditions  in  this  category  are  shown  in  Fig  3. 

Snsto.  also  known  as  ataqne  de  nemeos,  can  best 
be  translated  as  “fright,”  but  has  far  more  potentially 
serious  and  pernicious  consequences  than  this  sug 
gests  in  English.  Many  consider  that  it  is  associated 
with  the  loss  of  the  sufferer’s  soul,  and  the  various 
recommended  teas — including  azahar,  brasil,  and 
an  infusion  of  marijuana — may  fairly  quickly  be 
seen  as  ineffective.  Together  with  the  other  related 


conditions,  susto  is  recognized  as  being  the  equiva- 
lent of  a psychosomatic  disorder.  Tirisia  (anxiety), 
coraje  ( rage),  and  sipe  ( jealousy ) are  all  recognized 
not  only  as  emotions,  but  as  illness  if  they  are 
allowed  to  proceed  too  far.  Tripa  ida,  already  men- 
tioned, is  clearly  recognized  as  being  related  to 
emotional  distress,  as  is  pasmo.  best  translated  as 
"generalized  infection  with  weakness.”  The  evil  eye 
may  well  be  considered  the  cause  of  any  of  these 
emotional  disorders,  and  the  best  treatment  is,  with- 
out doubt,  prevention. 

In  the  event  that  home  remedies  do  not  improve 
the  patient’s  physical  condition,  he  or  she  will  go  to 
a physician.  This  is  far  less  likely  when  an  emotional 
illness  is  suspected.  In  this  case,  the  patient  will 
most  likely  be  taken  to  a curandero,  or  native 
healer.  It  is  beyond  the  scope  of  this  article  to  dis- 
cuss this  aspect  of  health  care  together  with  its  re- 
lated hagiolatiy , the  worship  of  patron  saints  for 
certain  specific  illnesses. 
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J.  Emotiomil  illness — all  seriom  ( enfemieiiad  emocional ). 


Household  remedy  ( Remedios  caseros ) 

Spanish  English 

Common  Name  Common  Name 

tSusto  ( "right  ”) 

Azah:ir 

T*  Orange  Blossom 

Brasil 

T Brazil  Wood 

Marijuana 

T Marijuana 

tTirisia/Ansiedad  ( "anxiety  " ) 

f 

tCoraje/Sipe  ( "jealousy” ) 

t 

tTripa  ida  ( " locked  together  intestines  ' ) 

t 

tPujo  (cough  and  rash) 

t 

t Pasmo  (generalized  weakness) 

t 

Mai  de  ojo  (evil  eye) 

t ; 

•T  = tea 

tNo  exact  English  translation 

fCommon  herbal  or  medical  remedies  are  not  considered  efficacious  for  these  maladies 
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In  ten  years  vour  malpractice 
carrier  may  be  just  a memory 


Unless  it’s  Medical  Protective. 

As  you  consider  professional  liability  insurance, 
consider  this.  The  coverages  stated  in  the  policy  are 
basically  a promise  — a promise  to  be  here  w'hen 
needed  regardless  of  legal  climate  or  economic 
conditions.  A company’s  ability  to  keep  this  promise 
is  critical  because  your  financial  security  may 
depend  on  it.  Unfortunately,  too  many  firms  are  now 
finding  the  task  impossible. 

Analyze  your  liability  insurance  options  carefully 
just  as  you  would  any  important  investment.  Go 
beyond  the  agent  and  the  policy  to  the  company  that 


stands  behind  both.  How  long  has  it  been  in  opera- 
tion? Has  it  weathered  some  of  the  tough  times?  Will 
it  be  there  for  you  when  you  need  help? 

The  Medical  Protective  Company  pioneered  profes- 
sional liability  coverage  before  the  turn  of  the 
century  and  has  served  doctors  exclusively  ever 
since.  Over  500,000  of  them.  Through  good  times 
and  bad.  We’ll  be  here  when  you  need  us. 

Contact  The  Medical  Protective  Company  through 
one  of  our  general  agents.  History  shows  we  keep 
our  promises. 
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The  incidence  o/  Chlamydia  psittaci  infections  in 
psittacine  birds  during  I9H4  in  Texas  is  reported. 
By  serology.  461  birds  were  examined,  with  1 1.1% 
being  found  positive.  Of  -itP  attempts  to  isolate 
the  organism  on  fecal  specimens  from  live  birds  or 
tissues  from  dead  birds.  12. 3%  were  positive.  These 
birds  are  a potential  source  of  C psittaci,  which 
can  produce  a serious  infection  if  it  is  not  recog- 
nized and  adecpiately  treated. 


Ill  1978,  wc  expressed  concern  about  the  poten 
tial  for  transmission  of  Chlamydia  psittaci,  the 
causative  agent  of  psittacosis,  to  humans  from 
pet  psittacine  birds  ( 1 ).  Since  then,  the  popularity 
of  exotic  birds,  particularly  those  of  the  psittacine 
varieties  ( parrots  and  parrot  like  birds ) has  con 
tinned.  Concomitantly,  infections  of  C psittaci  in 
these  birds,  while  in  pet  ,shops  or  after  being  pur- 
chased for  pets,  have  continued  to  be  diagnosed  in 
the  I'nited  States  and  Canada  ( 2-4  ), 

'ITie  purpose  of  this  article  is  to  apprise  the  medi- 
cal profession  and  public  health  authorities  of  the 
infections  of  C psittaci  diagnosed  in  various  kinds  of 
psittacine  birds  in  fexas  during  1984. 

Method-s 

Serologic  examination  by  direct  complement  fixa- 
tion ( 4 ) and  latex  agglutination  ( 5 ) and  attempts  to 
isolate  the  organism  from  fecal  specimen  or  tissues 
were  done  in  cell  cultures  ( 4 ).  ITie  specimens  were 
received,  mainly  from  veterinarians,  from  cities 
througliout  Texas. 

Discussion 

It  can  be  seen  from  the  results  in  Tig  1 that  C psit 
tad  was  found  in  all  varieties  of  psittacine  birds, 
with  the  incidence  vary  ing  considerably  between 
varieties  The  results  presented  are  not  to  be  taken 
as  an  indication  of  the  true  prevalence  within  a 
given  type.  'ITie  varying  numbers  among  the  differ- 
ent varieties  of  birds  may  be  a reflection  of  the 
popularity  of  a given  variety,  or  perhaps  aLso  of  their 
availability’  or  affordability’. 

ITie  relatively  small  numbers  of  less  e,xpensive 
varieties  ( budgerigars,  or  parakeets,  and  lovebirds ) 
being  examined  could  indicate  that  the  owners  may 
not  be  willing  to  spend  money  to  have  such  birds 
examined  to  determine  the  cause  of  their  illne,ss  or 
death  ( 3).  However,  these  two  varieties,  along  with 
cockatiels,  which  are  bred  domestically  in  large 
numbers,  are  often  infected  w ith  C psittaci  ( 4,6 ) 
and  should  not  be  ignored  as  possible  .sources  of 
human  infection 

Although  it  is  not  reflected  in  the  results  as 
shown,  people  in  large  metropolitan  areas  may  be 
more  likely  to  purcha,se  birds  for  pets.  However, 


birds  may  be  found  in  households  in  larger  cities 
and  tow  ns  where  apartment  living  is  common  and 
in  which  cats  and  dogs  are  unsuitable  as  pets  or  are 
not  allow  ed  In  the  area  of  human/animal  compan 
ionship,  birds  are  being  considered  as  highly  suit 
able  pets  in  various  kinds  of  institutions  for  retired 
persons  or  invalids.  In  deference  to  the  value  that 
companion  animals  may  play  in  such  institutions, 
it  must  be  pointed  out  that  only  healthy  animals 
should  be  used  for  such  purposes.  'ITiis  is  particu- 
larly true  of  birds  that  may  harbor  C psittaci  be- 
cause the  elderly  and  debilitated,  who  may  well  be 
immunocompromised,  could  be  higlily  susceptible 
to  such  infections. 

Human  infections  w ith  C psittaci  are  considered 
by  some  to  be  easily  managed  with  no  long-lasting 
effects  (7)  However,  such  infections  could  result  in 
serious  sequelae  ( 8 ) if  they  remain  untreated.  Fur- 
thermore, reports  from  England  ( 9 ) and  Norway 

(10)  have  indicated  that  certain  human  populations 
may  have  become  colon i/.ed  with  C psittaci,  proba- 
bly of  avian  origin,  resulting  in  human-to  human 
transmission  w ithout  the  necessity’  of  an  avian  vec- 
tor 'Hie  existence  of  a human  adapted  C psittaci 
was  conhrmed  in  1 986  and  it  was  reported  to  cause 
a significant  number  of  ca.ses  of  respiratory  disease 

(11) .  Nevertheless,  human  infections  with  C psit 
tad  contracted  from  birds  should  not  be  over- 
looked and  they  should  be  treated  promptly  and 
appropriately  to  prevent  unneces,sary  ill  effects. 
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Kind  of  bird 
(common  name) 

Results 

Serolog) 

Isolation 

Number 

tested 

Percent 

positive 

Number 

tested 

Percent 

positive 

African  gray 

parrot 

30 

3 3 

31 

3 2 

Amazon  parrot 

175 

1 

166 

19  9 

Budgerigar 

0 

0 

7 

28  6 

(ockatiel 

1 1 

0 

-to 

12.5 

Cockatoo 

65 

^ n 

3a 

1 1 8 

('x)nure 

15 

15 

0 

Macaw 

9^ 

7.2 

63 

.3.2 

Miscellaneous 

unspccihed 

68 

to  3 

51 

5 9 

Total  no  tested 

-i6l 
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Tell  Your  Patients  About 


Medical  Liability  Crisis 

Many  of  your  patients  are  reach- 
ing and  hearing  daily  about  the 
professional  liability  insurance 
crisis.  This  new  brochure  can 
help  you  tell  your  patients  the 
medical  side  of  the  story.  It  de- 
scribes the  impact  the  crisis  is 
having  on  health  care  costs  and 
on  access  to  health  care  and  the 
courts,  and  offers  suggestions  for 
easing  the  crisis. 

The  brochure  was  prepared  by 
TMA  to  be  used  in  waiting 
rooms.  It  is  free  to  TMA  mem- 
bers. Please  order  in  increments 
of  50. 


Please  send  me copies 

of  the  brochure,  "The  Medical 
Liability  Crisis:  The  Cure  Is  In 
Working  Together." 

I am  interested  in  speaking  to 

nonmedical  audiences  about  the 
medical  liability  crisis  and  tort  re- 
form. Please  send  me  a copy  of 
the  speech,  "A  Liability  . . . For 
Everyone." 


Name 


Address 


City  State  Zip 

Texas  Medical  Association 

Communication  Department 
1801  North  Lamar  Blvd. 
Austin,  Texas  78701 
(512)  477-6704 
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The  Texas  State  Board  oj  Medical  Examiners 
(TSBME),  the  body  charged  with  evaliiatmg  viola- 
tions of  the  Medical  Practice  Act,  continues  to 
streamline  its  procedures  for  investigating  and 
tracking  complaints  against  physicians  licensed  in 
Texas.  This  report  summarizes  sources  and  types  of 
complaints  filed  in  1985  and  1986  and  lists  disci- 
plinary actions  taken  on  complaints  within  one 
year  of  their  filing.  The  hoard  has  asked  for  a 
larger  portion  of  the  fund  accumulated  from  phy 
sician  licensure  fees  in  order  to  increase  its  staff 
size  and  better  process  complaints.  The  TSBME 
wants  those  reporting  Medical  Practice  Act  viola- 
tions to  he  immune  from  legal  action  and  wants 
reporting  of  malpractice  to  he  mandatory. 


There  is  justifiable  public,  physician,  and  gov- 
ernmental concern  over  increasing  reports  of 
improper  and,  occasionally,  dangerous  health 
care  delivered  by  .some  physicians  licensed  to  prac- 
tice in  Texas.  As  most  physicians  know,  the  Texas 
State  Board  of  Medical  Examiners  is  regulated  by 
law  to  evaluate  allegations  that  a physician  has  vio- 
lated the  Medical  Practice  Act.  The  board  has  been 
strengthening  its  complaint  procedure  as  well  as  its 
administrative  tracking  system  of  complaints.  Li- 
censing and  regulating  medical  practice  in  Texas  is 
an  extraordinary  txsk. 

As  of  Sept  2,  1986,  there  were  •42,001  physicians 
with  active  Texas  licenses,  with  27,960  of  these 
physicians  practicing  in  Texas.  A summary  of  com- 
plaints against  these  physicians  received  in  198S 
and  1986  and  sources  of  the  complaints  are  shown 
in  Figs  1 and  2.  Di.sciplinary  actions  taken  are  listed 
in  Fig  3 Before  1985  the  most  serious  charges  were 
heard  by  the  full  board,  but  a growing  backlog  of 
cases  prompted  the  board  to  ask  the  legislature  for 
more  help  in  an  effort  to  expedite  the  review  and 
processing  of  those  cases.  The  legislature  in  1985 
approved  the  use  of  hearing  examiners  who  then 
report  their  recommendations  to  the  board  for  final 
action.  From  March  1986  through  September  1986, 
l4  cases  were  heard  by  hearing  examiners. 

Insurance  companies  are  required  as  part  of  the 
1977  Medical  Professional  Liability  and  Insurance 
Improvement  Act  (A  19590;  VGS)  to  report  all 
medical  professional  liability  suits  or  claims  involv- 
ing physicians  to  the  Texas  State  Board  of  Medical 
Examiners.  Uninsured  physicians  must  report  di- 
rectly to  the  board.  As  of  Sept  1 , 1 986,  6,101  claims 
between  1978  and  1984  had  been  analyzed.  Re- 
peated or  recurring  meritorious  health  care  liability 
claims  constitute  grounds  for  disciplinary  action 
under  the  Medical  Practice  Act.  If  a complaint  is 
reviewed  regarding  physician  performance  in  a 
single  suit,  the  charge  is  evaluated  and  appropriate 


action  taken.  If  a physician  has  three  or  more  suits 
filed  in  three  years,  his  cases  are  investigated  and 
then  reviewed  by  a district  review  committee  that 
refers  its  recommendations  to  a committee  of  the 
board  and  then  to  the  full  board  for  a decision.  Our 
preliminary'  studies  of  liability  claims  reveal:  i 

a.  Apparently  four  years  elapse  from  date  of  inci-  | 

dence  until  the  claim  is  settled.  i 

b.  55%  of  claims  are  settled  without  indemnity.  : 

c.  Major  causes  of  suits  are  failure  to  treat,  negli-  i 

gent  surgery,  and  negligent  treatment.  ( 

d.  Most  alleged  negligence  occurred  in  hospitals  ( 
and  in  the  larger  cities. 

e.  Approximately  14.55%  of  Texas  licensed  phy-  ; 
sicians  have  had  at  least  one  claim  against  them.  \ 

f.  Claims  often  are  lodged  against  skilled  spe- 
cialists in  high-risk  categories. 

In  anticipation  of  increasing  need  for  more,  read-  ( 
ily  accessible  medical  liability’  data,  the  Texas  State  “ 
Board  of  Medical  Examiners  has  been  working  for 
two  years  to  implement  an  automated  system  that 
w ill  provide  these  data  in  all  investigative  files  and  * 
permit  comparison  of  our  professional  liability  data  ( 
to  our  disciplinary  data.  i 

Recently,  the  board  has  made  several  aggressive 
innovations  to  expedite  complaints  and  investiga-  J 
tions.  Fhe  investigative  division  is  being  revised  into  [ 
field  operations  and  medical  quality  assurance  sec-  I 
tions,  recognizing  the  qualitative  differences  be- 
tween questions  of  competency  and  other  kinds  of  ^ 
investigations.  A highly  recommended  consultant  in  p 
quality  assurance  and  an  experienced  investigator  in  \ 
evaluation  of  medical  competency  soon  will  join 
our  staff.  Fhe  board  has  developed  a new,  innovative  J 
approach  to  investigations,  records  review,  quality  j 
a.ssurance,  computerization  of  all  data,  and  more  c 
effective  processing  of  these  complaints.  The  board  ^ 
now  requires  that  a complaint  be  completed  and 
action  taken  within  one  year  from  the  date  the  com- 
plaint is  received.  The  disciplinary  process  review  ■ 
committee  meets  frequently,  reviews  files,  and  rec-  [ 
ommends  appropriate  action.  We  have  asked  the 
legislature  for  help,  both  in  funding  and  in  s 

legislation.  ( 

ITie  board  presently  has  one  prosecuting  attorney  ' 
and  one  part-time  legal  consultant.  In  order  to  expe-  [ 
dite  our  urgent  and  essential  missions  we  have  re-  p 
quested  additional  funding  to  provide  additional  s 
attorneys,  hearings  examiners,  investigators,  support  ^ 
personnel,  equipment,  and  space.  These  are  not 
public  funds;  they  are  licensure  examination  fees  ^ 
paid  by  physicians  into  a special  state  fund  that  is  i 
subsequently  appropriated  by  the  legislature.  The  f 
legislature  has  historically  not  appropriated  all  of 
the  fees  collected  by  the  board,  resulting  in  a cumu-  ^ 
lative  balance  of  funds  that  could  be  put  to  good  use.  d 

Frequently  we  learn  of  an  incident  in  a physician’s  c 
practice  long  after  its  occurrence  because  of  an  in-  ^ 
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formant’s  fear  of  suit.  Hospitals  and  potential  medi- 
cal witnesses  also  have  been  reluctant  to  provide 
information  for  the  same  reason.  We  have  requested 
legislation  that  would  provide  immunitt’  from  suit 
for  persons,  hospitals,  peer  review  committees,  and 
other  knowledgeable  .sources  providing  information 
to  the  board.  Once  immunity  from  suit  is  a.ssured, 
we  would  favor  mandatr)r\'  reporting  of  su.spected 
violations  of  the  Medical  Practice  Act.  A report 
made  under  Section  4. 1 S of  this  act  would  be  confi- 
dential and  not  subject  to  di.sclosure  under  the 
open  records  law. 

Recently  the  option  has  been  expressed  that  our 
administrative  sanction  disciplinary  procedures 
.should  be  more  open  and  conclusions  made  public. 


/.  Sources  and  types  of  complaints  received  hy  7'e.xas  Stale  Hoard 
of  Medical  Examiners  in  I9HS. 


No. 

% 

Source  of  ('omplaints: 

Government  agencies 

1.^.^ 

20 

Consumers 

SH 

Law  enforcement  agencies 

9 

Licensees 

12 

Pharmacists 

SO 

8 

Anonymous 

6 

Other  health  professionals 

■t9 

1 

Total 

669 

100 

Nature  of  Complaints; 

I'nprofessional  conduct 

126 

19 

Peer  disciplinary'  action 
Nontherapeutic 

1 

treatment  or  prescribing 

1 12 

n 

Incompetence 

IS8 

24 

Overcharging  or  overtreating 

■i-’ 

1 

Disciplined  by  another  state 

7 

Other  violations 

172 

25 

Total 

669 

100 

2.  Sources  and  t\pes  of  complaints  received  hy  Texas  State  Hoard 
of  Medical  Examiners  in  I9Hh 


No 

% 

Sources  of  Complaints 

Government  agencies 

151 

12 

Consumers 

652 

51 

l.aw  enforcement  agencies 

76 

6 

Licensees 

158 

12 

Pharmacists 

49 

4 

Anonymous 

5.5 

4 

Other  health  professionals 

156 

1 1 

Total 

100 

Nature  of  Complaints: 

Unprofessional  conduct 

162 

15 

Peer  disciplinarv  action 

lOS 

8 

Nontherapeutic  treatment  or  prescribing 

146 

12 

Incompetence 

584 

50 

Overcharging  or  overtreating 

^1 

5 

Disciplined  by  another  state 

28 

2 

Other  violations 

581 

50 

Total 

1.2*75 

100 

I’be  board  recently  recommended  that  the  com- 
plainant and  his  or  her  representative  could  be 
present  at  the  hearing.  Disciplinary  action  taken  by 
the  board  as  a result  of  the  administrative  sanction 
would  be  an  open  record.  These  recommended 
changes  in  the  administrative  sanction  procedure 
.soon  w ill  be  considered  at  a public  hearing. 

If  sufficient  funding  is  provided,  contractual 
agreements  with  the  Texas  Medical  Foundation  will 
be  considered  to  assist  the  board  with  medical 
record  reviews  and  medical  quality  a.s.surance.  Legis 
lators,  physicians,  and  medical  organizations  have 
been  ver\’  supportive  of  this  agency.  We  all  realize 
the  extreme  importance  and  emergency  of  early 
recognition  and  appropriate  discipline  of  errant 
physicians.  We  must  be  certain  that  the  public  is 
protected  and  a.ssured  of  higli  quality  health  care. 
Every'  rea.sonable  effort  will  be  made  to  a.ssi.st  in  the 
rehabilitation  of  temporarily  incompetent  physi- 
cians, working  ckxsely  with  county  and  state  medi 
cal  organizations. 

We  welcome  constructive  criticism,  have  re- 
sponded, and  w'ill  gladly  report  our  progress  to  the 
public,  the  legislature,  and  other  interested  groups. 


_i  Summary'  of  disciplinary  actions  of  the  Texas  State  Hoard  of  Medical  Examiners. 


Disciplinars  Action 

Sept  1985 
Aug  1984 

.Sept  1984 
Aug  1985 

.Sept  1985 
Aug  1986 

License  cancellation 

10 

24 

19 

Revocation  of  license  w ith  probation  under  terms  set 
by  board 

4 

4 

I 

Suspension  of  license  for  six  months  to  be  followed  by 
probation  under  terms  set  by  board 

5 

Indefinite  suspension  of  license  with  probation  if 
suspension  lifted  by  board 

4 

4 

2 

Public  reprimand 

— 

— 

1 

Total 

18 

32 

26 

Administrative  sanction  with  limitation  of  authoritt  to 
pre.scnbe  controlled  substances 

55 

4 5 

51 

Administrative  sanction  w ith  limitation  of  practice 
w ithout  limitation  of  prescribing  drugs 

56 

6-7 

59 

Administrative  sanction  hearing — Hvidence  revealed 
no  violation  of  Medical  Practice  Act 

15 

26 

Total 

89 

125 

1 16 

Official  infraction  warnings  (Violation  of  Healing  Arts 
Identification  Act,  Texas  Controlled  Substances  Act. 
Federal  (A)ntrolled  Substances  Act.  Texas  Pharmacy 

Act.  Texas  Medical  Practice  Act ) 

118 

I l4 

55 

Modiheation  of  terms  of  original  administrative 
sanction — physicians  requesting  modification  of 
limitation  of  practice,  as  the  result  of  previous 
administrative  sanction 

52 

1 1 

Administrative  sanction— Released  from  affidavit 
restriction  as  the  result  of  previous  administrative 
sanction 

9 

10 

Referral  to  drug  abuse  programs  or  to  physician 
rehabilitation  committees 

— 

24 
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The  69th  Texas  Legislature  has  conferred  proce- 
dural due  process  rights  to  all  medical  staff  mem - 
hers  and  applicants.  Prior  to  the  passage  of  the 
Podiatric  Medical  Staff  Membership  Privileges  Bill 
(SB  655,  HB  2063)  procedural  due  process  was 
guaranteed  only  to  medical  staff  members  in  pidj- 
lic  or  quasi-public  hospitals.  Now  all  hospitals 
must  afford  procedural  due  process  to  their  medi- 
cal staff  members  and  applicants. 


What  is  due  proce,ss?  Both  the  United  States 
Constitution  and  the  Texas  Constitution 
contain  provisions  designed  to  protect 
every  person  against  arbitral^'  deprivation  of  rights 
relating  to  life,  liberty,  or  property,  llie  purpose  of 
due  process  is  to  restrain  every  branch  of  govern- 
ment from  arbitrary’  and  unrea.sonable  exercise  of 
power.  ITie  guarantee  of  due  process  of  law  is  one 
of  the  most  important  to  be  found  in  the  Constitu- 
tion, for  it  is  fundamental  to  the  private  rights  and 
freedoms  that  each  American  enjoys. 

Due  proce.ss  exists  in  two  forms;  procedural  due 
process  and  substantive  due  process.  If  a regula- 
tion is  reasonable  in  relation  to  its  subject  and  is 
adopted  in  the  interests  of  the  community,  it  does 
not  violate  the  concept  of  substantive  due  proce,s,s. 
In  substantive  due  process  cases,  the  court  of  law 
must  balance  the  gain  to  public  welfare  resulting 
from  the  rule  or  legislation  in  question,  against  the 
severity  of  its  effect  on  personal  and  property  rights. 
If  a law  is  so  vague  that  rea,sonable  people  may 
differ  on  its  meaning,  so  as  to  make  its  enforcement 
impractical  or  impossible,  such  a ruling  or  statute 
violates  the  (Constitutional  guarantee  of  due  process 
and  is  therefore  void. 

The  concept  of  procedural  due  process  requires 
that  a court,  panel,  or  other  tribunal  follow  legally 
established  procedures,  in  actions  involving  an  indi 
vidual’s  rights.  The  Fourteenth  Amendment  to  the 
United  States  Constitution  provides  that  no  state 
may  deprive  any  person  of  life,  liberty,  or  property 
without  due  process  of  law  ( 1 ).  The  Texas  Constitu- 
tion provides  that  no  citizen  is  to  be  deprived  of 
life,  liberty,  property,  privileges  or  immunities,  or  in 
any  manner  disfranchised,  except  by  the  due  course 
of  the  law  of  the  land  ( 2 ).  These  provisions  apply  to 
governmental  action  and  not  to  purely  private  ac- 
tions ( 3 )■  During  the  course  of  American  history  the 
courts  and  legislatures  of  the  federal  and  state  gov- 
ernments have  broadened  due  process  require- 
ments to  include  any  party  who  has  any  connection 
with  governmental  authority  (4).  Such  is  the  mean- 
ing of  quasi-governmental.  ITierefore,  direct  govern- 
mental action  is  no  longer  required  to  trigger  due 
process  guarantees. 

ITie  Texas  Hospital  Licensing  law  ( 5 ) has  been 


amended  in  part,  as  follows:  “The  process  for  con- 
sidering applicants  for  medical  staff  membership 
and  privileges  shall  afford  each  applicant  procedural 
due  process”  [5,  § 17(c)].  “An  applicant  for  medical 
staff  membership  or  privileges  may  not  be  denied 
membership  or  privileges  on  any  ground  that  is 
otherwise  prohibited  by  law”  [5  § 17(d)].  These 
changes,  however,  will  not  open  hospital  staff  mem- 
bership to  every’  applicant  desiring  to  use  that  hos- 
pital, as  is  specifically  stated:  “Tlie  provisions  of  this 
Act  do  not  automatically  entitle  a physician  licensed 
by  The  Texas  State  Board  of  Medical  Examiners  or 
a podiatrist  licen,sed  by  The  Texas  State  Board  of 
Podiatry'  Examiners  to  membership  or  privileges  on 
a medical  staff”  [5  § 17(e)].  Physicians  will  be  eli- 
gible for  membership  on  a medical  staff  if  they  meet 
the  same  rea.sonable  standards  established  for  all 
staff  members. 

Specific  applicable  changes 
Two  broad  entitlements  are  embodied  in  the  guar- 
antee of  procedural  due  process:  notice  and  hear- 
ing (6,7).  A doctor  who  may  be  deprived  of  medical 
staff  privileges,  even  in  a private  hospital,  is  entitled 
to  a reasonable  opportunity’  to  prepare  for  a hearing 
as  well  as  an  opportunity  to  be  heard  by  an  un- 
biased tribunal  ITierefore,  a fundamental  element  of 
procedural  due  process  is  an  adequate  and  appro- 
priate notice  (8).  Notice  must  be  calculated  to  give 
interested  parties  advance  warning  of  possibly  ad- 
verse action  as  well  as  the  charges  and  nature  of  any 
hearing.  TTiis  must  also  include  all  documentary  and 
other  evidence  that  forms  the  basis  for  any  charge 
against  the  doctor  ( 9 ).  All  witnesses  that  may  be 
u.sed  to  support  such  charges  must  be  identified. 
Furthermore,  the  doctor  must  be  notified  of  the  ad- 
verse action  sought  by  the  person  or  board  who  is 
complaining  about  him,  and  must  have  adequate 
time  to  prepare  for  the  hearing  ( 10). 

Procedural  due  process  also  entitles  each  staff 
member  or  applicant  to  a hearing  before  an  un- 
biased judge  or  committee  ( 1 1 ).  A party  is  denied 
due  process  if  there  is  no  tribunal  in  which  he  is 
allowed  to  be  heard  or  to  confront  his  accusors. 
Furthermore,  the  cause  must  be  determined  accord- 
ing to  established  principles,  that  is,  the  hospital 
bylaws.  An  arbitrary  refusal  of  such  rights  consti- 
tutes a deprivation  of  due  process  ( 10 ).  Bylaws  of 
some  hospitals  provide  that  no  attorney  may  ac- 
company the  physician  to  a medical  staff  privileges 
hearing,  but  each  physician  is  entitled  to  be  accom- 
panied by  another  physician.  Therefore,  any  physi- 
cian defending  his  hospital  privileges  would  do  well 
to  employ  a physician  who  is  also  an  attorney,  in 
order  to  protect  his  recently  acquired  due  process 
rights. 

The  burden  of  the  physician-attorney  or  physi- 
cian-counsel in  a staff  privileges  hearing  must  be 
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taken  seriously,  for  the  economic  livelihood  of  a 
fellow  physician  hangs  in  the  balance.  Such  counsel 
must  review  the  notice  letter;  study  the  hospital 
bylaws,  rules,  and  policies  in  depth;  notify  the  hos- 
pital of  his  representation,  obtain  a list  of  the  hear- 
ing committee  members  and  their  respective  tields 
of  practice  and  get  a full  and  complete  copy  of  the 
defendant  doctor’s  medical  staff  tile,  relevant  patient 
records,  and  any  other  evidence  that  will  be  pre- 
sented at  the  hearing.  After  coun.sel  has  obtained 
this  information,  intensive  preparation  of  defense- 
can  begin. 

A medical  staff  or  administrator  will  infrequently 
have  fixed  ideas  for  a remedy  in  a staff  privileges 
problem.  Fherefore,  the  doctor’s  counsel  may  play 
j his  most  valuable  role  by  being  an  experienced  ne- 
igotiator.  Frequently,  some  remedial  measures  can  be 
I arranged  which  will  allow  the  physician  at  risk  to 
[Continue  his  practice  under  proper,  agreed  to  super- 
vision or  to  spend  a period  of  time  on  "vacation  ” 
jfrom  his  practice  while  undergoing  intensive  re- 
training or  therapy.  In  some  instances  a disciplinary- 
hearing  may  be  avoided  altogether,  thus  shielding 
the  physician’s  staff  file  from  information  that  may 
I damage  him  at  some  future  time.  ITie  information  in 
la  doctor’s  medical  staff  file  can  be  discovered  in 
medical  malpractice  litigation.  Even  though  a cur- 
r rent  malpractice  case  may  be  unrelated  to  the  doc- 
iitor’s  previous  disciplinary-  hearing,  such  information 
1 may  serve  to  severely-  embarrass  the  doctor  and 
llforce  him  into  settling  a frivolous  malpractice  ac- 
i tion  in  order  to  prevent  discovery-  of  this  prejudicial 
I information.  'I’hus,  skillful  negotiation  by  the  doc- 
; tor’s  counsel  can  preserve  the  effectiveness  of  this 
physician,  aid  in  enhancing  his  medical  skills  and 
competence,  and  prevent  future  injustices  by  pro- 
tecting his  client  from  undue  prejudice  subsequent 
to  an  official  di.sciplinary  action. 

The  mere  fact  that  a physician  is  unsuccessful  in 
obtaining  or  maintaining  medical  staff  privileges 
does  not  indicate  that  due  process  has  not  been 
ifollowed.  Due  process  does  not  ever  guarantee  a 
(correct  decision  or  consistency-  in  decisions.  It 
'does,  however,  afford  increased  protection  to  physi 
jcians  practicing  at  a private  hospital  so  that  their 
['hospital  privileges  cannot  be  extinguished  at  an  ad- 
Jministrator’s  whim  or  because  of  a competing  physi- 
jcian’s  malice. 
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Early  detection  of  breast  cancer  carries  the  advan- 
tage of  high  operative  cure  rate,  less  morbidity, 
need  for  less  extensive  tissue  removal,  and  better 
opportunities  for  rehabilitation.  This  article,  origi- 
nally published  in  1984,  reviews  risk  factors  for 
breast  cancer  and  discusses  breast  cancer  detection 
methods,  including  breast  examination  tech- 
niques, mammography,  and  other  imaging  proce- 
dures. The  article  also  summarizes  the  pathology 
of  early  breast  cancer,  outlines  breast  biopsy  tech- 
niques, and  offers  conclusions  and  recommenda- 
tions by  the  American  Medical  Association 
Council  on  Scientific  Affairs. 
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The  means  to  prevent  breast  cancer  is  not  yet 
at  hand.  Breast  cancer  will  develop  in  one  of 
every  1 1 (9%  ) newborn  females  in  her  life- 
time. It  is  estimated  that  in  1983  there  will  be 
1 15,000  new  cases  found  in  the  United  States  ( 1 ). 
Breast  cancer  is  the  most  common  malignant  neo- 
plasm and  the  leading  cause  of  cancer  death  in 
women.  Despite  the  lack  of  preventive  measures, 
benefits  from  early  diagnosis  and  treatment  include 
a high  operative  cure  rate,  less  morbidity,  a need  for 
less  extensive  tissue  removal,  and  a better  oppor- 
tunity for  rehabilitation  than  is  seen  with  more  ad- 
vanced lesions. 

The  ten-year  survival  rate  for  breast  cancer  is  best 
for  small  tumors  without  metastases,  but  survival 
time  generally  decreases  with  increasing  tumor  size 
and  extent  of  axillary  metastases  ( 2 ).  These  data, 
summarized  in  Fig  1,  support  the  importance  of 
early  diagnosis  and  treatment.  The  innate  biologic 
aggressiveness  of  some  tumors  is  another  factor  to 
be  considered  in  evaluating  survival  rates  ( 3 ). 

Early  breast  cancer  is  defined  as  a cancer  with  a 
diameter  of  2 cm  or  less,  with  no  metastases  ( Stage 
I by  the  American  Joint  Committee  on  Cancer  and 
the  Union  Internationale  Contra  le  Cancer).  Many 
such  cancers  will  be  detected  only  by  mammo- 
graphic  examination.  Early  detection  of  breast  can- 
cer offers  the  best  opportunity  for  cure  (4). 

While  all  women  in  the  United  States  are  at  risk 
for  the  development  of  breast  cancer,  some  are  at 
greater  risk.  The  early  diagnosis  of  breast  cancer  is 
more  likely  when  the  physician  has  a high  degree  of 
suspicion  based  on  the  recognition  of  certain  risk 
factors  in  the  patient’s  medical  history.  These  in- 
clude the  following: 

1 . Age.  Almost  all  breast  cancers  occur  in  women 
older  than  25  years  of  age;  80%  occur  in  women 
older  than  40  years  ( 5 ). 


2.  A family  history  of  breast  cancer  (6).  Genetic 
factors  are  involved  in  the  susceptibility  to  breast 
cancer.  The  incidence  is  greater  in  women  whose 
mothers  and  sisters  had  breast  cancer,  and  the  rela- 
tive risk  is  even  greater  if  the  cancers  were  bilateral] 
and  occurred  before  menopause. 

3 A previous  personal  history  of  breast  cancer. 

Regardless  of  the  risk  factors  that  may  be  impor- 
tant in  patient  selection,  the  appropriate  initial  diag-; 
nostic  studies  should  be  the  same  for  all  women. 

Breast  examination 

The  physician  must  be  proficient  in  and  perform  a 
breast  examination  in  every  woman’s  physical  ex- 
amination. Because  patients  themselves  discover 
most  breast  cancers  (7-9),  the  physician  should  pro- 
mote effective  programs  for  breast  self-examination. 
At  the  time  of  physical  examination,  breast  self- 
examination  should  be  taught  or  reinforced  by  ei- 
ther the  physician  or  trained  office  staff.  Promoting 
breast  self-examination  will  stimulate  greater  pa- 
tient involvement  and  reduce  fear  of  the  disease. 

A follow-up  study  of  1 , 1 00  women  who  were 
taught  breast  self-examination  revealed  that  up  to 
90%  were  practicing  breast  self-examination  six 
months  after  instruction  and  that  participants  who 
had  previously  practiced  self-examination  had  im- 
proved their  technique.  The  study  also  found  that 
proper  instruction  reduced  women’s  fear  of  breast 
cancer  and  gave  them  a greater  sense  of  confidence 
in  their  ability  to  do  the  procedure  (10). 

A woman’s  fear  of  cancer  can  cause  delay  in  seek- 
ing medical  advice.  Since  80%  of  breast  lesions  are 
not  cancerous,  women  should  not  avoid  the  evalua- 
tion of  all  lesions  because  of  the  possibility  of  find- 
ing cancer.  Evaluation  is  reassuring  to  those  women  i 
with  benign  lesions  and  permits  early  treatment  of 
those  with  cancers.  The  following  section  presents  | 
the  recommended  instruction  in  self-examination  of 
the  breast.  ' 

I 

BREAST  SELF  EXAMINATION  PROCEDURE  j 

Women  should  examine  their  breasts  for  abnormal  j 
lumps  or  thickenings  every  month,  about  one  week  ! 
after  menstruation  (when  monthly  breast  tender- 
ness and  swelling  have  subsided ).  After  menopause, 
women  should  examine  their  breasts  on  the  same 
day  each  month.  The  following  three-step  method 
for  self-examination  is  modeled  after  the  procedure 
recommended  by  the  American  Cancer  Society. 
Pamphlets  and  films  are  available  on  breast  self- 
examination  through  the  American  Medical  Associa- 
tion, American  Cancer  Society,  National  Cancer  In- 
stitute, and  many  other  health  organizations. 


Reprinted  with  permission  from  the  Journal  of  the  Ameri 
can  Medical  Association  (JAMA  ) 252(  2 1 ) : 3008-  3011, 
1984.  Copyright  1984,  American  Medical  Association. 
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: BREAST  EXAMINATION  BY  PH\SIC1ANS 
Breast  examination  is  an  essential  part  of  every 
physical  examination.  There  are  many  variations  of 
the  examination  procedure.  The  following  is  pre- 
sented only  as  one  acceptable  example.  Any  mass 
L found  by  physical  examination  must  be  further  in- 
vestigated to  identify  its  precise  nature. 

Good  lighting  is  required  for  adequate  visual  ex- 
amination. With  the  disrobed  patient  seated  before 
the  examiner,  visual  examination  is  performed  while 
the  patient's  arms  are  at  her  sides,  then  with  the 
arms  raised  overhead,  and  finally  with  hands  pressed 
I against  hips.  The  breasts  are  compared  for  differ- 
ences in  contour,  retracted  or  elevated  areas,  nipple 
abnormalities  such  as  eczema  or  discharge,  skin 
dimpling,  edema,  discoloration,  or  prominent  ven- 
ious  patterns. 

A systematic  examination  of  the  entire  breast 
with  the  flat  of  the  fingers  is  performed  next.  With 
the  woman’s  arms  at  her  sides,  the  supraclavicular 
■and  infraclavicular  areas  are  palpated.  The  woman’s 
forearm  is  then  slightly  abducted  and  supported  by 
the  examiner  for  evaluation  of  the  axillarv’  areas. 

The  axillaiy-  tail  of  the  breast  is  included  in  the 
.examination  of  the  axilla. 

1 Because  many  breast  lesions  are  more  prominent 
In  the  supine  position,  the  entire  examination  can 
|be  repeated  in  that  position.  A small  pillow  or  towel 
may  be  placed  under  the  shoulder  of  the  side  to  be 
ifexamined.  With  the  arm  placed  above  the  head,  a 
kwstematic  palpation  of  the  entire  breast  is  again 
□one  with  the  flat  of  the  fingers.  The  areolar  areas 
lihould  be  gently  compressed  and  the  nodal  areas 
reexamined. 

I 

Mammography 

iMammography  is  the  most  effective  diagnostic  tech- 
lique  to  detect  nonpalpablc  or  minimal  breast 
:ancers.  Results  of  screening  in  the  late  19^0s  indi- 
:ated  that  most  of  the  early  breast  cancers  were 
detected  by  mammography,  and  a much  higher  per 
i;entage  were  detected  by  mammography  than  by 
physical  examination  ( 1 1 ).  In  comparison  to  earlier 
litudies  in  the  1960s  ( 12  ),  there  was  a significant 
.mprovement  in  the  capability  to  detect  cancers  by 
mammography.  Ihis  improvement  can  be  attributed 
jO  the  marked  technical  improvements  in  the 


'I  Ten-year  survival,  by  stage,  of  patients  with  breast  cancer 
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quality'  of  mammography  and  improved  diagnostic 
acumen  of  experienced  radiologists  in  the  past  dec- 
ade (13)  Recent  studies  have  demonstrated  that,  on 
the  average,  present  day  diagnostic  radiologists 
using  mammography  will  detect  breast  cancer  be- 
fore it  can  be  palpated.  Calculations  based  upon  the 
data  of  the  American  Cancer  Society/National  Can- 
cer Institute  Breast  Cancer  Detection  Demonstra- 
tion Project  permit  an  estimate  that  mammography 
can  detect  a cancer  two  years  before  it  becomes 
palpable  (14,15). 

In  1972,  a National  Academy  of  Sciences  report 
had  estimated  that  every  rad  of  irradiation  to  the 
breast  may  cause  about  six  new  cases  of  breast  can- 
cer per  million  women  per  year  after  a ten-year 
latent  period.  However,  D.  M.  Eddy,  MD,  PhD,  using 
computerized  mathematical  models,  has  shown  that 
the  lives  saved  by  early  breast  cancer  detection 
with  mammography  exceeded  500  per  million 
women  screened.  This  differential  has  already  be- 
come even  greater  with  improved  image  resolution 
and  further  decreased  radiation  exposure  (16). 

Reduced-dose  mammograms  are  now  almost  uni- 
versally used  throughout  the  United  States  (R.G. 

Jans,  MS,  oral  communication,  October  1984)  (17). 
The  average  breast  x-ray  dose  need  not  exceed  one 
rad  for  a routine  two-view  bilateral  mammogram. 

The  information  obtained  from  any  of  the  three 
standard  forms  of  mammography  is  roughly  equiva- 
lent. However,  since  reduced-dose  mammography  is 
technically  difficult  to  perform,  it  is  of  utmost  im- 
portance that  specialized  equipment  be  utilized  to 
bring  out  maximum  detail  at  a minimal  exposure. 

SCREEN-FILM  MAMMOGRAPHY 
Only  x-ray  equipment  designed  solely  for  the  pur- 
pose of  mammography  should  be  used.  This 
produces  a special  soft  x-ray  beam  and  includes 
a special  device  for  breast  compression;  neither 
of  which  is  available  with  routine  x-ray  equip- 
ment ( 13). 

XEROMAMMOGRAPHY' 

Specialized  xeroradiographic  equipment  is  required 
to  develop  the  x-ray  image  but  not  to  produce  the 
x-ray  beam.  Special  equipment  for  breast  compres- 
sion is  also  necessary. 

MAMMOGRAPHY  FOR  WOMEN  WITH  SIGNS  OR 
SYMPTOMS  OF  BREAST  ABNORMALITIES 
( SYMPTOMATIC ) 

Mammography  and  physical  examination  are  clearly 
complementary  procedures;  breast  cancer  diagnosis 
is  greatly  improved  when  the  two  are  combined. 

Since  the  mammographic  diagnosis  of  cancer  is 
highest  in  symptomatic  women,  occasionally  an  un- 
suspected nonpalpable  cancer  is  detected  (18). 
ITicrefore,  mammography  is  recommended  for 
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symptomatic  women,  and  surgical  consultation  is 
recommended  for  all  patients  with  detected  abnor- 
malities. Since  mammography  does  not  detect  all 
breast  cancers,  a clinically  suspicious  breast  lesion 
should  be  excised  even  if  the  mammogram  is 
negative. 

SCREENING  WOMEN  WITH  MAMMOGRAPm' 
WHO  HAVE  NO  DETECTED  ABNORMALITIES 
(ASYMPTOMATIC) 

ITiese  recommendations  are  ba.sed  on  the  guide- 
lines of  the  American  Cancer  Society  and  the  Ameri- 
can College  of  Radiology.  Ideally,  the  first  or  baseline 
mammogram  should  be  obtained  by  age  35  to  40 
years.  An  earlier  age  is  recommended  when  there  is 
a personal  history  of  breast  cancer  or  a history  of 
premenopausal  breast  cancer  in  a patient’s  mother 
or  sister.  Subsequent  screening  mammograms  from 
age  40  through  49  years  should  be  performed  at 
one-  to  two-year  intervals  at  the  discretion  of  the 
patient’s  physician,  depending  on  the  combined 
analysis  of  physical  and  mammographic  findings, 
and  other  risk  factors.  Annual  mammography  is  now 
recommended  for  all  women  aged  50  years  and 
older  ( 19,20 ). 

Many  physicians  are  convinced  that  if  ever\' 
woman  older  than  40  years  underwent  annual  mam- 
mography, 7,500  cancer  deaths  could  be  prevented 
each  year.  This  kind  of  effort  will  be  made  when 
physicians  can  be  educated  to  appreciate  that  mod- 
ern mammography  is  an  effective  tool  for  early  diag- 
nosis of  breast  cancer.  Its  widespread  use  would 
reduce  morbidity  as  well  as  mortality,  reduce  the 
need  for  extensive  surgery,  and  mitigate  women’s 
fear  of  breast  cancer. 

SCREENING  WITH  OTHER  IMAGING  MODALITIES 
X-ray  mammography  is  the  imaging  technique  of 
greatest  proved  value  in  the  detection  of  early 
breast  cancer.  None  of  the  following  imaging 
modalities  is  currently  an  effective  substitute  for 
x-ray  mammography,  nor  can  any  be  used  to  pre- 
select women  for  mammography,  since  a negative 
examination  finding  by  any  of  these  methods  is  less 
likely  to  rule  out  early  breast  cancer:  infrared 
thermography,  graphic  stress  telethermometry,  ultra- 
sonography, liquid-crystal  thermography,  comput- 
erized thermography,  cholesteric  analysis  profile, 
microwave  imaging,  and  diaphanography.  Experi- 
ence with  computerized  tomography  and  nuclear 
magnetic  resonance  of  the  breast  is  too  preliminary 
to  consider  their  utilization  for  screening  at  the 
present  time. 

Breast  biopsy  procedure 

While  most  breast  masses  are  not  cancerous,  an  un- 
diagnosed palpable  discrete  breast  lesion  that  is  not 
a cyst  requires  excision.  Special  consideration  must 


be  given  to  the  biopsy  technique  when  early  breast 
cancer  is  suspected,  particularly  if  the  lesion  is  de- 
tected by  mammography  alone  and  is  not  palpable 

CYSTS 

A needle  aspiration  is  performed  for  a suspected 
palpable  cyst,  preferably  after  mammography.  The 
finding  of  cancer  cells  in  the  straw-colored  fluid  of  a 
cyst  is  rare;  therefore,  the  removal  of  serous  fluid 
with  disappearance  of  the  mass  after  aspiration  gen- 
erally precludes  a diagnosis  of  cancer,  and  excis- 
ional  biopsy  may  not  be  required.  However,  the 
fluid  itself  should  be  sent  for  cytopathologic  exami- 
nation to  exclude  an  intracystic  cancer.  Many  physi- 
cians recommend  that  such  a patient  be  monitored 
for  life  with  periodic  examinations  by  a physician 
supplemented  as  appropriate  by  x-ray  mammogra- 
phy. A palpable  mass  that  is  not  a cyst  or  that  per- 
sists after  aspiration  of  a cyst  should  require 
excision. 

NEEDLE  BIOPSIES  (ASPIRATION  OR  TROC'.AR) 
Pine-needle  aspiration  biopsy  should  be  limited  to  a 
clinically  palpable  mass.  It  may  provide  cytological 
confirmation  of  a su.spccted  cancer.  Newer  tech- 
niques allow  for  simple  fine-needle  aspiration  bi- 
op.sy  of  areas  of  v ague  thickening  or  nodularity  and 
may  be  employed  as  an  adjunct  in  breast  cancer 
diagnosis.  However,  since  early  lesions  may  be  un- 
detectable except  by  mammography  and  may  be 
easily  missed  by  a needle,  any  suspicious  lesion 
must  be  surgically  resected  even  when  the  needle 
biopsy  specimen  proves  to  be  benign  ( 2 ).  Wide 
bone  trocar  biopsy  removes  a tissue  core  and  is 
processed  as  a tissue  biopsy  specimen. 

BIOPSY  OF  NONPALPABLE  LESIONS 
In  early  or  minimal  cancer,  excisional  biopsy  is  indi- 
cated, preferably  with  x-ray-controlled  excision  of 
the  tumor.  When  the  mammogram  contains  an  early 
suspicious  small  lesion,  operative  localization  and 
excision  may  be  difficult.  Prior  to  surgery,  appropri- 
ate consultation  among  the  surgeon,  pathologist, 
and  radiologist  is  desirable.  Biopsy  of  a mammo- 
graphically  detected  nonpalpable  breast  lesion  is 
usually  performed  at  a facility  that  has  specialized 
x-ray  mammography  equipment,  since  it  may  be 
necessary  to  have  the  radiologist  perform  pre- 
operative needle  localization  of  the  lesion  for  the 
surgeon.  Roentgenography  of  the  specimen  is  done 
to  document  the  surgical  removal  of  an  early  can- 
cer. The  specimen  must  be  intact  when  roent- 
genograms are  taken,  before  being  sectioned,  and  a 
comparison  must  be  made  with  the  preoperative  x- 
ray  films  to  confirm  that  the  lesion  is  present  in  the 
excised  specimen.  If  the  lesion  in  question  is  not 
identified  in  the  specimen  of  which  roentgenograms 
have  been  taken,  additional  tis.sue  must  be  removed. 
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Pathology  of  early  or  minimal  breast  cancer 
Early  breast  cancer  implies  potentially  curable  can- 
iccr.  Included  in  this  category  are  patients  with  ear- 
icinoma  itt  situ  (Paget’s  disease,  intraductal  and 
lobular)  and  infiltrating  cancers  included  in  Stage  1 
categoty  of  the  American  joint  (Committee  for  Can- 
cer ( infiltrating  cancers  2.0  cm  or  less  in  greatest 
extent  without  metasta.ses ).  “Minimal  breast  cancer” 
I should  be  included  in  considering  early  breast  can- 
ker since  it  crosses  the  line  of  in  situ  and  Stage  1 
: infiltrating  cancers.  I'he  term  “minimal  cancer  " in- 
icludcs  in  situ  carcinomas  as  described  and/or  infil- 
itrating  cancers  not  greater  than  0.5  cm  in  extent. 
However,  Paget’s  disease  can  be  invasive  and  thus 
ishould  not  always  be  considered  as  minimal, 
i Histologically,  early  breast  cancers  are  similar  to 
more  fully  developed  breast  cancers.  However, 

, there  is  a relatively  greater  proportion  of  tubular 
jtype  (well-differentiated  adenocarcinomas)  among 
I the  minimal  breast  cancers. 

iMULTlCENnilCl'n'  AND  BllATERAl  I IT 
iThe  data  on  multicentricity'  and  bilaterality  for 
breast  cancers  in  general  also  apply  to  early  breast 
cancers.  Multicentricity,  even  with  minimal  cancers, 
Iranges  from  about  20%  to  60%;  the  differences  in 
, range  are  probably  due  to  quantitative  differences 
I in  sampling.  Bilaterality  also  ranges  from  12%  to 
' 36% , the  highest  rate  occurring  for  lobular  carci- 
inoma  in  situ.  Although  the  existence  of  multi- 
|ccntricity  is  generally  accepted,  its  significance  is 
I uncertain.  The  high  probability'  for  subsequent  de- 
! velopment  of  an  invasive  cancer  in  the  same  breast 
is  well  established  for  patients  who  hav  e had  only 
local  excision  of  an  intraductal  carcinoma,  while  the 
risk  for  .subsequent  invasive  cancer  after  removal  of 
lobular  carcinoma  in  situ  is  lower  ( and  almost 
equal  for  either  breast ).  Therefore,  therapeutic  im- 
plications may  be  different  for  patients  with  lobular 
carcinoma  in  situ  from  those  with  intraductal 
carcinoma. 

Histologic  findings  of  diffuse  lymphatic  .spread, 
vascular  invasion  by  carcinoma,  and  cytohistologic 
anaplasia  forbode  probable  sy  stemic  di.s.semination. 
Therefore,  these  findings,  even  in  patients  with 
clinical  Stage  1 carcinoma,  suggest  a worse  prog- 
nosis than  average  for  Stage  1. 

RliCEPTORS 

The  prognostic  significance  of  estrogen  and  pro- 
gesterone receptor  mca,siirements  on  breast  cancer 
tissue  is  well  established.  If  estrogen  receptor  poor 
(negative)  tumors  recur,  they  tend  to  do  .so  early. 
Receptor  information  is  al.so  important  in  the  treat 
ment  of  patients  with  metastases.  The  very'  small 
lesions  may  not  have  sufficient  ma.ss  ( 2,0  gm  ) to 
provide  cancer  ti.ssue  samples  for  both  histologic 
diagnosis  and  fresh  unfixed  tissue  for  biochemical 


analysis  for  receptors,  furthermore,  many  of  the 
smallest  cancers  are  incidental  microscopic  findings. 
However,  cytohistiologic  methods  for  the  deter- 
mination of  receptors  on  fresh  frozen  and  even 
paraffin-embedded  tissues  are  evolving. 

rilE  SPREAD  t)E  (ANGER 

Breast  cancer  invades  the  lymphatic  and/or  venous 
circulation  and,  therefore,  spreads  to  regional 
lymph  nodes  in  the  axillary  and  internal  mammary 
chains  or  by  direct  hematogenous  extension  to  dis- 
tant sites.  About  half  of  all  patients  have  axillary 
lymph  node  metastases  when  first  diagnosed,  al- 
though patients  identified  in  screening  programs 
have  had  considerably  reduced  rates  of  axillary  me- 
tastases, in  the  range  of  20% . Patients  with  minimal 
breast  cancers  al.so  hav  e about  a 20%  rate  of  axillary’ 
metastases. 

The  pre.sence  of  axillary’  metastases  is  the  single 
most  significant  prognosticator  unless  there  are 
known  distant  metastases.  The  greater  the  number 
of  axillary  lymph  node  metastases,  the  poorer  the 
five-year  surv'ival.  The  five-year  survival  ranges  from 
48%  with  one  nodal  metastasis  to  10%  with  21 
nodal  metastases.  I’he  finding  of  lymph  node  metas- 
tases in  patients  whose  cancers  are  2.0  cm  or  le.ss  in 
extent  removes  them  from  the  Stage  1 category. 

Conclusions  and  recommendations 

Since  the  potential  to  diagno.se  and  cure  early  breast 
cancer  exists,  the  American  Medical  Association 
should  advise  the  profession  and  the  public  of  the 
possibilities  and  foster  understanding  of  the  proce- 
dures by  which  the  diagnosis  can  be  made. 

A continuing  effort  at  public  education  is  needed 
to  make  w omen  recognize  the  importance  of  their 
role  in  breast  self-examination  and  to  report  imme- 
diately to  their  physicians  when  changes  are  noted. 

Physicians  must  educate  their  patients  in  the  pro- 
cess of  breast  cancer  detection  and  emphasize  the 
technique  of  self-examination  of  their  brea,sts. 

Physicians  requesting  mammographic  examina- 
tions should  refer  their  patients  to  radiologists  who 
use  properly  functioning  equipment  that  provides 
the  best  image  resolution  at  the  lowest  level  of  radi- 
ation exposure  ( less  than  1 rad  to  midbreast  for  two 
views  of  both  breasts ). 

Physicians  .should  recognize  the  importance  of 
mammography  as  an  effective  .screening  device  to 
detect  early  breast  cancer. 

I’hrough  education,  early  detection,  and  appropri- 
ate treatment,  physicians  have  the  opportunity’  and 
an  obligation  to  increa.se  the  cure  rate  of  women 
with  breast  cancer. 
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Please  turn  page  for  brief  summary  of  prescribing  information. 


LONG  ACTING 
CAPSULES 


Feeling  well  and  doing  well,  all  in  one 


Q|^Qg_Q^j|^Y  LONG  ACTING  CAPSULES 


INDERAL  LA 

(PROPRANOLOL  HCI) 


80  mg  120  mg  160  mg 


LONG  ACTING  CAPSULES 

INDERIDE'  LA 

Each  capsule  contains  propranolol  HCI 
(INDERAL®  LA),  80  mg,  120  mg,  or  160  mg, 
and  hydrochlorothiazide,  50  mg 


80/50  120/50  160/50 


BR\BF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULARS ) 
INDERAL®  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (Long  Acting  Capsules) 
INDERIOE®  LA  Brand  of  PROPRANOLOL  HYDROCHLORIDE  (INDERAL®  LA)  and 
HYDROCHLOROTHIAZIDE  (Long  Acting  Capsules) 

INDERAL  LA  and  INDERIDE  LA  Capsules  should  not  be  considered  simple  mg-tor-mg 
substitutes  for  INDERAL  and  INDERIDE  Tablets  Please  see  package  circulars 

CONTRAINDICATIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Propranolol  is  contraindicated  in. 
1)  cardiogenic  shock;  2)  sinus  bradycardia  and  greater  than  first  degree  block:  3)  bron- 
chial asthma.  4)  congestive  heart  failure  (see  WARNINGS)  unless  the  failure  is  secondary 
to  a tachyarrhythmia  treatable  with  propranolol. 

Hydrochlorothiazide:  Hydrochlorothiazide  is  contraindicated  in  patients  with  anuria 
or  hypersensitivity  to  this  or  other  sulfonamide-derived  drugs. 

WARNINGS 

Propranolol  hydrochloride  (INDERAL®  LA):  CARDIAC  FAILURE:  Sympathetic 
stimulation  may  be  a vital  component  supporting  circulatory  function  in  patients  with  con- 
gestive heart  failure,  and  its  inhibition  by  beta  blockade  may  precipitate  more  severe  fail- 
ure Although  beta  blockers  should  be  avoided  in  overt  congestive  heart  failure,  if 
necessary,  they  can  be  used  with  close  follow-up  in  patientswithahistory  of  failure  who  are 
well  compensated,  and  are  receiving  digitalis  and  diuretics  Beta-adrenergic  blocking 
agents  do  not  abolish  the  Inotropic  action  of  digitalis  on  heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  block- 
ers can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of 
heart  failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the 
response  observed  closely,  or  propranolol  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and,  in  some  cases,  myocardial  infarction  following  abrupt  discontinuance  of 
propranolol  therapy  Therefore,  when  discontinuance  of  propranolol  is  planned  the 
dosage  should  be  gradually  reduced  and  the  patient  carefully  monitored  In  addition, 
when  propranolol  is  prescribed  for  angina  pectoris,  the  patient  should  be  cautioned 
against  interruption  or  cessation  of  therapy  without  the  physician’s  advice  If  pro- 
pranolol therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisa- 
ble to  reinstitute  propranolol  therapy  and  take  other  measures  appropriate  for  the 
management  of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be 
unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients  considered  at 
risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for  other 
indications 


THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symp- 
toms of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid 
function  tests 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycar- 
dia requiring  a demand  pacemaker  In  one  case  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

MAJOR  SURGERY'  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy 
prior  to  maior  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability 
of  the  heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anes- 
thesia and  surgical  procedures 

Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema) — 

PATIENTS  WITH  BRONCHOSPASTIC  DISEASES  SHOULD,  IN  GENERAL,  NOT  RECEIVE 
BETA  BLOCKERS.  INDERAL  should  be  administered  with  caution,  since  it  may  block  bron- 
chodilation  produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta 
r6C6ptors 

DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appear- 
ance of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of 
acute  hypoglycemia  in  labile  insulin-dependent  diabetes.  In  these  patients,  it  may  be 
more  difficult  to  adjust  the  dosage  of  insulin.  Hypoglycemic  attacks  may  be  accompanied 
by  a precipitous  elevation  of  blood  pressure 

Hydrochlorothiazide:  Thiazides  should  be  used  with  caution  in  severe  renal  disease, 
In  patients  with  renal  disease,  thiazides  may  precipitate  azotemia  In  patients  with 
impaired  renal  function,  cumulative  effects  of  the  drug  may  develop 

Thiazides  should  also  be  used  with  caution  in  patients  with  impaired  hepatic  function  or 
progressive  liver  disease,  since  minor  alterations  of  fluid  and  electrolyte  balance  may  pre- 
cipitate hepatic  coma 

Thiazides  may  add  to  or  potentiate  the  action  of  other  antihypertensive  drugs  Potentia- 
tion occurs  with  ganglionic  or  peripheral  adrenergic-blocking  drugs. 

Sensitivity  reactions  may  occur  in  patients  with  a history  of  allergy  or  bronchial  asthma 

The  possibility  of  exacerbation  or  activation  of  systemic  lupus  erythematosus  has  been 
reported 

PRECAUTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  GENERAL  Propranolol  should  be  used 
with  caution  in  patients  with  impaired  hepatic  or  renal  function  -Propranolol  is  not  indicated 
for  the  treatment  of  hypertensive  emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients 
should  be  told  that  propranolol  may  interfere  with  the  glaucoma  screening  test  Withdrawal 
may  lead  to  a return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS'  Elevated  blood  urea  levels  in  patients  with  severe 
heart  disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydro- 
genase 

DRUG  INTERACTIONS'  Patients  receiving  catecholamine-depleting  drugs,  such  as 
reserpine,  should  be  closely  observed  if  propranolol  is  administered  The  added  catechol- 
amine-blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  ner- 
vous activity,  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal 
attacks,  or  orthostatic  hypotension 


CARCINOGENESIS.  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY  Long-term  studies 
in  animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies,  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no 
evidence  of  significant  drug-induced  toxicity.  There  were  no  drug-related  tumorigenic 
effects  at  any  of  the  dosage  levels.  Reproductive  studies  in  animals  did  not  show  anyf 
impairment  of  fertility  that  was  attributable  to  the  drug 
PREGNANCY:  Pregnancy  Category  C Propranolol  has  been  shown  to  be  embryotoxici 
in  animal  studies  at  doses  about  10  times  greater  than  the  maximal  recommended  humar  i 
dose  There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  Propranolol  1 
should  be  used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  tc , 
the  fetus.  ( 

NURSING  MOTHERS:  Propranolol  is  excreted  in  human  milk.  Caution  should  be  exer- ! 
cised  when  propranolol  is  administered  to  a nursing  mother  ] 

PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established  i 
Hydrochlorothiazide:  GENERAL'  Periodic  determination  of  serum  electrolytes  tof, 
detect  possible  electrolyte  imbalance  should  be  performed  at  appropriate  intervals  ( 
All  patients  receiving  thiazide  therapy  should  be  observed  for  clinical  signs  of  fluid  oi  j 
electrolyte  imbalance,  namely:  Hyponatremia,  hypochloremic  alkalosis,  and  hypokale-( 
mia  Serum  and  urine  electrolyte  determinations  are  particularly  important  when  the' 
patient  is  vomiting  excessively  or  receiving  parenteral  fluids  Medication  such  as  digitalis  ( 
may  also  influence  serum  electrolytes  Warning  signs  irrespective  of  cause  are'  Dryness  of! 
mouth,  thirst,  weakness,  lethargy,  drowsiness,  restlessness,  muscle  pains  or  cramps  i 
muscular  fatigue,  hypotension,  oliguria,  tachycardia,  and  gastrointestinal  disturbances 
such  as  nausea  and  vomiting 

Hypokalemia  may  develop,  especially  with  brisk  diuresis,  when  severe  cirrhosis  is 
present,  or  during  concomitant  use  of  corticosteroids  or  ACTH  ; 

Interference  with  adequate  oral  electrolyte  intake  will  also  contribute  to  hypokalemia  ( 
Hypokalemia  can  sensitize  or  exaggerate  the  response  of  the  heart  to  the  toxic  effect  of , 
digitalis  (eg.  increased  ventricular  irritability).  Hypokalemia  may  be  avoided  or  treated  by ' 
use  of  potassium  supplements,  such  as  foods  with  a high  potassium  content  , 

Any  chloride  deficit  is  generally  mild  and  usually  does  not  require  specific  treatment,  I 
except  under  extraordinary  circumstances  (as  in  liver  or  renal  disease)  Dilutional  hypona- 
tremia may  occur  in  edematous  patients  in  hot  weather:  appropriate  therapy  is  water  I 
restriction,  rather  than  administration  of  salt,  except  in  rare  instances  when  the  hyponatre- 
mia IS  life-threatening  In  actual  salt  depletion,  appropriate  replacement  is  the  therapy 
of  choice 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain  patients  receiving 
thiazide  therapy 

Insulin  requirements  in  diabetic  patients  may  be  increased,  decreased,  or  unchanged 
Diabetes  mellitus  which  has  been  latent  may  become  manifest  during  thiazide 
administration 

If  progressive  renal  impairment  becomes  evident,  consider  withholding  or  discontinuing 
diuretic  therapy 

Thiazides  may  decrease  serum  FBI  levels  without  signs  of  thyroid  disturbance 
Calcium  excretion  is  decreased  by  thiazides.  Pathologic  changes  in  the  parathyroid, 
gland  with  hypercalcemia  and  hypophosphatemia  have  been  observed  in  a few  patients, 
on  prolonged  thiazide  therapy  The  common  complications  of  hyperparathyroidism,  such 
as  renal  lithiasis,  bone  resorption,  and  peptic  ulceration,  have  not  been  seen.  Thiazides' 
should  be  discontinued  before  carrying  out  tests  for  parathyroid  function. 

DRUG  INTERACTIONS;  Thiazide  drugs  may  increase  the  responsiveness  to 
tubocurarine. 

The  antihypertensive  effects  of  thiazides  may  be  enhanced  in  the  postsympathectomy 
patient  Thiazides  may  decrease  arterial  responsiveness  to  norepinephrine  This  diminu- 
tion is  not  sufficient  to  preclude  effectiveness  of  the  pressor  agent  for  therapeutic  use. 

PREGNANCY  Pregnancy  Category  C Thiazides  cross  the  placental  barrier  and  appear 
in  cord  blood  The  use  of  thiazides  in  pregnancy  requires  that  the  anticipated  benefit  be 
weighed  against  possible  hazards  to  the  fetus  These  hazards  include  fetal  or  neonatal 
jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in 
the  adult 

NURSING  MOTHERS  Thiazides  appear  in  human  milk.  If  use  of  the  drug  is  deemed 
essential,  the  patient  should  stop  nursing 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS 

Propranolol  hydrochloride  (INDERAL®  LA):  Most  adverse  effects  have  been  mild 
and  transient  and  have  rarely  required  the  withdrawal  of  therapy 
Cardiovascular.  Bradycardia;  congestive  heart  failure,  intensification  of  AV  block,  hypo- 
tension, paresthesiaof  hands:  thrombocytopenic  purpura:  arterial  insufficiency,  usually  of 
the  Raynaud  type 

Central  Nervous  System:  Lightheadedness,  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia,  vi- 
sual disturbances;  hallucinations:  an  acute  reversible  syndrome  characterized  by  disori- 
entation for  time  and  place:  short-term  memory  loss;  emotional  lability:  slightly  clouded 
sensorium;  and  decreased  performance  on  neuropsychometrics 
Gastrointestinal:  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea, 
constipation:  mesenteric  arterial  thrombosis:  ischemic  colitis. 

Allergic- Pharyngitis  and  agranulocytosis:  erythematous  rash;  fever  combined  with  ach- 
ing and  sore  throat:  laryngospasm  and  respiratory  distress 
Respiratory  Bronchospasm 

Hematologic:  Agranulocytosis:  nonthrombocytopenic  purpura,  thrombocytopenic 
purpura 

Auto-Immune-  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous:  Alopecia,  LE-like  reactions:  psoriasiform  rashes;  dry  eyes;  male  impo- 
tence, and  Peyronie’s  disease  have  been  reported  rarely  Oculomucocutaneous  reactions 
involving  the  skin,  serous  membranes,  and  conjunctivae  reported  for  a beta  blocker  (prac- 
tolol)  have  not  been  associated  with  propranolol. 

Hydrochlorothiazide: 

Gastrointestinal.  Anorexia,  gastric  irritation,  nausea,  vomiting,  cramping,  diarrhea,  consti- 
pation. jaundice  (intrahepatic  cholestatic  jaundice);  pancreatitis:  sialadenitis 
Central  Nervous  System  Dizziness,  vertigo;  paresthesias;  headache:  xanthopsia 
Hematologic:  Leukopenia;  agranulocytosis;  thrombocytopenia:  aplastic  anemia 
Cardiovascular  Orthostatic  hypotension  (may  be  aggravated  by  alcohol,  barbiturates, 
or  narcotics) 

Hypersensitivity:  Purpura:  photosensitivity:  rash;  urticaria:  necrotizing  angiitis  (vascu- 
litis. cutaneous  vasculitis):  fever;  respiratory  distress,  including  pneumonitis;  anaphylac- 
tic reactions 

Other  Hyperglycemia:  glycosuria,  hyperuricemia;  muscle  spasm;  weakness:  restless- 
ness; transient  blurred  vision. 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage  should  be 
reduced  or  therapy  withdrawn 

* The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 
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1.  Ravid  M,  Lang  R,  Jutrin  I:  The  relative  antihypertensive  potency  of  propranolol,  oxpre- 
nolol.  atenolol,  and  metoprolol  given  once  daily  Arch  Intern  /VfecM985;145:1321-1323 
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Accounts  Receivable: 

I.C.  System,  Inc. 

When  the  problem  is  uncollected  debts,  the  prescription  is  I.C.  System. 

If  your  medical  practice  is  suffering  from  a case  of  delinquent  accounts, 
call  in  the  specialist  for  help:  I.C.  System.  This  company  understands  the 
special  collections  needs  of  health  care  professionals.  I.C.  System 
provides  effective  collection  services  while  remaining  sensitive  to  the 
unique  doctor/patient  relationship. 

The  Texas  Medical  Association  began  endorsing  I.C.  System  in  February 
1983.  Since  then,  I.C.  System  has  recovered  $8,825,000  in  overdue 
accounts  for  Texas  Medical  Association  members.  Presently,  almost 
2,500  members  have  enrolled  in  the  System  and  are  benefiting  from  this 
vigorous  collection  program. 

As  a member  of  the  Association,  you  are  eligible  for  this  service.  So,  if 
you  want  to  bring  your  accounts  receivables  under  control,  arrange  to 
enroll  in  I.C.  System's  easy-to-use  program.  For  more  information,  just 
return  the  form  below. 

If  you  are  already  using  I.C.  System's  program,  here's  how  to  get  the 
most  value  from  it.  Refer  your  delinquent  accounts  to  I.C.  System  within 
60  to  90  days  after  they  become  due.  The  more  promptly  you  do  this,  the 
more  money  you  will  recover. 

To  keep  your  practice  financially  healthy,  consult  with  I.C.  System. 


Tell  me  more  about  this  program  endorsed  by  the  Texas  Medical 
Association. 
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City  State Zip Phone 
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444  East  Highway  96 
P.O.  Box  64444 

St.  Paul,  Minnesota  55164-0444 
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Medicine  in  Texas:  the 
Struve  with  yellow 

fever,  1839-1903 


This  article  traces  the  historical  dei'elopmetit  of 
yellow  fei’er  epidemics  in  I9th  century  Texas  and 
the  struggle  of  the  state  's  physicians  to  understand 
and  conihat  the  disease.  Texas  doctors,  working  in 
a frontier  environment  and  limited  in  nurnhei- 
cmd  geographically  dispersed,  fought  to  under- 
stand and  treat  this  most  serious  threat  to  public 
health.  Reviewed  here  are  the  extent  and  severity  of 
the  epidemics,  the  response  of  physicians  who  con- 
ducted early  clinical  observations  and  shared  their 
knowledge,  and  early  attempts  to  treat  yellow 
fever  victims.  The  article  concludes  that  the  work 
of  the  'i'ellow  Fever  Commission  finally  prewided 
the  correct  understanding  of  the  disease  and  the 
way  to  eradicate  it  as  a threat  to  ptdjlic  health  in 
Texas. 


The  history’  of  Texas  in  the  19th  century-  is  a 
story-  of  remarkable  growth  in  population,  in 
clustry,  and  commerce.  Also,  a distinctive 
Texas  culture  emerged,  built  around  the  people, 
ideas,  and  institutions  of  first  a frontier,  then  a rural, 
and,  finally  by  the  close  of  the  century-,  an  increas- 
ingly urban  and  industrial  society  From  a popula 
tion  of  just  under  50,000  at  the  beginning  of  the 
Texiis  Republic  in  1 8.56,  the  state  grew  to  more 
than  3 million  by  1900  Througli  these  years,  its 
human  history  was  that  of  a spacious  land  gradually- 
peopled  by  immigrants  from  the  United  States  and 
around  the  world  With  a lengthy  coastline,  a varie- 
gated geography , hundreds  of  miles  of  border  w ith 
Mexico,  and  close  proximity-  to  the  southern  states, 
it  shared  as  it  developed  in  the  human  conditions  of 
many-  lands,  many-  peoples  ( I ). 

ITie  history  of  medicine  in  Texas  followed  these 
familiar  contours  of  human  development.  People- 
living  within  the  human  and  phy-sical  environment 
sufferetl  injuries  and  contracted  diseases  common 
to  the  region  and  sometimes  imported  from  afar. 
Physicians  who  came  to  Texas  and  established  prac 
tices  in  the  towns  and  among  the  rural  folk  varied  in 
talent  and  background.  Equipped  with  the  available- 
corpus  of  medical  knowledge,  they  confronted  the 
challenge  of  bringing  the  best  of  modern  medicine 
to  the-  huge,  spraw  ling  state  of  Texas  Among  the 
greater  challenges  of  the  19th  century  were  the 
communicable  diseases  which,  de.spite  the  other 
threats  of  a frontier  state,  were  the  most  persistent 
anel  prolific  killers  of  Texans. 

Yellow  fever  in  the  19th  century 
From  the  period  of  the  Republic  through  the  end  of 
the  century,  Texans  suffered  chronically  from  tuber 
culosis,  cholera,  smallpox,  diphtheria,  and  malarial 
fevers.  Sizable  epidemic  outbursts  were,  however, 
restricted  in  the  19th  century-  to  yellow  fever.  From 


1668  to  1893,  1.35  major  epidemics  of  that  disease 
struck  American  port  cities  on  the  Gulf  of  Mexico, 
the  Atlantic,  and  the  Mississippi  basin.  Estimates  of 
the  number  stricken  by  yellow-  fever  in  the  United 
States  over  that  period  exceed  500,000.  Texas  was 
swept  by  such  epidemics  12  times  between  1839 
and  1903  Five  of  these  outbre:iks  were  confined  to 
Galveston,  including  tho.se  in  1839,  1844,  1847, 
1858,  and  1864;  two,  including  those  of  185.3  and 
1 867,  were  per\-asive,  involving  a dozen  or  more 
tow  ns  and  cities.  More  localized  epidemics  of 
“yellow  Jack”  involved  outbreaks  in  Matagorda,  Cor- 
pus Christi,  and  Brownsville  in  1862;  Calvert  in 
1873;  Brownsville  in  1879  and  again  in  1882;  and 
I,aredo  and  San  Antonio  in  1903,  though  the  validity- 
of  the  diagnosis  and  the  geographic  extent  of  the 
disea.se  was,  in  this  la,st  ca.se,  hotly  disputed  (2-4). 

Incomplete  records  indicate  that  from  6,000  to 
8,000  Texans  succumbed  to  the  disease  in  more 
than  a score  of  Texas  tow  ns  and  villages  in  the  19th 
century,  with  about  half  of  those  dying  in  the  sum- 
mer and  fall  of  1867.  Although  most  of  the  recorded 
deaths  from  yellow  fever  in  1854  occurred  in  Gal- 
veston, the  disease  did  spread  that  year  to  Houston 
and  Corpus  Christi.  Cases  were  reported  in  Browns- 
ville in  1879  and  in  Houston  and  Beaumont  in 
1897,  but  the  few  isolated  cases  would  not  indicate 
an  epidemic  in  either  instance.  'Hie  actual  number 
of  ca.ses  in  each  epidemic  was  recorded  only  spo- 
radically- and  the  populations  of  the  stricken  tow  ns 
fluctuated  It  is,  therefore,  difficult  to  fix  an  accurate 
mortality  rate  so  as  to  compare  Texas  with  cities 
like  Philadelphia  or  New-  Orleans  in  regard  to  the 
virulence  of  the  disease.  Galveston,  the  hardest  hit 
and  most  frequently  visited  fever  center,  lost  about 
250  dead  in  1839  and  again  in  1864,  5.36  in  1853, 
873  in  1858,  and  1,150  in  the  epidemic  of  1867.  As 
a growing  city-  over  those  years,  Galveston  lost 
about  6%  of  its  population  to  each  visitation  of  this 
disca.se  ( 5 ). 

Death  rates  from  yellow  fever  were,  at  times,  as- 
tounding and  contributed  heavily  to  the  sen.se  of 
panic  that  the  first  appearance  of  the  di.sease  pro- 
voked in  the  public.  When  the  “black  vomit”  that 
identified  the  disease  unmistakably  first  appeared  in 
Navasota  in  1867,  more  than  half  of  the  3,300  citi- 
zens departed  within  48  hours,  and  when  physicians 
and  nurses  arrived  with  aid  from  Houston  two 
weeks  later,  they  found  fewer  than  300  had  re- 
mained behind  to  brave  the  epidemic.  Of  these 
remaining,  1 54  died  The  same  flight  and  fearful 
mortality-  resulted  that  year  in  a dozen  inland  towns. 
The  United  States  Army-  had  about  4,000  troops  sta- 
tioned in  Texas  during  that  reconstruction  year  of 
1867,  and  they,  too,  suffered  a fearful  toll  from  the 
epidemic.  Of  a mean  strength  of  6,34  men  .stationed 
at  posts  in  Galveston,  Indianola,  Victoria,  Goliad, 
Hempstead,  Brcnham,  Brownsville,  and  Houston 


Te.xas  Medicine 


where  the  fever  raged,  3H3  cases  and  1 3 3 deaths 
were  reported  Iliis  means  that  over  60%  of  tlie 
soldiers  stationed  in  the  infected  areas  came  down 
with  yellow  fever  and  almost  a fourth  of  them  died 
from  the  infection  Among  the  military'  deaths  were 
the  post  commanders  in  Houston  and  Victoria,  and 
in  Galveston  the  fever  killed  three  of  the  four  medi 
cal  officers,  including  the  chief  surgeon  and  the  US 
Army  commander  of  Texas  and  acting  commander 
of  the  entire  Fifth  Military'  District,  Gen  Charles 
Griffin  (6)  Widely  reported  in  the  newspapers  in 
Texas  and  in  other  parts  of  the  nation,  the  epidemic 
constituted  a continual  threat  to  the  health  and 
prosperity  of  the  state,  and  Texans  turned  to  the 
physicians  of  the  state  for  help  and  relief 

Texas  physicians  battle  yellow  fever 
Throughout  the  19th  century'  the  number  of  physi 
cians  in  the  state  remained  small  relative  to  popula 
tion  growth,  especially  in  the  years  ;ifter  the  Civil 
War.  In  fact,  the  doctor-population  ratio  declined  as 
the  population  grew,  and  by  the  end  of  the  century' 
there  were  an  estimated  3,000  physicians  in  a state 
of  more  than  3 million  population,  a ratio  of  about 
600  to  one.  During  the  last  third  of  the  century, 
organized  medicine  in  the  state  was  not  strong  and 
repre,sented  only  a small  portion  of  the  practicing 
physicians  The  Texas  Medical  Association,  reorga- 
nized in  1869,  remained  few  in  number,  its  annual 
meetings  were  poorly  attended,  and  its  funds  were 
barely  sufficient  to  meet  the  expen,ses  of  publishing 
the  proceedings.  County  medical  associations  were 
few  in  number  also,  and  not  until  the  reorganization 
of  the  state  association  in  1903  did  organized  asso- 
ciations of  physicians  at  both  county  and  state  levels 
achieve  substantial  growth  (7).  When  epidemics 
struck  the  state  in  the  19th  century,  therefore,  the 
care  of  the  citizenry  depended  entirely  on  the  skill 
and  knowledge  of  local  physicians  who  rallied 
strongly  and  offered  the  skills  and  knowledge  they 
had  to  fight  the  plague 

As  w ith  other  threats  to  life  and  health,  medical 
doctors  in  Texas  fought  vigorously  to  combat  and 
control  yellow  fever  They  treated  patients,  studied 
the  disease,  delivered  lectures  and  wrote  treatises 
on  it,  and  urged  and  organized  public  health  mea- 
sures consistent  with  the  knowledge  available  on 
this  dreaded,  worldwide  scourge.  Their  dedicated 
efforts  not  infrequently  cost  many  of  these  physi- 
cians their  lives,  and  the  story  of  their  struggle  with 
yellow  fever  presents  an  example  of  quiet  heroism 
in  the  best  Texas  tradition. 

Like  physicians  everywhere  when  the  age  of  mod 
ern  bacteriology'  was  in  its  infancy,  doctors  in  Texas 
in  the  19th  century  labored  with  an  inadequate 
knowledge  of  the  etiology  of  yellow  fever.  Ashbel 
Smith’s  observations  on  the  Texas  epidemic  of  1839 
differed  little  from  the  views  propounded  by 


Benjamin  Rush  nearly  a half  century  earlier  Smith 
accepted  the  miasmatic  theory'  of  contagion  and 
proclaimed  that  an  infected  atmo.sphere,  destabilized 
by  the  collection  of  human,  animal,  and  vegetable 
wastes,  contained  “fornites  ” or  germs  w hich  pro 
duced  the  sickness.  Smith,  whose  published  history' 
ol  the  epidemic  in  (ialveston  is  a model  of  early 
medical  history  in  the  state,  claimed  that  better 
sanitation  offered  the  only  hope  of  preventing  such 
outbreaks  (8).  j,  C.  Massie  of  Chapel  Hill,  who  main- 
tained an  active  correspondence  with  physicians  all 
over  the  state  in  the  1830s,  w rote  also  of  the  ,spon- 
taneous  generation  of  the  fever  from  atmospheric 
pollution.  Ma,ssie  further  cited  excessive  eating, 
drinking,  and  sexual  activity'  as  aggravating  condi- 
tions causing  the  fever  to  flourish  ( 9 ) ITie  clinical 
notes  of  Nicholas  D.  Labadie  in  1864,  a veteran  of 
almost  30  years  of  treating  yellow'  fever  in  Texas, 
echoed  these  earlier  conclusions  that  the  fever 
germs  “must  be  inhaled  ” from  the  “poisonous  ex- 
halations” of  a befouled  atmo.sphere  ( 10 ). 

The  pervasive  epidemic  of  1867  provoked  con 
siderablc  correspondence  reports  and  publications 
on  the  subject  of  yellow  fever  by  Texas  physicians. 
The  1868  issue  of  the  Galt’esfon  Medical  Journal 
contained  the  reports  of  J.  M.  Reuss  of  Indianola, 

S M Welch  of  Galveston,  A.  R.  Kirkpatrick  of  Nava- 
sota,  William  A.  East  of  Millican,  T.  Sommerville 
Burke  of  Port  Lavaca,  W,  C.  McGown  of  laGrange, 

B C.  Meredith  of  Chapel  Hill,  J.  F Hicks  of  Colum 
bus,  Sherwin  Goodw  in  and  J.  B P January'  from  Vic- 
toria, and  several  others.  That  same  year  the  US 
Army  surgeon  general  published  the  reports  of 
more  than  a .score  of  Army  physicians  at  pcists 
around  the  state  ( 1 1,1 2 ).  In  1876,  Greensville  S. 
Dowell,  prominent  physician,  .scholar,  and  medical 
educator  from  Galveston,  published  an  impressive 
collection  of  material  on  yellow  fever  including  the 
writings  of  Thomas  Jefferson  Heard,  also  of  Gal- 
veston (13).  Each  year  after  its  reorganization  in 
1869,  the  Texas  State  Medical  Association  heard 
papers  on  yellow  fever  and  received  the  report  of 
its  Committee  on  Climatology  and  Epidemics  relat- 
ing progress  in  combating  the  disease.  Further,  state 
medical  periodicals  regularly  contained  clinical  re- 
ports, analyses,  and  recommendations  on  the  treat- 
ment and  prevention  of  this  puzzling  but  dangerous 
disease  (14-17).  Few  threats  to  public  health  in 
Texas  got  greater  attention  from  medical  men  in  the 
state. 

In  all  of  this  impressive  body  of  literature  on 
yellow  fever  in  19th  century  Texas,  however,  there 
was  a painfully  monotonous  repetition  of  opinion 
on  causes  and  cures.  Doctors  miglit  disagree  on  the 
efficacy  of  selected  powders  and  purgatives  in  treat- 
ment or  on  the  source  of  specific  cases  of  at- 
mospheric poisoning  during  epidemics.  TTiey  might, 
and  did,  argue  often  about  whether  a diagnosis  of 
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yellow  fever  was  correct  in  a given  instance.  Yet 
their  important  conclusions  about  the  disease  were 
remarkably  similar  to  those  advocated  a century 
earlier.  They  did  discover  that  the  disease  was  not 
contagious  and  that  quarantines  were,  therefore, 
generally  ineffective.  Until  the  widespread  dis- 
semination of  the  report  of  the  Yellow  Fever 
Commission  at  the  beginning  of  the  20th  century, 
however,  Texas  physicians,  as  others  like  them 
around  the  world,  were  unable  to  discern  the  mos- 
quito vector  which  held  the  key  to  the  eradication 
of  this  scourge. 

These  doctors  nonetheless  fought  yellow  fever 
with  the  weapons  at  hand,  eased  the  sufferings  of 
many,  and  saved  countless  lives.  In  the  rampant 
plague  of  1 867,  for  example,  Texas  physicians  orga- 
nized local  clinics,  staffed  hospitals,  and  treated 
thousands  in  their  offices  and  homes  as  well  as  on 
the  plantations  and  in  the  farm  dwellings.  In  cooper- 
ation with  local  charitable  associations,  physicians 
in  Houston  and  Galveston  organized  teams  of  nurses 
and  went  to  interior  towns  like  Brenham,  Navasota, 
and  Hempstead  and  to  hard  hit  places  like  Corpus 
Christi  to  treat  yellow  fever  victims.  No  plea  for 
assistance  knowingly  went  unheeded,  even,  at 
times,  at  the  cost  of  the  life  of  the  attending  physi- 
cian or  nurse.  Given  the  inadequate  public  health 
measures,  poor  sanitation,  and  the  general  disorder 
and  panic  prevailing  during  the  epidemic,  physi- 
cians had  a difficult  time  just  meeting  the  immediate 
health  care  needs  of  a stricken  people  ( 18—20 ). 

Wherever  the  fever  spread,  it  evidenced  a familiar 
pathology.  Victims  first  experienced  a general  fa 
tigue  or  malaise  accompanied  by  chills,  often  rigor 
ous,  which  were  soon  replaced  by  a burning  fever. 
With  the  fever  came  pains  in  the  extremities,  a 
rapid  increase  in  the  pulse  rate,  a hot  dry  skin,  and  a 
drying  of  the  mouth  that  provoked  an  insatiable 
thirst.  A loss  of  appetite,  nausea,  and  vomiting 
followed.  Extreme  cases,  usually  terminal,  were 
marked  by  delirium,  internal  hemorrhaging,  and  an 
engorgement  of  blood  near  the  surface  of  the  skin 
which  produced  the  pallor  giving  the  disease  its 
name.  The  final  and  nearly  always  mortal  sign  of 
yellow  fever  was  the  ejection  of  blood  from  the 
stomach,  the  horrifying  “vomito  negrito”  or  “black 
vomit.  ” Diarrhea  and  diminished  urinary  output 
were  also  familiar  complications  associated  with 
yellow  fever  (21,  pp  57-59;  52-62;  9-  12  ). 

Physicians  treating  these  symptoms  employed 
certain  common  methods.  To  relieve  gastric  conges- 
tion, mild  purgatives  were  prescribed,  usually  castor 
oil.  Extreme  pain  was  treated  by  traditional  bleed- 
ing, cold  cloths,  or  the  application  of  a variety  of 
poultices.  To  induce  perspiration,  considered  the 
most  effective  means  of  combating  the  fever,  doc- 
tors laid  on  heavy  bedding,  or  in  extreme  cases, 
concocted  hot,  steaming  mustard  baths  under  tents 


made  with  blankets.  External  applications  of  mus- 
tard poultices  were  the  only  remedy  offered  to  stop 
vomiting,  although  some  physicians  favored  mix- 
tures including,  in  some  configuration,  brandy,  mor- 
phine, creosote,  or  tincture  chloride  of  iron,  given 
usually  as  a last  resort  where  such  vomiting  threat- 
ened the  patient’s  life.  Other  medicines  thought 
useful  included  spirits  of  turpentine  as  a diuretic, 
tablespoons  of  charcoal,  sulfuric  acid,  camphor, 
calomel,  quinine,  and  bicarbonate  of  soda.  Mor- 
phine and  chloroform  were  sparingly  used  to  in- 
duce rest  or  to  combat  extreme  pain.  Intake  of  food  ■ 
and  drink  had  to  be  carefully  controlled  to  avoid 
internal  stress  that  might  cause  hemorrhaging.  Strict  | 
enforcement  of  bed  rest,  even  to  the  point  of  tether  ! 
ing  delirious  patients,  was  essential  to  survival.  The  j 
avoidance  of  exertion  or  exposure  was  considered 
critical  (21,  pp  9-12,  52-62). 

These  measures  did  little,  of  course,  to  prevent  a 
yellow  fever  epidemic  from  running  its  course.  Usu- 
ally only  the  coming  of  a heavy  frost  signaled  the 
end  of  the  disease.  Its  conquest  required  the  re- 
markable skill,  imagination,  and  tenacity  of  the  mi- 
crobe hunters  who  came  on  the  scene  at  the  very 
end  of  the  19th  century. 

End  of  yellow  fever  in  Texas 
Physicians  in  Texas  were  quick  to  abandon  their 
1 9th  century  concepts  of  yellow  fever  once  the  re- 
port of  the  work  of  the  Yellow  Fever  Commission  in 
Havana  was  confirmed  by  a visit  of  state  health  au- 
thorities to  Cuba  in  1903.  In  late  September  of  that 
year,  Texas’  final  epidemic  of  yellow  fever  broke  out 
in  Laredo  where  more  than  1 ,000  cases  and  99 
deaths  were  recorded  before  it  ran  its  course  in 
December.  Twenty  two  cases  and  1 1 deaths  were 
reported  from  the  fever  in  San  Antonio  at  the  same 
time,  though  several  local  physicians  and  public 
health  officials  insisted  that  what  occurred  there 
was  not  yellow  fever.  Texas’  state  health  officer, 
George  Tabor,  armed  with  reports  from  the  United 
States  Public  Health  and  Marine  Hospital  Service 
confirming  the  mosquito  Stegomyia  fasciatiis,  later 
called  Aedes  aegypti,  as  the  carrier  of  yellow  fever, 
visited  Laredo  and  led  the  attack  there  on  the  dis- 
ease. Later,  on  March  31,  1904,  Tabor  addressed  a 
called  meeting  of  more  than  1 00  county  and  city 
health  officers  in  Austin  in  the  hall  of  the  House  of 
Representatives  and  called  on  them  to  implement 
the  war  on  the  mosquito  menace  and  bring  an  end 
to  the  yellow  fever  threat  once  and  for  all.  Soon,  up 
and  down  the  Texas  coast  and  river  bottoms  and 
wherever  the  disease  had  attacked  before,  the 
breeding  grounds  of  the  infectious  mosquitoes  were 
under  siege  by  health  authorities  (22-27). 

As  the  threat  of  yellow  fever  receded  with  the 
beginning  of  a new  century',  physicians  were  urged 
to  turn  their  attention  to  other  endemic  diseases 
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which  were,  in  fact,  taking  a greater  toll  in  human 
lives  annually  in  Texas.  Reviewing  reports  on  the 
deaths  among  United  States  soldiers  in  Cuba  in  the 
Spanish-American  conflict  of  1898,  the  editor  of  the 
Texas  Medical  Neivs  noted  that  while  496  Ameri 
cans  had  been  killed  in  battle — out  of  total  deaths 
of  6,S19 — and  2,774  died  of  Uphoid,  only  185  were 
victims  of  yellow  fever.  Public  fear  of  yellow  fever, 
he  admitted,  was  still  potent,  but  it  was  time  for  the 
state  s physicians  and  public  health  officials  to  turn 
their  attention  to  the  greater  threats  of  the  coming 
centur\'  ( 28 ). 
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mortal  Library  each  month. 

Thyroid  function  tests.  Selective  use  for  cost  contain- 
ment. Alvin  L.  Schultz,  MD  McGraw  Hill,  Postgraduate  Medi 
cine,  vol  80,  no  2,  August  1986,  pp  219—228. 

Thyroid  disease  is  a common  endocrine  disorder,  and  many 
laboratory'  studies  and  imaging  techniques  are  available  to 
evaluate  it  ITie  author  tabulates  the  most  common  testing 
methods  and  their  prices  and  provides  a list  of  the  most  cost- 
effective  steps  to  take  lor  diagnosis  of  hyperthyroidism,  hypo- 
thyroidism. and  goiter,  as  well  xs  thyroid  nodules,  cysts,  and 
carcinoma.  He  emphasizes  that  diagnosis  and  follow-up  can  be 
achieved  with  a minimum  of  testing,  if  the  tests  are  carefully 
selected  for  the  suspected  disorder. 

Wound  infection  after  cesarean  section.  Hedvig  Pelle,  MD; 
Ole  B jepsen,  MD;  Severin  O Larsen,  MSc,  et  al  SLACK  Incor- 
porated,/w/ect/o/t  Control,  vol  7,  no  9,  1986,  pp  456—461 

A prospective  multicenter  study  of  1,032  cesarean  sections 
was  performed  to  identify  risk  factors  for  postoperative  wound 
infection  The  overall  rate  of  wound  infection  was  6 6%  ( 3 8% 
in  elective  cases  and  7.5%  following  nonelective  operations), 
with  considerable  interhospital  variation  Obesity  was  recog 
nized  as  a patient  related  risk  factor,  while  risk  factors  inherent 
to  the  obstetric  situation  were  duration  of  ruptured  mem 
branes  prior  to  operation,  fetal  and  labor  monitoring  by  intra 
uterine  dev  ices,  and  omission  of  the  use  of  plastic  draping  and 
redisinfection  of  the  skin  before  closure.  Logistic  regression 
analysis  wxs  used  to  estimate  the  influence  of  these  factors  on 
the  probability  of  wound  infection.  Certain  risk  factors  as.so- 
ciated  with  and  over-represented  in  nonelective  operations 
would  explain  the  increased  infection  rates  in  these,  and  the 
observed  interhospital  variations  did  not  differ  from  the  ex 
pected  rates  when  the  distribution  of  other  risk  factors  was 
considered 


Endometriosis  of  ureter.  Thomas  J.  Stillwell,  MD,  Stephen  A 
Kramer,  MD,  and  Raymond  A Lee,  MD.  Professional  Medical 
Services  Company,  Urology,  vol  28,  no  2,  August  1 986,  pp  8 1 - 
85. 

F.ndometriosis,  a common  gynecologic  problem,  affects  up  to 
15%  of  menstruating  women  The  di.sorder  occurs  more  fre- 
quently in  nulliparous  women  or  women  of  low  parity  than  in 
those  of  higher  parity'.  Its  incidence  appears  to  be  increasing 
with  the  current  trend  toward  smaller  families.  Urinary  tract 
involvement  occurs  in  1.2%  of  cases,  the  bladder,  ureter,  and 
kidney  being  affected  in  a ratio  of  40 : 5 : 1 . More  than  1 00  cases 
of  ureteral  obstruction  secondary  to  endometriosis  have  been 
recorded;  however,  this  number  probably  is  an  underestima 
tion  because  of  the  silent  way  in  which  obstructive  uropathy 


can  occur.  A striking  nephrectomy  rate — as  high  as  43% — has 
been  reported;  thus,  compulsive  surveillance  of  pre- 
menopausal women  with  endometriosis  is  mandatory. 

ITie  authors  present  a case  of  endometriosis  of  the  ureter 
that  produced  severe  hydroureteronephrosis  necessitating 
nephroureterectomy.  'Hie  current  literature  is  reviewed,  and 
treatment  recommendations  are  proposed. 

Clinical  utility  of  magnetic  resonance  imaging  in  pedi- 
atrics. Mervyn  D.  Cohen,  MC,  ChB.  American  Medical  Associa- 
tion, American  Journal  of  Diseases  of  Children,  vol  140, 
September  1986,  pp  947—956. 

A review  of  more  than  100  articles  and  the  author’s  experience 
of  scanning  nearly  500  children  w ith  magnetic  resonance 
( MR)  imaging  indicate  that  MR  is  well  tolerated  by  children. 
Magnetic  resonance  is  already  proving  to  be  the  imaging 
modality  of  choice  for  the  central  nervous  system.  It  should 
soon  prove  its  utility'  for  the  study  of  most  tumors,  vascular 
problems,  and  infections  of  the  musculoskeletal  system.  In 
other  regions  of  the  body,  MR  can  identify  abnormality  well, 
but  many  of  these  abnormalities  can  be  identified  well  with 
other  modalities,  and  the  precise  role  of  MR  is  yet  to  be  de- 
fined. ITie  author  anticipates  that  the  number  of  indications  for 
the  use  of  MR  will  grow  rapidly 

Verrucous  carcinoma  of  the  cervix:  a report  of  two  cases 
and  literature  review.  Simie  Degefu,  MD;  April  Gale  O’Quinn, 
MD;  Conley  G Lacey',  MD,  et  al.  Copyright  1986  Academic 
Press,  Inc,  Gynecologic  Oncology,  vol  25,  1986,  pp  37-47. 

Verrucous  carcinoma  of  the  cervix,  like  verrucous  carcinoma 
of  the  vulva,  is  commonly  misinterpreted  xs  condyloma  ac 
cuminata,  resulting  in  a protracted  delay  of  appropriate  treat- 
ment. Since  the  correct  diagnosis  depends  upon  histological 
criteria  that  frequently  belies  the  malignant  nature  of  this  le- 
sion, conveyance  to  the  pathologist  of  the  history,  physical 
findings,  and  clinical  behavior  of  the  lesion  may  facilitate  early 
recognition.  Aggressive  surgical  procedures  including  exen- 
teration should  be  considered  as  primary'  treatment  for  large 
lesions  and  recurrent  lesions  when  local  excision  fails.  Radio- 
therapy is  not  usually  an  effective  treatment  for  verrucous  car- 
cinoma and  may  induce  malignant  transformation.  To  date, 

27  exses  of  verrucous  carcinoma  of  the  cervix  have  been  re- 
ported. Two  additional  cases  managed  in  recent  years  by  the 
authors  and  a review  of  the  world’s  literature  about  this  un- 
common lesion  form  the  basis  of  this  report. 
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Withholding  and  withdrawing 
medical  care — 1986  update 

We  are  on  the  threshold  of  new  terrain — the  penumbra 
where  death  begins  hut  life,  in  some  form,  continues.  We 
have  been  led  to  it  by  the  medical  miracles  which  now  com- 
pel us  to  distinguish  between  death’  as  we  have  knou^i  it. 
and  death  in  which  the  body  lives  in  some  fashion  but  the 
brain  ( or  a significant  part  of  it)  does  not”  ( 1 ). 

Texas  patients,  their  families,  and  their  physicians  face 
these  and  other  related  decisions  concerning  the  withholding 
or  withdrawal  of  treatment  daily.  While  the  legislature  has 
provided  a basis  for  decision  in  some  situations  by  encwt 
\ ment  of  the  Texas  Natural  Death  Act  (2)  and  the  state's  brain 
I death  statute  (J ),  no  Texas  case  law  affords  additional  guid- 
' ance  to  medical  decision  makers. 

This  article  describes  some  of  the  significant  cases  decided 
I in  other  states,  and  also  includes  guidelines  for  withholding 
I or  withdrawing  life  support  systems,  including  use  of ‘‘no 
I code”  orders. 

Karen  Quinlan 

On  April  15,  1975,  Karen  Ann  Quinlan  was  admitted  to  the 
hospital  after  having  suffered  two  unexplained  episodes  of  res- 
pirator)’ arrest.  Miss  Quinlan’s  electroencephalogram  showed 
some  activity,  but  her  pupils  were  unreactive,  and  she  no 
longer  retained  any  cognitive  functions.  She  required  a respira- 
tor to  breathe. 

On  March  31,  1976,  the  New  Jersey  Supreme  Court  autho- 
rized Miss  Quinlan’s  father  to  act  as  her  guardian,  including  the 
express  power  to  request  the  hospital  to  disconnect  her  respi- 
rator (4).  The  court’s  order  required  that  her  attending  physi- 
cians find  that  there  existed  no  reasonable  possibility  of 
I Karen’s  emerging  from  her  coma  (4).  Miss  Quinlan  lived  for 
. more  than  nine  years  after  the  respirator  was  disconnected, 
j and  expired  on  June  11,  1985. 

■Joseph  Saikewicz 

A 67-year-old  resident  of  the  Belchertown  State  School.  Joseph 
I Saikewicz  was  profoundly  mentally  retarded,  exhibiting  a men- 
j tal  age  of  less  than  3 years.  Aside  from  leukemia,  he  enjoyed 
I good  health  but  could  not  communicate  verbally. 

The  Massachusetts  courts  were  asked  to  decide  whether  Mr 
j Saikewicz  should  receive  chemotherapy,  without  which  he 
I would  die.  However,  chemotherapy  would  produce  adverse 
I side  effects  such  as  severe  nausea,  bladder  irritation,  numb 
I ness,  loss  of  hair,  and  tingling  of  the  extremities.  Mr  Saikewicz’s 
i age  also  diminished  his  survival  chances  with  treatment 


I Medicine  and  the  law  articles  are  intended  to  help  physicians  under- 
stand the  law  by  providing  legal  information  on  selected  topics,  lliis 
article  is  published  with  the  understanding  that  Texas  Medical  Associa 
tion  is  not  engaged  in  providing  legal  advice.  When  dealing  with  spe- 
cific legal  matters,  readers  should  seek  assistance  from  their  own 
attorneys 


Althougli  the  patient  died  before  the  Ma.ssachusetts  Supreme 
Judicial  Court  ultimately  reached  its  decision,  the  court  re 
jected  New  Jersey’s  reliance  upon  decision  making  by  family 
members,  a guardian,  physicians,  and  hospital  ethics  commit- 
tees. The  court  approved  appointment  of  a guardian  ad  litem 
and  concluded  that  such  decisions  should  be  made  by  the 
courts  after  consultation  with  the  patient’s  physicians  and 
guardian  ( 5 ). 

Shirley  Dinnerstein 

In  this  case,  a 67-year-old  patient  suffered  from  a life  threaten 
ing  coronary’  artery  disease  due  to  arteriosclerosis,  as  well  as 
Alzheimer's  disease.  Ms  Dinnerstein  was  confined  to  bed  and 
unable  to  swallow’  without  choking.  She  appeared  to  be  un 
aware  of  her  environment  in  most  circumstances,  but  her  eyes 
could  fix  on  or  follow  objects  briefly.  Her  life  expectancy  was 
one  year  or  less. 

Ms  Dinnerstein’s  physician  entered  a "no  code  ” order  indica 
ting  that  resuscitation  should  not  be  attempted  if  she  should 
suffer  cardiac  or  respiratory’  arrest.  The  patient’s  son  and 
daughter  concurred,  but  the  physician  sought  a declaratory’ 
judgment  clarify  ing  the  validity’  of  the  order 

TTie  Massachusetts  Court  of  Appeals  discussed  the  Saikewicz 
case,  but  determined  that  prior  judicial  approval  for  a "no 
code”  order  in  Ms  Dinnerstein's  case  was  not  required  because 
no  choice  of  treatment  would  result  in  a remission  of  symp- 
toms and  a return  to  a normal,  functioning  existence.  The 
court  interpreted  Saikew  icz  to  require  judicial  approval  only  if 
authority’  is  sought  to  withhold  life-saving  or  life-prolonging 
care  (6). 

Claire  Conroy 

Ms  Conroy  was  a bedridden  nursing  home  patient  suftering 
from  organic  brain  syndrome,  hypertension,  arteriosclerotic 
heart  disease,  and  diabetes  mellitus.  She  experienced  great 
difficulty’  sw’allowing  and  received  nourishment  through  a 
nasogastric  tube.  Although  she  could  not  speak  and  interacted 
with  her  environment  to  only  a very'  limited  extent,  Ms  Con- 
roy was  not  comatose  or  in  a persistent  vegetative  state. 

Ms  Conroy’s  nephew  petitioned  the  New  Jersey  trial  court 
for  authority  to  remove  the  feeding  tube.  Although  Ms  Conroy 
died  w hile  appeals  were  pending,  the  New  Jersey  Supreme 
Court  analyzed  her  case  on  the  merits  to  prtivide  guidance  to 
others.  The  court  held  that  a guardian  may  remove  life  support 
systems  only  from  a comatose  or  vegetative  patient.  The  court 
also  refused  to  distinguish  between  “extraordinary’”  and  “ordi- 
nary ” life-sustaining  treatment,  expressly  authorizing  with- 
drawal of  nourishment  in  some  circumstances  ( 7 ) 

Additionally,  the  New  Jersey  Supreme  Court  provided  the 
following  guidelines  to  be  followed  before  w ithholding  or 
withdrawing  life-sustaining  treatment  from  incompetent  nurs 
ing  home  patients:  ( 1 ) an  initial  determination  that  the  patient 
is  incompetent  to  make  the  decision;  (2 ) appointment  of  a 
suitable  guardian;  ( 3 ) notification  of  the  New  Jersey  Office  of 
the  Ombudsman  for  the  Institutionalized  Elderly  by  the  guard- 
ian or  another  interested  person;  (4)  investigation  of  the  case 
and  concurrence  by  the  ombudsman  in  the  final  decision; 

( 5 ) provision  of  medical  evidence  by  the  attending  physi- 
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cian(s),  with  confirmation  by  two  independent  physicians  ap- 
pointed by  the  ombudsman  or  the  court;  and  (6)  support  for  a 
good  faith  decision  by  the  guardian  to  remove  life  support 
systems,  based  upon  concurrence  by  the  attending  physicians 
and  the  ombudsman,  and  focused  on  the  precise  medical  con- 
dition of  the  patient  and  the  extent  to  which  the  patient  had 
previously  communicated  his  or  her  wishes  regarding  use  of 
life  support  systems  (7,  pp  1240-1242). 

Paul  Brophy 

Paul  Brophy,  a fireman  and  emergency  medical  technician,  suf- 
fered a rupture  of  an  aneurysm  at  the  apex  of  the  basilar  artery. 
He  did  not  regain  consciousness  after  surgery  and  existed  in  a 
persistent  vegetative  state.  Apart  from  the  extreme  injury  to 
his  brain,  Brophy’s  other  organs  functioned  relatively  well.  He 
was  not  terminally  ill  and  was  in  no  danger  of  imminent  death 
from  any  other  medical  cause.  Mr  Brophy  received  nutrition 
and  hydration  through  a gastrostomy  tube. 

Brophy’s  wife  and  family  requested  that  the  tube  be  re- 
moved or  clamped,  but  his  physicians  and  the  hospital  refused. 
In  a 4-3  decision,  the  Massachusetts  Supreme  Judicial  Court 
held  on  Sept  11,  1986,  that  Brophy’s  gastrostomy  tube  could 
be  removed.  The  court  determined  that  the  patient’s  right  of 
privacy,  specifically  his  right  to  be  free  of  a nonconsen,sual, 
demeaning,  degrading  invasion  of  his  bodily  integrity,  overrode 
the  state’s  interest  in  the  preservation  of  life. 

Severely  ill  newborns 

On  June  9,  1986,  the  US  Supreme  Court  held  invalid  rules 
promulgated  by  the  Secretary  of  Health  and  Human  Services 
under  the  purported  authority  of  Section  504  of  the  Rehabilita- 
tion Act  of  1973  Those  rules  stated  that  hospitals  must  pro- 
vide treatment  to  severely  handicapped  infants  whose  parents 
had  not  consented  to  the  treatment.  Violation  would  result  in 
loss  of  federal  financial  assistance  to  the  hospital.  The  Supreme 
Court  held  that  severely  ill  newborns  are  not  covered  by  the 
Rehabilitation  Act  of  1973  because  they  are  neither  “otherwLse 
qualified  ” for  treatment  nor  would  they  be  denied  care  “solely 
by  reason  of  ( their)  handicap.  ” The  court  found  that  nothing  in 
Section  504  allows  commandeering  of  state  child  protective 
services  agencies  to  enforce  compliance  by  other  recipients  of 
federal  funds.  Finally,  the  Supreme  Court  also  invalidated  the 
regulations  that  asserted  federal  authority  to  conduct  on-site 
investigations,  and  others  that  mandated  24-hour  access  to 
hospital  records,  as  well  as  the  right  to  participate  in  treatment 
decisions  in  emergency  cases  ( 8 ). 

However,  1984  amendments  to  the  federal  Child  Abuse  Pre- 
vention and  Treatment  Act  (9)  require  that  as  a condition  of 
receiving  federal  assistance  under  the  act,  states  must  establish 
programs  to  respond  to  reports  of  medical  neglect,  including 
reports  of  the  withholding  of  medically  indicated  treatment  for 
disabled  infants  with  life-threatening  conditions  (10). 

The  Texas  Department  of  Human  Services  (TDHS)  has 
adopted  procedures  for  handling  reports  alleging  medical  ne- 
glect of  disabled  children  with  life-threatening  conditions  in 
conformity  with  federal  regulations  ( 10).  “Medical  neglect”  is 
defined  as  withholding  medically  indicated  treatment,  includ- 
ing the  failure  to  respond  to  life-threatening  conditions  by 


providing  treatment  (including  appropriate  nutrition,  hydra- 
tion, and  medication)  which,  in  the  treating  physician’s  reason- 
able medical  judgment,  will  be  most  likely  to  ameliorate  or 
correct  all  such  conditions. 

“Medical  neglect”  does  not  include  failure  to  provide  treat- 
ment (other  than  appropriate  nutrition,  hydration,  or  medica- 
tion ) if:  ( 1 ) the  child  is  chronically  or  irreversibly  comatose; 

(2)  the  provision  of  such  treatment  would  merely  prolong 
dying,  but  would  not  be  effective  in  ameliorating  or  correcting  i 
the  child’s  life-threatening  condition,  or  otherwise  would  be  ' 
futile  in  terms  of  the  child’s  survival;  or  (3)  the  provision  of  ; 
treatment  would  be  virtually  futile  in  terms  of  the  child’s  sur- 
vival and  the  treatment  itself  would  be  inhumane  under  such 
circumstances. 

An  investigation  by  the  Department  of  Human  Services  of  a 
report  alleging  medical  neglect  in  which  a medical  facility  or 
medical  personnel  are  involved  will  focus  first  upon  whether 
the  parents  or  others  authorized  to  consent  to  medical  treat- 
ment have  all  reasonably  available  information  concerning  pos- 
sible treatment  alternatives  or  resources. 

Investigations  of  complaints  will  be  coordinated  through  the 
TDHS’s  statewide  Protective  Services  for  Families  and  Children 
Branch  in  Austin.  Consultation  by  a hospital’s  infant  care  re- 
view committee  or  a similar  committee  will  be  encouraged. 
Authority  to  release  medical  records  will  be  sought  from  the 
parents  if  necessary,  and  an  independent  medical  examination 
may  be  sought  if  appropriate.  Legal  proceedings  may  be  insti- 
tuted if  necessary  to  prevent  the  withholding  of  medically  indi- 
cated treatment. 

Proposed  solutions 

Since  courts  in  several  jurisdictions  have  reached  diJfferent  re- 
sults, and  since  no  Texas  court  has  considered  such  a case,  the 
following  guidelines  may  help  hospitals  and  physicians  sort  out 
the  issues  concerning  withholding  or  withdrawing  life  support 
systems,  including  use  of  “no  code”  orders.  These  guidelines 
were  included  in  a paper  presented  by  Terry  O.  Tottenham,  JD, 
Austin,  to  the  Bioethics  Seminar  sponsored  by  the  Texas  Medi- 
cal Association  and  the  Texas  Hospital  Association  in  Dallas, 
April  20,  1986. 

Guidelines  for  withholding  or  withdrawing  life  support 
systems: 

A.  Patients  who  have  suffered  brain  death. 

1 . ITie  hospital  should  adopt  procedures  based  upon  the 
state’s  definition  of  brain  death.  Texas  law  states,  “If  artificial 
means  of  support  preclude  a determination  that  spontaneous 
respiratory  and  circulatory  functions  have  ceased,  a person 
will  be  considered  legally  dead  if  in  the  announced  opinion  of 
a physician,  based  upon  ordinary  standards  of  medical  practice, 
there  is  the  irreversible  cessation  of  all  spontaneous  brain 
function.  Death  will  have  occurred  at  the  time  when  the  rele- 
vant functions  ceased”  (3,  sec  l[b]). 

2.  The  hospital’s  procedures  should  require  completion  of 
appropriate  tests  and  observations  to  determine  whether  the 
patient  has  suffered  “irreversible  cessation  of  all  spontaneous 
brain  function.”  Results  should  be  included  in  the  chart  in  a 
timed  and  dated  entry. 

3.  ITie  physician’s  pronouncement  of  death  should  also  be 
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entered  in  the  medical  record,  and  slioiild  be  timed,  dated,  and 
witnessed  by  two  persons  other  than  the  physician  'Hie  physi 
cian  .should  complete  the  entry  before  artificial  life  support  is 
removed.  Disconnection  of  life  support  .systems  also  should  be 
noted  in  the  medical  record. 

-4.  A final  examination  to  confirm  that  .spontaneous  re.spira 
tory  and  circulator\’  functions  have  ceased  should  be  made, 
and  the  results  should  be  entered  in  the  chart,  timed  and 
! dated, 

5.  ITie  cause  of  death  entered  on  the  death  certificate 
should  be  that  which  produced  the  patient's  brain  death, 
rather  than  termination  of  artificial  life  support 

B.  Patients  who  have  executed  a Directive  to  Physicians 
under  the  Texas  Natural  Death  Act. 

Ilie  Texas  Natural  Death  Act  ( 2 ) allows  a competent  adult 
patient  to  state  his  or  her  desire  that  life-sustaining  procedures 
be  withheld  or  withdrawn  if  he  or  she  should  become  termi- 
nally ill.  Ilie  act  also  allows  treatment  decisions  to  be  made  on 
. behalf  of  a patient  who  cannot  communicate.  Any  hospital 
procedure  should  mirror  the  procedural  requirements  of  the 
act,  such  as  limitations  on  persons  who  may  serve  as  witnesses 
I and  inclusion  of  a copy  of  the  executed  directive  in  the  medi- 
cal record.  Texas  Medical  A.s.sociation  distributes  copies  of  the 
declaration  forms  and  explanatory  materials  upon  request  (11). 
Other  legal  instruments  prepared  by  attorneys  in  Texas  to 
I authorize  decision  making  by  another  when  a person  is  unable 
‘ to  consent  to  medical  care  on  his  or  her  own  behalf  due  to 
disability  include  a “Durable  Power  of  Attorney  ' and  a “Declara- 
tion of  Guardian  in  the  Event  of  later  Incompetence  or  Need  of 
I a Guardian”  (12).  Patients  should  consult  their  own  attorneys 
with  respect  to  drafting  and  executing  such  instruments 

C.  Patients  who  have  not  executed  a directive  under  the 
Natural  Death  Act  or  who  are  not  brain  dead. 

ITie  following  suggested  guidelines  apply  to  tho.se  cases  in 
which  life  support  systems  can  be  withheld  or  withdrawn 
without  a court  order.  ITie  guidelines  include  use  of  “no  code” 
orders,  but  should  not  be  construed  to  permit  withdrawal  of 
ordinary  medical  care  such  as  nourishment  or  medication,  llie 
terms  “life-sustaining  procedure  ” and  “terminal  condition” 
should  be  defined  as  they  are  found  in  the  Texas  Natural  Death 
Act  ( 2,  sec  2 ). 

All  four  of  the  following  conditions  should  coincide  before  a 
“no  code”  order  or  an  order  authorizing  the  withdrawal  or 
withholding  of  life-sustaining  procedures  is  entered. 

1 . The  patient  must  be  in  a noncognitive  state. 

2.  The  noncognitive  state  must  be  irreversible  within  rea- 
sonable medical  probability. 

3.  The  patient  must  be  suffering  from  a terminal  condition 
or  conditions. 

4.  The  patient’s  death  must  be  imminent  whether  or  not 
life-sustaining  procedures  are  employed. 

In  addition,  the  following  procedural  steps  should  ac- 
i company  the  withdrawal  or  withholding  of  life  sustaining 
B procedures: 

I 1.  ITie  attending  physician  should  record  the  patient's  diag- 
I!  nosis  and  prognosis,  together  with  consultations  by  at  least 

itwo  other  concurring  physicians.  This  dated  and  timed  entry 
should  refer  to  the  four  threshold  criteria  listed  above. 


2.  llie  attending  physician  should  enter  a dated  and  timed 
narrative  of  the  patient’s  deteriorating  condition  up  to  the 
pre.sent  time,  including  treatment  alternatives,  if  any.  Risks  and 
prognoses  for  any  treatment  alternatives  also  should  be  noted. 

3.  The  attending  physician  should  conduct  a current  physi- 
cal examination,  recording  the  method  of  artificial  life  support 
being  used  and  its  duration. 

4.  Diagnostic  procedures  such  as  electroencephalographs, 
echoencephalographs,  or  C^AT  scans  must  be  performed  to 
confirm  the  diagnosis. 

3.  The  names  of  family  members  who  have  requested  re- 
moval or  withholding  of  life  support  and  the  dates  and  times  of 
the  conver.sations  should  be  recorded.  If  some  family  members 
disagree  with  the  propo.sed  decision,  legal  counsel  should  be 
consulted. 

6.  The  family’s  decision  should  be  documented  in  the 
record.  Documentation  of  verbal  consent  also  should  be  noted 
in  the  chart. 

■’  The  substance  of  a patient’s  previous  expressions  of  a 
desire  not  to  be  sustained  by  artificial  means  made  to  hospital 
staff  or  family  members  should  be  documented  in  the  chart. 

8 The  attending  physician(s)  should  enter  a timed  and 
dated  order  in  the  chart  for  withholding  or  withdrawing  care. 
Death  should  be  pronounced  in  accord  with  the  alternative 
provisions  of  Article  4447t  ( 3 )■ 

Ethical  guidelines 

The  AMA’s  Council  on  Ethical  and  Judicial  Affairs  has  adopted 
the  following  statements  on  withholding  and  withdrawing  life 
prolonging  medical  treatment  (13) 

Withholding  or  Withdrawing  Life -Prolonging  Medical 
Treatment  ITie  social  commitment  of  the  physician  is  to 
sustain  life  and  relieve  suffering.  Where  the  performance  of 
one  duty  conflicts  with  the  other,  the  choice  of  the  patient, 
or  his  family  or  legal  representative  if  the  patient  is  incom- 
petent to  act  in  his  own  behalf,  should  prevail.  In  the  ab- 
sence of  the  patient’s  choice  or  an  authorized  proxy,  the 
physician  must  act  in  the  best  interest  of  the  patient. 

Eor  humane  reasons,  with  informed  consent,  a physician 
may  do  what  is  medically  necessary  to  alleviate  severe  pain, 
or  cease  or  omit  treatment  to  permit  a terminally  ill  patient 
whose  death  is  imminent  to  die.  However,  he  should  not 
intentionally  cause  death.  In  deciding  whether  the  admin 
istration  of  potentially  life-prolonging  medical  treatment  is 
in  the  best  interest  of  the  patient  who  is  incompetent  to  act 
in  his  own  behalf,  the  physician  should  determine  what  the 
possibility  is  for  extending  life  under  humane  and  comfort- 
able conditions  and  what  are  the  prior  expressed  wishes  of 
the  patient  and  attitudes  of  the  family  or  those  who  have 
responsibility  for  the  custody  of  the  patient. 

Even  if  death  is  not  imminent  but  a patient’s  coma  is 
beyond  doubt  irreversible  and  there  are  adequate  safeguards 
to  confirm  the  accuracy  of  the  diagnosis  and  with  the  con 
currence  of  those  who  have  responsibility  for  the  care  of  the 
patient,  it  is  not  unethical  to  discontinue  all  means  of  life- 
prolonging medical  treatment. 

Life  prolonging  medical  treatment  includes  medication 
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and  artificially  or  technologically  supplied  respiration,  nutri- 
tion, or  hydration.  In  treating  a terminally  ill  or  irreversibly 
comatose  patient,  the  physician  should  determine  whether 
the  benefits  of  treatment  outweigh  its  burdens.  At  all  times, 
the  dignity  of  the  patient  should  be  maintained. 

Withholding  or  Withdrawing  Life-Prolonging  Medical 
Treatment — Patient’s  Preferences.  A competent,  adult  patient 
may,  in  advance,  formulate  and  provide  a valid  consent  to 
the  withholding  or  withdrawal  of  life-support  systems  in  the 
event  that  injury'  or  illness  renders  that  individual  incompe- 
tent to  make  such  a decision.  The  preference  of  the  individ- 
ual should  prevail  when  determining  whether  extraordinary 
life-prolonging  measures  should  be  undertaken  in  the  event 
of  terminal  illness.  Unless  it  is  clearly  established  that  the 
patient  is  terminally  ill  or  irreversibly  comatose,  a physician 
should  not  be  deterred  from  appropriately  aggressive  treat- 
ment of  a patient. 

Since  the  council’s  statement  on  withholding  or  withdraw- 
ing life -prolonging  medical  treatment  (March  15,  1986),  sev- 
eral courts  have  cited  it  in  opinions  supporting  withdrawal  of 
artificially  supplied  nutrition  and  hydration.  Thus,  a nationwide 
consensus  seems  to  be  growing  in  favor  of  this  point  of  view 
( 14  ).  However,  no  Texas  court  has  decided  this  issue  in  terms 
of  Texas  statutory  or  common  law. 

Conclusion 

The  criteria  suggested  for  handling  cases  involving  withhold- 
ing or  withdrawing  life-sustaining  treatment  are  conservative 
because  Texas  law  contains  guidance  in  only  a limited  range  of 
circumstances.  ITiese  guidelines  are  designed  to  help  patients, 
families,  physicians,  and  hospitals  avoid  the  necessity  of  seek- 
ing court  orders.  However,  decisions  for  care  of  some  patients 
may  require  judicial  intervention.  In  all  cases,  a complete  shar- 
ing of  information  between  patients,  families,  and  their  physi- 
cians is  essential. 

MICHAEL  G.  YOUNG,  JD 

TMA  Staff  Attorney 
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Errata 

The  October  1986  “Medicine  and  the  Law”  column,  “Going 
bare — do  you  dare?”  contained  a layout  error.  Beginning  with 
the  second  paragraph  of  the  section  titled  “Exempted  assets” 
and  continuing  through  the  first  paragraph  of  the  section 
“Homestead,”  the  column  should  read: 

Exempted  assets 

An  exemption  is  a debtor’s  statutory  right  to  retain  a portion  of 
his  property  free  from  the  claims  of  his  creditors  ( 1 ).  Exemp- 
tion laws  are  designed  to  protect  a person  in  the  pursuit  of  a 
lawful  occupation  and  assure  the  debtor’s  family  of  shelter,  the 
means  of  earning  a livelihood,  and  access  to  the  earnings  of  its 
natural  household  head  ( 2 ).  One  Texas  court  has  observed  that 
although  exemption  laws  are  sometimes  perverted  from  their 
legitimate  purpose  and  sometimes  allow  debtors  to  escape 
their  obligations,  the  operation  of  the  exemption  laws  gener- 
ally is  meritorious  (3  )- 

ITie  Texas  Constitution  protects  from  forced  sale  the  home- 
stead of  a family  or  of  a single  adult  regarding  aO  debts  except 
a mortgage  on  the  homestead,  the  taxes  due,  or  work  and 
materials  used  in  constructing  improvements  on  the  property. 
However,  this  latter  exception  applies  only  when  the  work  and 
materials  are  contracted  in  writing  for  a family  homestead  with 
the  consent  of  both  spouses  ( 4 ).  The  Texas  Constitution  also 
directs  the  legislature  to  protect  from  forced  sale  a certain 
portion  of  the  personal  property  belonging  to  the  heads  of 
families  and  to  unmarried  adults,  male  and  female  (5). 

Homestead 

ITie  property  that  may  be  claimed  as  a homestead  is  specified 
by  the  Texas  Constitution  and  by  statute  (6).  An  urban  home- 
stead may  consist  of  not  more  than  one  acre  of  land,  and  rural 
homesteads  may  include  not  more  than  200  acres  for  a family 
and  1 00  acres  for  a single  adult.  The  homestead  exemption 
extends  not  only  to  the  land  specified,  but  also  to  improve- 
ments on  the  property.  If  items  of  personal  property  have  be- 
come so  attached  to  the  home  as  to  make  them  fixtures, 
thereby  changing  their  character  from  personalty  to  realty, 
they  become  part  of  the  homestead;  eg,  a mobile  home  that 
rests  on  a foundation  (7).  But  the  mere  fact  that  the  owner 
intends  that  personal  property  should  be  attached  to  realty 
does  not  invoke  homestead  protection  unless  the  personal 
property  actually  is  attached  to  the  soil  (8). 
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Phone  can  be  servant  or 
tyrant — you  decide 

‘ ITie  physician  cannot  prescribe  by  letter,  he  must  feel  the 
pulse,”  said  Seneca  in  the  year  65  AD.  But  Seneca  never  heard 
t)f  the  telephone 

Phone  calls  can  be  bad.  Usually  there  are  people  with  prob- 
lems at  the  other  end,  and  .some  of  them  can  get  to  you 

One  Texas  family  practitioner  told  me  he  had  a call  in  the 
middle  of  the  niglit:  “Doctor,  my  little  son  is  feeling  bad. 

Would  you  mind  coming  to  look  at  him  to  see  if  he  is  sick 
enough  to  require  my  calling  his  pediatrician?” 

That  sure  is  a smart  pediatrician,  and  a mad  FP. 

1  know'  a rural  physician  who  took  his  phones  out.  “ ITiey 
prevented  me  from  seeing  more  patients.  If  anyone  is  sick,  he 
comes  to  my  office,”  he  said. 

Few'  physicians  can  afford  to  take  that  attitude,  but  the  most 
difficult  problem  you  have  with  the  phone  is  that  of  properly, 
efficiently  serving  your  patients. 

ITiis  starts  with  the  physician.  You  have  to  make  the  deci- 
sions as  to  what  your  preferences  are.  Let’s  list  the  decisions 
you  have  to  make: 

1 To  call  back  or  not  to  call  back.  Recently  I did  a consult- 
ing project  for  a four  doctor  ENT  group  that  has  been  in  prac- 
tice since  the  1930s.  In  all  these  years,  no  physician  has  ever 
called  back  a patient.  Nurses  do  it. 

One  nurse  a day  (they  rotate)  is  the  “call  nurse.”  She  han- 
dles all  phone  calls — from  patients,  pharmacists,  hospitals,  law- 
yers ( on  medical  legal  matters ).  She  also  does  new  patient 
medical  histories  as  part  of  her  work  day. 

The  call  nurse  reviews  all  patient  calls  with  the  appropriate 
physician. 

In  examining  her  job,  we  suggested  that  patient  calls  with 
medical  problems  be  recorded  by  the  telephone  receptionist, 
and  that  the  patient  be  asked  to  wait  5—  15  minutes  for  a 
return  call  ITie  call  nurse  is  then  able  to  have  the  medical 
records  pulled  so  that  the  return  call  to  the  patient  will  be 
more  thorough. 

In  other  practices,  physicians  like  to  do  their  own  call  backs. 
ITiey  want  the  telephone  contact  with  the  patient. 

Many  solo  practitioners  and  two-doctor  practices  that  are 
keeping  their  back  office  nurse  busy  can’t  afford  a call  nurse. 
What  should  they  do? 

2 Cluster  the  call-backs.  You  can  make  eight  phone  calls  in 
quick  sequence  faster  than  you  can  make  five  separate  calls  at 
different  times. 

You  can  aLso  save  time  if  you  have  your  .secretary  or  nurse 
dial  the  next  call  while  you  are  talking  with  a patient.  She  a.sks 
the  next  patient  to  “hold  on,  the  doctor  will  be  right  with 
you.”  You  know  that  the  blinking  light  on  your  button  phone  is 
the  next  patient  on  “hold.” 

3 Call  back  every  2 hours.  Don’t  let  too  many  messages 


Thib  article  has  appeared  in  the  lACAlA  Physician,  journal  of  the  Los  Angeles 
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accumulate  to  the  end  of  your  work  day.  Do  some  phoning 
every'  1 ‘/2  to  2 hours.  Break  your  w'ork  pattern  with  office 
patients.  I’hen  those  who  are  calling  don’t  have  to  wait  as  long 
for  your  response. 

It  would  be  ideal  if  your  phone  receptionist  could  tell  call- 
ers: “Dr  Smith  will  return  your  call  between  10:30  and  1 1.  Be 
sure  to  keep  your  phone  free.” 

End-of-day  calls  are  often  too  late  to  help  the  patient,  are 
fatiguing  to  the  physician,  and  inefficient. 

4.  Have  patient  records.  While  you  are  talking  with  a pa- 
tient, you  can  record  complaints,  your  analysis,  and  medication 
or  other  suggested  treatment  right  in  the  progress  notes.  You 
also  have  the  patient  information  you  want  in  front  of  you  for 
ctfmplete  reference. 

Other  ways  to  control  the  phone 

Perhaps  more  important  to  the  control  of  your  phone  are  the 
following  points: 

5.  Do  you  encourage  unneces.sary  calls?  How?  By  vague  pa- 
tient communications  such  as  ‘Call  me  back  in  a few  days  and 
let  me  know  how  you  are  doing.  ” This  encourages  the  patient 
to  call  whether  he/she  is  better  or  worse,  but  provides  no 
guidelines. 

Try  specifics;  “If  the  irritation  goes  away  in  three  days,  then 
you’re  improving.  If  it  still  bothers  you  in  three  days,  call  me 
or  nurse  Jones  about  12  noon.”  I’hen  you  will  eliminate  the 
uncalled-for  caller,  and  have  more  time  for  your  sick  patients. 

6.  Can  your  nurse  handle  some  calls?  Try  using  a call  nurse 
like  the  ENT  group  mentioned  earlier,  or  a modification  of 
their  approach.  Establish  explicit  guidelines  and  review  all 
calls  with  her. 

Most  office  nurses  are  capable  of  handling  patient  education, 
prescription  renewals,  dealing  with  certain  types  of  patients 
with  chronic  illnesses,  pre-operative  patient  calls,  and  post- 
operative calls. 

7.  Do  you  give  your  aides  specific  guidelines  for  certain 
patient  calls?  Some  patient  calls  could,  in  many  practices,  be 
“fielded  ” by  the  telephone  receptionist.  Examples  are  certain 
prescription  renewals  (with  limited  dosage),  clarification  of 
certain  instructions  to  patients,  limited  first-aid  advice  for  rou- 
tine cuts  and  bumps  that  will  later  be  attended  to  by  the 
doctor,  hospital  admission  procedures,  relatives  of  patients. 

If  you  decide  to  do  some  of  these  things,  by  all  means  have 
your  guidelines  and  .specific  instructions  written  and  posted 
near  the  telephone  receptionist  or,  if  not  posted,  then  in  an 
accessible  looseleaf  notebook. 

Don’t  rely  on  any  staff  member’s  memory. 

Do  have  your  staff  review  all  patient  communications  with 
you  religiously  at  a daily  or  twice-daily  telephone  review 
session. 

Most  physicians  can’t  live  without  a phone,  but  nearly  all 
can  learn  to  live  with  it  more  efficiently  and  effectively,  benefit- 
ing their  patients  as  well  as  themselves. 

GEORGE  S.  CONOMIKES 

President,  Conomikes  Associates,  Inc,  -*270  Promenade  Way,  Marina  del  Key,  CA 
90292. 
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deaths 


T.E.  Brittingham 

Thomas  Evans  Brittingham,  MD,  Fort  Worth,  died  July  27, 

1986.  He  was  62. 

Born  in  Cleveland,  Ohio,  Dr  Brittingham  attended  Princeton 
University  and  Texas  Christian  University.  During  World  War  II, 
he  served  in  the  US  Axmy  Signal  Corps  in  the  Pacific  Theatre. 
He  graduated  from  Harvard  Medical  School  in  1950,  did  his 
house  staff  training  in  New  York,  and  was  on  the  faculty  at 
Washington  University  Medical  School  in  St  Louis.  In  1963,  Dr 
Brittingham  moved  to  Nashville,  where  he  was  a professor  of 
medicine  at  Vanderbilt  University.  For  the  past  six  years,  he  had 
practiced  internal  medicine  in  Fort  Worth. 

He  is  survived  by  his  wife,  Dorothy  Mott  Brittingham,  Fort 
Worth;  sons,  John  M.  Brittingham  and  Thomas  E.  Brittingham 
IV,  both  of  Nashville,  and  Harold  H.  Brittingham,  Denver; 
daughters.  Dr  Susan  Brittingham  Gregg,  Nashville;  Margaret  C. 
Brittingham,  Madison,  Wis;  and  Sally  M.  Brittingham,  Dallas; 
mother,  Lucile  Matthews  Brittingham,  Fort  Worth;  brothers, 
John  Brittingham,  Anton  Chico,  NM,  and  Robert  Brittingham, 
New  York  City;  sister,  Sally  Wallace,  Galveston;  and  seven 
grandchildren. 

M.M.  Donovan 

Michael  Metcalf  Donovan,  MD,  72,  Houston,  died  July  24, 

1986. 

Dr  Donovan  was  a past  director  of  the  division  of  orthopedic 
surgery  at  The  University  of  Texas  Medical  School  at  Houston, 
past  academic  chief  and  chairman  of  the  department  of 
orthopedic  surgery  at  St  Joseph  Hospital,  and  a longtime  chief 
surgeon  of  the  Houston  Unit  of  Shriner’s  Hospital  for  Crippled 
Children. 

He  was  born  in  Neenah,  Wis,  and  received  a bachelor  of  arts 
degree  from  Lawrence  University  in  Wisconsin.  After  gradua- 
tion from  Northwestern  University  Medical  School  in  1939,  Dr 
Donovan  interned  at  Cook  County  Hospital,  Chicago,  and 
served  a general  surgical  residency  at  King’s  County  and  Lenox 
Hill  hospitals  in  New  York  City. 

During  World  War  II,  Dr  Donovan  served  in  the  US  Army 
Medical  Corps  and  was  awarded  the  Bronze  Star,  Purple  Heart, 
and  numerous  campaign  ribbons. 

He  completed  his  specialty  training  in  orthopedic  surgery 
after  World  War  II  at  the  Hospital  for  the  Ruptured  and 
Crippled  in  New  York  City  and  at  the  Manchester  Royal  Infirm- 
72  ary.  University  of  Manchester,  England.  He  moved  to  Houston 
in  1949  and  practiced  orthopedic  surgery  for  37  years. 

Surviving  family  members  include  his  wife,  Mary  Elizabeth 
Broussard  Donovan;  sons,  Michael  Francis  Metcalf  Donovan 
and  John  Joseph  Donovan;  daughters,  Mary  Anne  Preddy  and 
Catherine  Elizabeth  Urquhart;  and  1 2 grandchildren,  all  of 
Houston. 

K.S.  Edwards-Jacobi 

Kathryn  Sue  Edwards-Jacobi,  MD,  33,  an  Austin  radiologist, 
died  July  8,  1986. 

Dr  Jacobi  was  a native  of  Galveston,  Tex.  She  graduated 
summa  cum  laude  from  Texas  A&M  University  in  1974.  In 
1978  she  graduated  from  The  University  of  Texas  Medical 
School  at  Houston  and  then  completed  a residency  in  radi- 


ology at  The  University  of  Texas  Medical  Branch  at  Galveston 
in  1982.  Dr  Jacobi  was  associated  with  Radiology  Consultants 
in  Austin. 

Dr  Jacobi  is  survived  by  her  husband,  Lawrence  R.  Jacobi; 
and  children,  Leslie  Jean  Jacobi,  age  6,  and  WiUiam  Brian 
Jacobi,  age  3,  all  of  Austin;  parents,  L.D.  and  Jean  Edwards, 
Galveston;  and  four  sisters. 

D.M.  English 

Dudley  M.  English,  MD,  92,  a longtime  Beaumont  physician 
and  honorary  member  of  Texas  Medical  Association,  died  June 
15,  1986. 

Dr  English  was  born  in  Kennard,  Tex.  He  received  his  pre- 
medical education  at  The  University  of  Texas  at  Austin.  In 
1925  he  was  graduated  from  The  University  of  Texas  Medical 
Branch  at  Galveston.  After  an  internship  and  residency  at  Scott 
& White  Hospital  in  Temple,  Dr  English  moved  to  Beaumont, 
where  he  served  as  physician  for  Mobil  Oil  Company.  After 
retiring  from  that  position,  he  maintained  a private  practice, 
assisted  the  Jefferson  County  Health  Department,  and  was 
medical  director  of  Heritage  Manor  and  Schlesinger  Geriatric 
Center.  During  the  last  seven  years.  Dr  English  was  the  physi- 
cian for  Camp  Waldemar  at  Hunt,  Tex. 

Survivors  include  his  daughters,  Marsha  Elmore,  Hunt,  and 
Linda  Pipkin,  Houston;  stepson,  Mark  Fehl,  Lake  Charles,  La; 
sisters,  Billie  Holdren,  Crockett,  Tex,  and  Reba  Stolebarger, 
Waco,  Tex;  and  eight  grandchildren. 

L. W.  Hanson 

Leroy  W.  Hanson,  MD,  a Houston  orthopedic  surgeon,  died  July 
15,  1986. 

Dr  Hanson,  62,  w^  born  in  Drayton,  ND,  and  was  a 1948 
graduate  of  the  University  of  Minnesota  Medical  School  in  Min- 
neapolis. After  an  intern, ship  at  Minneapolis  General  Hospital, 
Dr  Hanson  served  for  two  years  in  the  US  Army.  He  returned  to 
Minneapolis  to  complete  a residency  before  beginning  a prac- 
tice in  Pelican  Rapids,  Minn.  In  1956,  Dr  Hanson  moved  to 
Houston  for  a residency  in  orthopedic  surgery  at  Baylor  Col- 
lege of  Medicine. 

He  is  survived  by  his  wife,  Bette  Ann  Smith  Hanson,  Hous- 
ton; sons,  Gregory  Hanson,  MD,  Houston;  Lee  Hanson,  Atlanta; 
and  Brian  Hanson,  College  Station,  Tex;  and  daughter,  Ruth 
Hanson  Guild,  Houston. 

M.  R.  Kirlqjatrick 

Marjorie  Ruth  Kirkpatrick,  MD,  a third  generation  Texas  physi- 
cian, died  July  17,  1986.  She  was  61. 

Born  in  Thrall,  Tex,  Dr  Kirkpatrick  was  a 1945  graduate  of 
Texas  Womens  University  and  a 1949  graduate  of  The  Univer- 
sity of  Texas  Medical  Branch  at  Galveston.  Her  internship  was 
at  City  County  Hospital  in  Fort  Worth  and  her  residency  was  at 
Gonzales  (Tex ) Warm  Springs  Hospital  and  New  York  Univer- 
sity-Bellevue  Medical  Center  in  New  York  City. 

Dr  Kirkpatrick  practiced  in  Big  Spring  and  Taylor  before 
suffering  an  accidental  injury,  which  confined  her  to  a wheel- 
chair. Later  she  became  medical  director  of  Gonzales  Warm 
Springs  Foundation  and  the  Carruth  Rehabilitation  Center  in 
Dallas. 
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In  1963  Dr  Kirkpatrick  received  the  Handicapped  Texan  of 
the  Year  aw  ard  from  Gov  John  C^onnally,  Physician  of  the  Year 
Aw'ard  from  the  Texas  Rehabilitation  Association,  and  a citation 
for  meritorious  service  from  the  President’s  Committee  on  Em 
ployment  of  the  Handicapped. 

In  1972  she  retired  to  Rockport,  Tex. 

Survivors  include  her  sisters,  Kathryn  Mitchell,  Chattanooga, 
Tenn,  and  Barbara  Hannon,  Taylor,  Tex. 

W.R.  Metzger 

William  R.  Metzger,  MD,  a Corpus  Christi  physician  specializing 
iin  public  health,  died  July  29,  1986,  at  age  71. 

Dr  Metzger  was  born  in  Canada.  He  was  a 1937  graduate  of 
Columbia  University'  in  New  York  and  a 1940  graduate  of  New 
York  University  School  of  Medicine.  During  1941  — 1946  Dr 
Metzger  served  in  the  US  Army  Medical  Corps.  Following  mili- 
tary service  he  continued  his  training  with  a residency  at  Scott 
and  White  Clinic  in  Temple.  He  then  practiced  internal  medi- 
cine in  Corpus  Christi  until  1956.  In  1957  Dr  Metzger  re- 
ceived a master  of  public  health  degree  from  Yale  University. 

He  returned  to  Corpus  Christi,  where  he  later  served  as  direc- 
tor of  the  Corpus  Christi-Nueces  County  Department  of  Public 
Health  and  Welfare. 

Survivors  include  his  wife,  Frances  Metzger,  Corpus  Christi; 
sons.  Jay  Metzger,  New  York  City;  Bruce  Metzger,  Acton,  Mass; 
Jim  Metzger,  Dayton,  Ohio;  and  Tom  Metzger,  Tyler,  Tex;  daugh- 
ter, Laura  Grantland,  Corpus  Christi;  and  nine  grandchildren. 

D.P.  Morris 

Donald  Peter  Morris,  MD,  76,  died  July  22,  1986.  Dr  Morris 
was  a longtime  Dallas  psychiatrist. 

He  was  born  in  Galesburg,  111,  and  received  his  premedical 
education  at  the  University  of  Illinois  in  Champaign.  In  1935 
he  was  graduated  from  Yale  University  School  of  Medicine. 
After  completing  an  internship  and  residency  in  Michigan,  Dr 
Morris  served  in  the  US  Army  until  1946.  He  taught  in  the 
department  of  psychiatry  at  Southwestern  Medical  School  until 
1953  In  1954  Dr  Morris  began  a private  practice  of  p.sychiatry 
in  Dallas. 

Surviving  family  members  include  his  sons,  Don  P.  Morris  II, 
Ventura,  Calif,  and  Ralph  D.  Morris,  MD,  Friendswood,  Tex;  and 
daughter,  Elizabeth  M.  Eikenburg,  Houston. 

J.G.  NaU 

James  Griffin  Nall,  MD,  38,  Houston,  died  July  20,  1986. 

Dr  Nall  was  a staff  neurologist  at  the  Kelsey-Seybold  Clinic 
and  clinical  assistant  professor  at  Baylor  College  of  Medicine 
and  ITie  University  of  Texas  Medical  School  at  Houston. 

He  was  born  in  Fulton,  Ky,  and  was  a 1970  graduate  of  Yale 
University'.  In  1974  he  received  his  medical  degree  from  Co- 
lumbia University'  College  of  Physicians  and  Surgeons  in  New 
York.  His  internship  and  residency  in  neurology  were  at  Mount 
Sinai  and  St  Luke’s  hospitals  in  New  York  City.  Dr  Nall  moved 
to  Houston  in  1979. 

He  is  survived  by  his  mother,  Nell  Griffin  Nall,  New  Orleans. 


G. E.  Parker 

George  E.  Parker,  MD,  a Houston  physician  for  33  years,  died 
July  30,  1986.  He  was  71. 

Born  in  McRoberts,  Ky,  Dr  Parker  was  a 1 94 1 graduate  of  the 
University  of  Louisville  (Ky ) School  of  Medicine.  After  an  intern- 
ship at  Jefferson  Davis  Hospital  in  Houston,  he  served  in  the 
US  Army  from  1942  until  1946.  He  was  the  recipient  of  the 
Asiatic  Pacific  Campaign  Medal,  the  American  Theatre  Cam- 
paign Medal,  and  the  Victory  Medal.  Following  military  service. 
Dr  Parker  completed  a residency  at  the  Southern  Pacific  Hospi- 
tal in  Houston.  He  taught  at  Baylor  College  of  Medicine  before 
entering  private  practice  with  his  wife  in  1947. 

Surviving  family  members  include  his  daughters,  Martha 
Louise  Parker  Smith,  Houston,  and  Patricia  Lynn  Parker  Goode, 
Waco,  Tex;  son,  Ed  Vick  Parker,  Houston;  brother,  Herbert  F. 
Parker,  Beaumont;  and  four  grandchildren. 

H. W.S.  Powers,  Jr 

Hugh  W.S.  Powers,  Jr,  MD,  72,  died  July  2,  1986.  Dr  Powers 
practiced  pediatrics  in  Dallas  from  1947  until  his  retirement  in 
1981.  He  was  a past  president  of  the  Dallas  Pediatric  Society. 

He  was  born  in  Baltimore,  and  received  a bachelor  of  sci- 
ence degree  and  medical  degree  from  the  University  of  Vir- 
ginia. After  an  internship  at  Children’s  Hospital  in  Philadelphia, 
Dr  Powers  completed  a residency  at  Union  Memorial  Hospital 
in  Baltimore.  He  served  in  the  US  Army  during  1945— 1946 
and  then  moved  to  Dallas  in  1947. 

Survivors  include  his  wife,  Frances  S.  Powers,  Dallas;  30ns,  H. 
Douglas  Powers,  Charlotte,  NC,  and  Alan  Powers,  Dallas; 
daughter,  Muriel  Washburn,  Germany;  and  three  grandchildren. 

S.P.  Todaro 

Samuel  Palmer  Todaro,  MD,  72,  an  Austin  gynecologist  and 
family  physician,  died  July  28,  1986.  He  had  practiced  medi- 
cine in  Austin  for  38  years. 

A native  of  Waco,  Tex,  Dr  Todaro  was  a 1933  graduate  of 
Baylor  University  and  a 1938  graduate  of  Tulane  University 
School  of  Medicine.  He  interned  at  Vanderbilt  University  in 
Nashville,  Tenn,  and  completed  a residency  at  the  Boston  Free 
Hospital  for  Women  and  the  Lying-In  Hospital,  both  teaching 
hospitals  of  Harvard  Medical  School.  Following  military  service 
during  World  War  II,  Dr  Todaro  pursued  additional  medical 
training  in  New  York  City.  In  1946,  he  moved  to  Austin,  where 
he  taught  at  the  Brackenridge  and  Seton  hospitals’  nursing 
schools.  In  1972  he  was  named  Physician  of  the  Year  at  Bracken- 
ridge Hospital. 

Surviving  family  members  include  his  wife,  Phyllis  Tinsley 
Todaro,  Austin;  son,  Joseph  Paul  Todaro,  Woodbridge,  Va; 
daughters,  Jetta  Ann  Todaro  and  Julie  Beth  Todaro,  both  of 
Austin;  and  two  grandchildren. 

J.H.  Valcik 

John  Hus  Valcik,  MD,  71,  died  July  31,  1986.  Dr  Valcik  was  a 
family  physician  in  Decatur,  Tex,  for  more  than  40  years. 

He  was  born  in  Dallas  and  was  a 1940  graduate  of  Baylor 
College  of  Medicine.  He  externed  at  Baylor  University  Hospital 
in  the  department  of  urology  during  his  last  two  years  of  medi- 
cal school  and  interned  at  the  same  hospital  after  graduation. 
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Before  World  War  II,  Dr  Valcik  joined  the  US  Navy  Medical 
Corps  and  received  further  training  in  medicine  and  surgery  at 
the  US  Naval  Hospitals  in  Corpus  C^hristi  and  San  Francisco.  He 
served  as  a division  surgeon  in  the  Pacific  aboard  several  trans- 
port ships  and  was  in  command  of  a 48-bed  hospital  aboard 
one  ship.  After  five  years  of  service,  he  was  discharged  with  the 
rank  of  commander. 

Dr  Valcik  moved  to  Decatur  in  1946.  He  was  a former  chief 
of  staff  of  Decatur  Community  Hospital  and  a past  president  of 
the  Clay-Montague-Wise  County  Medical  Society. 

Survivors  include  his  wife,  Elizabeth  Cooper  Valcik,  Decatur; 
sons,  John  C.  Valcik,  MD,  Plano,  Tex;Joe  D.  Valcik,  Denton,  Tex; 
and  Jim  Valcik,  Flower  Mound,  Tex;  sisters,  Martha  Adams, 
Cameron,  Tex,  and  Olga  Pokladnik,  LaMarque,  Tex;  and  five 
grandchildren. 

W.S.  Wysong 

Walter  Scott  Wysong,  MD,  80,  a longtime  McKinney  surgeon 
and  honorary  member  of  Texas  Medical  Association,  died 
July  17,  1986. 

Dr  Wysong  was  born  in  Melissa,  Tex,  and  was  a 1932  gradu- 
ate of  Baylor  College  of  Medicine  in  Dallas.  He  interned  at 
Jefferson  Davis  Hospital  in  Houston  and  held  a residency  at  the 
Hospital  for  the  Ruptured  and  Crippled  in  New  York  City.  Dr 
Wysong  began  his  medical  practice  in  McKinney  in  1936, 
when  he  joined  his  father  at  the  family-owned  Wysong  Clinic. 
He  and  two  brothers  opened  a new  clinic/hospital  in  1977. 
During  that  same  year.  Dr  Wysong  was  named  Outstanding 
McKinney  Citizen  of  the  Year. 

Surviving  family  members  include  his  wife,  Nadine  Wysong, 
McKinney;  son,  W.  Scott  Wysong  III,  Fort  Worth;  daughters, 
Sally  Ruschaupt,  Dallas,  and  Penny  Sherrod,  Austin;  brothers, 
Dudley  Wysong,  MD,  and  Charley  Wysong,  MD,  both  of 
McKinney;  and  six  grandsons. 
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Medical  Market  Analysis 


Expanding,  Establishing 
or  Relocating . . . 

The  Texas  Medical  Association  Medical 
Market  Analysis  (MMA)  can  assist  you  in 
making  the  right  decisions  about  your 
practice. 

The  TMA  MMA  can  determine: 

■ The  population  of  an  area. 

■ The  demographics  of  the  resident  population. 

■ The  number  of  physicians  located  in  an  area  and 
their  specialties 

■ The  availability  of  hospital  facilities  in  the  area. 

You  select  a location  and  v^e  will  produce  a report 
providing  three  levels  of  analysis— a single  zip 
code  area,  primary  trade  area  and  regional  trade 
area. 

Data  included  in  the  report  has  been  developed 
from  the  licensure  files  of  the  Texas  State  Board  of 
Medical  Examiners,  the  directory  of  the  American 
Hospital  Association  with  demographic  data  pro- 
vided by  CACI,  Inc.,  a nationwide  market  research 
firm. 

FOR  ADDITIONAL  INFORMATION,  contact 
the  Texas  Medical  Association 
Department  of  Education  & Research 
1801  North  Lamar  Blvd,  Austin,  TX  78701 
512/477-6704 
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IN  MEMORIAM 


RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


T.  E.  BRITTINGHAM 
Fort  Worth,  1924-1986 

M.  M.  DONOVAN 
Houston,  1931-1986 

K.  S.  EDWARDS-JACOBI 
Austin.  I9S3-I986 

D.  M.  ENGLISH 

Beaumont,  1 894- 1 986 

L.  W.  HANSON 
Houston,  1923-1986 

M.  R.  KIRKPATRICK 
Taylor,  1925-1986 

W.  R.  METZGER 
Corpus  Christi,  1 9 1 4- 1 986 


D.  P.  MORRIS 
Dallas,  1910-1986 

J.  G.  NALL 
Houston,  1948-1986 

G.  E.  PARKER 
Houston.  1914-1986 

H.  W.  S.  POWERS,  JR 
Dallas,  1913-1986 

S.  P.  TODARO 
Austin,  1914-1986 

J.  H.  VALCIK 
Decatur,  1914-1986 

W.  S.  WYSONG 
McKinney,  1906-1980 


The  Memorial  Library  of  the  Texas  Medical 
Association  stands  as  a permanent  memorial 
to  physicians  who  have  served  their  patients, 
their  profession,  and  the  people  of  Texas. 

The  Friends  of  the  TMA  Memorial  Library 
is  an  organization  dedicated  to  enhancing  the 
Library  collection  through  support  by  individ- 
uals. Funds  for  this  organization  are  raised 
through  membership  recruitment  and  memo- 


rial donations  and  are  added  to  the  Texas  Me- 
morial Medical  Library  Fund. 

Contributions  to  the  Texas  Memorial  Medi- 
cal Library  Fund  provide  a valuable  support 
function  to  the  Memorial  Library  which  offers 
a full  range  of  medical  reference  and  audio- 
visual services  to  TMA  members  through- 
out the  state. 


THE  FRIENDS  OF  THE  TMA  MEMORIAL  LIBRARY  FUND 
1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


ANNUAL  MEMBERSHIP  ENROLLMENT  HONOR  AND  MEMORIAL  GIFTS 
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□ Sustaining  $15.00  □ Life  $1,000.00 

□ Subscribing  $25.00  OCCASION 
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fAedicirie  in  literature 


Medicine  in  Literature  is  a randomly  selected  sample  of 
medical  texts  recently  purchased  by  the  TMA  Memorial  Li 
brary.  Ln  1986  the  library  will  add  more  than  600  hook  titles 
to  tts  57,800-volume  collection  of  books  and  bound  journals, 
and  regularly  increases  its  holdings  of  motion  pictures, 
aiuliocassettes,  videocassettes,  and  slide  presentations.  In  ad- 
dition, the  library  subscribes  to  1,045  medical  and  health- 
related  journals.  For  additional  infonnation,  call  the  Memo- 
rial Library  at  (512)477—6704. 


In  the  TMA  Library 

Bird  AM,  Gripe  Psychology  and  Sport  Behavior.  St  Louis, 
Times  Mirror/Mosby  College  Publishing,  1986. 

Bloomingdale  LM  (ed).  Attention  Deficit  Disorder.  Identifica 
tion.  Course,  and  Rationale.  New  York,  Medical  & Scientific 
Books.  1985. 

Bryson  PD:  Comprehensive  Review  in  Toxicology.  Rockville, 
Md,  Aspen  Systems  Corporation,  1986. 

Chiu  LC,  Lipcamon  JD,  Yiu  C^hiu  VS:  Clinical  Computed  To- 
mography: Illustrated  Procedural  Guide.  Rockville,  Md,  Aspen 
Systems  Corporation,  1986. 

Colombotos  J,  Kirchner  C:  Physicians  and  Social  Change. 

New  York,  Oxford  University  Press,  1986. 

Corson  SL,  Scdlacek  IV,  Hoffman  ||:  Greenhill’s  Surgical 
Gynecology,  cd  5.  Chicago,  Year  Book  Medical  Publishers,  Inc, 
1986, 

Crasilneck  HB,  Hall  JA:  Clinical  Hyjmosis.  Principles  and  Ap 
plications,  ed  2.  Orlando,  Fla,  Grunc  & Stratton,  Inc,  1985 

Crook  WG.  The  Yeast  Connection.  A Medical  Breakthrough 
Jackson,  Tenn,  Professional  Books,  1983. 

Engel  AG,  Banker  BQ:  Myology.  Basic  and  Clinical  ( 2 vols ) 
New  York,  McGraw-Hill  Book  Company,  1 986. 

Ferry  PC^,  Banner  W Jr,  Wolf  RA:  Seizure  Disorders  in  Children. 
Philadelphia,  J.B.  Lippincott  Company,  1986. 

Fishman  MA  ( ed ):  Pediatric  Neurology.  Orlando,  Fla,  Grime  & 
Stratton,  Inc,  1986. 

Friedman  J:  Home  Health  Care.  A Complete  Guide  for  Patients 
and  Their  Families.  New  York,  W W Norton  & Company,  1986. 

Grainger  RG,  Allison  DJ  (eds):  Diagnostic  Radiology.  An 
Anglo-American  Textbook  of  Imaging  ( 3 vols ) New  York, 
C;hurchill  Livinstone,  1986. 


Green  M:  Green  and  Richmond  Pediatric  Diagnosis:  Inter- 
pretation of  Symptoms  and  Signs  in  Different  Age  Periods,  ed 
4.  Philadelphia,  W.B.  Saunders  Company,  1986. 

Hand  1,  Wittchen  HU  (eds):  Panic  and  Phobias.  Empirical 
Evidence  of  Theoretical  Models  and  Longterm  Effects  of  Be- 
havioral Treabnents.  New  York,  Springer  Verlag,  1986. 

Hensinger  RN:  Standards  in  Pediatric  Orthopedics.  New  York, 
Raven  Press,  1986 

Hunt  RB:  Atlas  of  Female  Infertility  Surgery.  Chicago,  Year 
Book  Medical  Publishers,  Inc,  1986. 

Jelinek  JE  (ed):  The  Skin  in  I5iabetes.  Philadelphia,  Lea  & 
Febiger,  1986. 

Kapoor  AS  ( ed ):  Cancer  and  the  Heart  New  York,  Springer 
Verlag,  1986. 

Knapp  RJ : Beyond  Endurance.  When  a Child  Dies.  New  York, 
Schocken  Books,  1986. 

Knuppel  RA,  Drukker  JE:  High  Risk  Pregnancy.  A Team  Ap- 
proach. Philadelphia,  W B.  Saunders  Company,  1986. 

Murray  JF:  The  Normal  Lung.  The  Basis  for  Diagnosis  and 
Treatment  of  Pulmonary  Disease,  ed  2.  Philadelphia,  W.B. 
Saunders  Company,  1986. 

Naumann  GOH,  Apple  UJ:  Pathology  of  the  Eye.  New  York, 
Springer -Verlag,  1986 

Nauta  WJH,  Feirtag  M:  Fundamental  Neuroanatomy.  New 
York,  W H.  Freeman  and  Company,  1986. 

Reuter  SR,  Redman  HC],  Cho  KJ:  Gastrointestinal  Angiogra 
phy,  ed  3,  vol  1.  Philadelphia,  W B.  Saunders  Company,  1986. 

Rustgi  VK,  Cooper  JN:  Gastrointestinal  and  Hepatic  Com- 
plications in  Pregnancy.  New  York,  John  Wiley  & Sons,  1986. 

Send  Us  a Lculy  Physiciati  Women  Doctors  in  America 
1855-1920.  New  York,  W W Norton  & C;ompany,  1985. 

Sheldon  M,  Brooke  J,  Rector  A (eds):  Decision-Making  in 
Getieral  Practice.  New  York,  Stockton  Press,  1985. 

Fenney  C'.G,  Lisak  JM:  A/tos  of  Hand  Splinting.  Boston,  Little. 
Brown  and  Cx)mpany,  1986. 

Vessey  MP,  Gray  M (eds):  Cancer  Risks  and  Prevention.  New 
York,  Oxford  University  Pre.ss,  1985 

Zailch  KJ:  Brain  Tumors.  Their  Biology  and  Pathology,  ed  3. 
New  York,  Springer  Verlag,  1986 
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FEW  SIDE  EFFECTS 
IN  ANTIAMGIDM  THERARY 


60  mg  fid  or  qid 

Brief  Summary 

Professional  Use  Information 

CARDIZEM* 

(diltiazem  HCI)  30  mg  and  60  mg  Tablets 

CONTRAINDICATIONS 

CARDI2EM  IS  contraindicated  in  (I)  patients  witb  sick 
sinus  syndrome  except  in  the  presence  ot  a functioning 
ventricutar  pacemaker,  (2)  patients  with  second-  or 
third-degree  AV  block  except  in  the  presence  of  a func- 
tioning ventricular  pacemaker,  and  (3)  patients  with 
hypotension  (less  than  90  mm  Hg  systolic). 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node 
refractory  periods  without  significantly  prolonging 
sinus  node  recovery  time,  except  in  patients  with 
sick  sinus  syndrome  This  effect  may  rarely  result 
in  abnormally  slow  heart  rates  (particularly  in 
patients  with  sick  sinus  syndrome)  or  second-  or 
third-degree  AV  block  (six  of  1,243  patients  tor 
048%)  Concomitant  use  ot  diltiazem  with 
beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction  A patient  with 
Prinzmetal  s angina  developed  periods  ot  asystole 
(2  to  5 seconds)  after  a single  dose  ot  60  mg  ot 
diltiazem 

2 Congestive  Neon  Faiiure.  Although  diltiazem  has 
a negative  inotropic  effect  in  isolated  animal  tissue 
preparations,  hemodynamic  studies  in  humans 
with  normal  ventricular  function  have  not  shown  a 
reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt) 

Experience  with  the  use  of  CARDIZEM 
alone  or  in  combination  with  beta-blockers  in 
patients  with  impaired  ventricular  tunction  is  very 
limited  Caution  should  be  exercised  when  using 
the  drug  in  such  patients 

3 Hypotension.  D^reases  in  blood  pressure  osso- 
ciated  with  CARDIZEM  therapy  may  occasionally 
result  in  symptomatic  hypotension 

4 Acute  Hepatic  Injury.  In  rare  instances,  significant 
elevations  in  enzymes  such  as  alkaline  phospha- 
tase, CPK  LDH,  SCOT  SGPT  and  other  symptoms 
consistent  with  acute  hepatic  injury  have  been 
noted  These  reactions  have  been  reversible  upon 
discontinuation  ot  drug  therapy  The  relationship  to 
CARDIZEM  is  uncertain  in  most  cases,  but  prob- 
able in  some  (See  PRECAUTIONS  ) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is 
extensively  metabolized  by  the  liver  and  excreted  by  the 
kidneys  and  in  bite  As  with  any  new  drug  given  over 
prolonged  periods,  laboratory  parameters  should  be 
monitored  at  regular  intervals  The  drug  should  be  used 
with  caution  in  patients  with  impaired  renal  or  hepatic 


function  In  subacute  and  chronic  dog  and  rat  studies 
designed  to  produce  toxicity,  high  doses  ot  diltiazem 
were  associated  with  hepatic  damage  In  special 
subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes 
in  the  liver  which  were  reversible  when  the  daig  wos 
discontinued  In  dogs,  doses  of  20  mg/kg  were  also 
associated  with  hepatic  changes,  however,  these 
changes  were  reversible  with  continued  dosing. 

Drug  interaction.  Pharmacologic  studies  indicate  that 
there  may  be  additive  effects  in  prolonging  AV  conduction 
when  using  beta-blockers  or  digitalis  concomitantly  with 
CARDIZEM  (See  WARNINGS  ) 

Controlled  and  uncontrolled  domestic  studies  suggest 
that  concomitant  use  ot  CARDIZEM  and  beta-blockers  or 
digitalis  IS  usually  well  tolerated  Available  data  are  not 
sufficient,  however,  to  predict  the  eftects  ot  concomitant 
treatment  particularly  in  patients  with  left  ventricular 
dysfunction  or  cardiac  conduction  abnormalities  In 
healthy  volunteers,  diltiazem  has  been  shown  to  increase 
serum  digoxin  levels  up  to  20% 

Carcinogenesis,  Mutagenesis,  Impairment  ot 
Fertility.  A 24 -month  study  in  rats  and  a 21 -month  study 
in  mice  showed  no  evidence  ot  carcinogenicity  There 
was  also  no  mutagenic  response  in  in  vitro  bacterial 
tests  No  intrinsic  ettect  on  tertility  was  observed  in  rats 
Pregnancy.  Category  C Reproduction  studies  have 
been  conducted  in  mice,  rats,  and  rabbits  Administration 
ot  doses  ranging  from  five  to  ten  times  greater  (on  a 
mg/kg  basis)  than  the  doily  recommended  therapeutic 
dose  has  resulted  in  embryo  and  tetal  lethality  These 
doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities  In  the  perinatal/postnatal  studies, 
there  was  some  reduction  in  early  individual  pup  weights 
and  survival  rates  There  ivos  an  increased  incidence  of 
stillbirths  at  doses  ot  20  times  the  human  dose  or  greater 
There  are  no  well-controlled  studies  in  pregnant 
women,  therefore,  use  CARDIZEM  in  pregnant  women 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus 

Nursing  Mothers.  Diltiazem  is  excreted  in  human 
milk  One  report  suggests  that  concentrations  in  breast 
milk  may  approximate  serum  levels  If  use  ot  CARDIZEM 
is  deemed  essential,  an  alternative  method  of  infant 
teeding  should  be  instituted 
Pediatric  Use.  Safety  and  effectiveness  in  children 
have  not  been  established 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies 
carried  out  to  date,  but  it  should  be  recognized  that 
patients  with  impaired  ventricular  tunction  and  cardiac 
conduction  abnormalities  have  usually  been  excluded. 

In  domestic  placebo-controlled  trials,  the  incidence  ot 
adverse  reactions  reported  during  CARDIZEM  therapy  was 
not  greater  than  that  reported  during  placebo  therapy 
The  following  represent  occurrences  observed  in 
clinical  studies  which  can  be  at  least  reasonably  asso- 


ciated with  the  pharmacology  ot  calcium  influx  inhibition 
In  many  cases,  the  relationship  to  CARDIZEM  has  not 
been  established  The  most  common  occurrences  as  well 
as  their  freguency  of  presentation  are:  edema  (2  4%), 
headache  (2  1%),  nausea  (I  9%),  dizziness  (1.5%), 
rash  (I  3%),  asthenia  (1  2%)  In  addition,  the  following 
events  were  reported  infreguentty  (less  than  I %). 

Angino,  arrhythmia,  AV  block  (first 
degree),  AV  block  (second  or  third 
degree  - see  conduction  warning), 
bradycardia,  congestive  heart 
failure.  Hushing,  hypotension,  palpi- 
tations, syncope 

Amnesia,  gait  abnormality,  halluci- 
nations, insomnia,  nen/ousness, 
paresthesia,  personality  change, 
somnolence,  tinnitus,  tremor 
Anorexia,  constipation,  diarrhea, 
dysgeusia,  dyspepsia,  mild 
elevations  ot  alkaline  phosphatase, 
SGOT  SGPT,  and  LDH  (see  hepatic 
warnings),  vomiting,  weight 
increase 

Petechiae,  pnjritus,  photosensitivity, 
urticaria 

Amblyopia,  dyspnea,  eptstaxis,  eye 
imtation,  hyperglycemia,  nasal 
congestion,  noctuna,  osteoarticulor 
pain,  polyuria,  sexual  difficulties 
The  tallowing  postmarketing  events  have  been 
reported  intreguently  in  patients  receiving  CARDIZEM: 
alopecia,  gingival  hyperplasia,  erythema  muffiforme,  and 
leukopenia  However,  a definitive  cause  and  effect 
between  these  events  and  CARDIZEM  therapy  is  yet  to  be 
established.  Issued  7/86 

See  complete  Protessionot  Use  Information  before 
prescribing. 


References:  1.  PepineCJ,  Feldman RL,  HilIJA,  etal 
Clinical  outcome  after  treatment  ot  rest  angina  with 
calcium  blockers  Comparative  experience  during  the 
Initial  year  ot  therapy  with  diltiazem,  nifedipine,  and 
verapamil  Am HeartJ  1983,  106(6):  1341 -1347 
2.  Shapiro  W.  Calcium  channel  blockers  Actions  on  the 
head  and  uses  in  ischemic  head  disease  Consultant 
l984,24(Dec)  150-159  3.  Johnston  DL,  LesowoyR, 
Humen  DP  et  at  Clinical  and  hemodynamic  evaluation  of 
propranolol  in  combinotion  with  verapamil,  nifedipine 
and  dittiazem  in  exedional  angina  pxtoris  A placebo- 
controlled,  double-blind,  randomized,  crossover  study 
/^J  Cardiol  1985,55  680-687  4.  Cohn  PE,  Braunwald 
E:  Chronic  ischemic  head  disease,  in  Braunwald  E (ed) 
Head  Disease  A Textbook  of  Cardiovascular  Medicine, 
ed  2 Philadelphia,  WB  Saunders  Co,  1984,  chap  39 
5.  SchroederJS:  Calcium  and  beta  blockers  in  ischemic 
head  disease.  When  to  use  which.  Mod  Med 
1982,50(Sept)  94-116 
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ALLERGY 


CLINICS 


CORPUS  CHRISTI  ALLERGY  CLINIC 


Yaul  Grossman,  MD.  FACA,  FAACIA,  Allergv*Dermato!ogy 
vVallace  A.  Crozier,  MD,  FACA,  Certified  American  Boards  Pediatrics 

and  Allergy,  Diplomate  American  Board  of  Allergy  and  Immunology 


2530  Morgan,  Corpus  Christi,  Texas;  882-3487 


CHARLES  A.  RUSH,  JR,  MD 

iDiplomate/American  Board  of  Allergy 
i Fellow,  AAA,  ACA,  AACIA 

& Immunology 

[Northeast  Medical  Clinic  Association 
7601  Glenview  Drive 

Fort  Worth,  Texas  76118 

.McGovern  allergy  glinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

llohn  P.  McGovern,  MD 
IDIRECTOR-CONSULTANT 

CONSULTANTS 

Evan  M.  Hersh,  MD 

IMMUNOLOGY 

Theodore  j.  Haywood,  MD 

Orville  C.  Thomas,  MD 

Joseph  T.  Queng,  MD 

Lawrence  G.  Thorne,  MD 

Venugopal  K.  Menon,  MD 
.Robert  E.  Smith,  MD 

Gerald  T.  Machinski,  MD 

Theresa  C.  Queng,  MD 
jWaldo  M.  Martinez,  MD 
iLyna  Kit  Lee,  MD 
.Harlan  W.  Sindell,  MD 

James  A.  Knight,  MD 

PSYCHIATRY 

R.  John  Prevost,  MS 

AIR  POLLUTION 

Reuben  D.  Wende,  PhD 

ANTIGEN  AND  CLINICAL 

LABORATORIES 

John  A.  Thomas,  PhD 

BIOMETRICS 

RESEARCH  ASSOCIATES 

Michael  H.  Smolensky,  PhD 
'Alain  Reinberp,  MD,  PhD 

Chinavudh  Wanissorn,  PhD 

Glenna  M.  Kyle,  PhD 

Warren  E.  Schaller,  HSD 

Charles  F.  Keglev,  PhD 

ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland,  HSD 

HEALTH  EDUCATION 

George  R.  Kerr,  MD 

NUTRITION 

Certified  American  Board  of  Allergy  and  Immunology 

Diplomates  American  Boards  of  Pediatrics  and  Allergy 

6969  Brompton  (at  Flolcombe),  Houston,  Texas  77025;  713  661-1444 

Two  complete  neurological  and  behavioral  medicine  facilities  dedicated 
to  DIAGNOSIS  AND  COMPREHENSIVE  CARE  OF  PATIENTS  WITH 
CHRONIC  RECURRENT  HEADACHES  with  emphasis  on  prophylactic 
treatment. 


HOUSTON  HEADACHE 
CLINIC 

Park  Plaza  Prof.  Bldg. 

1213  Hermann  Dr.  #855 
Houston,  Texas  77004 
713  528-1916 


DALLAS  HEADACHE 
CLINIC 

Douglas  Plaza 
8226  Douglas  Ave.  #325 
Dallas,  Texas  75225 
214  692-7011 


CAT  scan;  EEC;  EMC;  Evoked  Potentials;  Thermography;  Personality, 
Behavioral  and  Psychological  Evaluations.  Multimodality  approach  to 
management  of  headache  including  prophylactic  medications,  bio- 
feedback and  behavioral  therapy. 


NINAN  T.  MATHEW,  MD,  FRCP  (C) 

Neurologist-Di  rector 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  B-322,  Dallas,  Texas  75230 
214  991-6000 


CARDIOLOGY 

).  Edward  Rosenthal,  MD,  FACC 
David  A.  Schwartz,  MD 

GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 
Charles  S.  White,  III,  MD 

ALLERGY  AND  IMMUNOLOGY 
William  R.  Lumry,  MD 


RHEUMATOLOGY 
Carlos  M.  Kier,  MD 

INTERNAL  MEDICINE 
Joan  P.  Donley,  MD 
Larry  Dossey,  MD 
Tom  L.  Hampton,  MD 
David  A.  Haymes,  MD 
Carl  Thomas  Long,  III,  MD 
jack  F.  Melton,  MD 
joe  H.  Sample,  MD 
Peter  S.  Stack,  MD 
Rick  T.  Waldo,  MD 


Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology,  Gastroenterolopv,  Hematology  and  Oncology 


FORT  WORTH  HEADACHE  AND  MIGRAINE  CLINIC 

Comprehensive  Neurologic  Diagnostic  and  Treatment 
of  Chronic  Severe  Headache  Problems 

Frederick  ).  Fiederlein,  MD 
Neurologist 


4200  South  Hulen  Street,  Fort  Worth,  Texas  76109;  817  731-7222 


iJAMES  A.  CAPLIN,  MD 
'AAA,  ACA,  AACIA 


jAllergy, 


AstFima,  and  Clinical  Immunology 


2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888  6782 


^ANESTHESIOLOGY 


COLON  & RECTAL  SURGERY 


FT.  WORTH  PROCTOLOGIC  CLINIC,  PA 

Colon  and  Rectal  Surgery  and  Colonoscopy 

Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

1050  West  Rosedale,  Fort  Worth,  Texas  76104; 

817  338-4501  (24  hours) 


f EDWARD  A.  TALMAGE,  MD,  PA 

jlPain  Management — Epidural  Steroid  Therapy 
I Diagnostic  & Therapeutic  Nerve  Blocks 
i Surgical  & Obstetrical  Anesthesiology 
; Diplomate  American  Board  of  Anesthesiology 

I 7777  Southwest  Freeway,  Suite  1052,  Ftouston  77074;  713  938-7558 


JA.  J.  LANIER,  |R,  MD 

Diplomate  American  Board  of  Anesthesiology 

I Cervical,  thoracic,  and  lumbar  epidural  steroid  injection, 

I cervical  sympathetic,  celiac  plexus,  and  lumbar  sympathetic 
■ blocks,  differential  spinal  and  neurolytic  nerve  blocks. 

i 

t 8350  Meadow  Road,  #250,  Dallas,  Texas  75231;  214  691-6885 
Yolume  83  Noremher  1986 


DAVID  S.  PITA,  MD 

Colon  and  Rectal  Surgery 
Colonoscopy 

Barnett  Tower,  Baylor  Medical  Plaza,  3600  Gaston  Avenue,  Suite  411,  Dallas, 
Texas  75246;  214  821-4300 

122  W.  Colorado,  Dallas,  Texas  75208:  214  942-8734 


TMA  Forum  on  Medical  Issues 

. . . Another  service  of  your  association 


I 


DERMATOLOGY 


GASTROENTEROLOGY 


DAVID  R.  WEAKLEY,  MD,  FACP 

Dermatology — Dermatological  Surgery 
Including  Dermabrasion,  Chemical  Peeling 
and  Collagen  Injections 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


HERBERT  A.  BAILEY,  MD 

Diseases  of  the  Digestive  System 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 


WILLIS  I.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue 
Suite  1154,  Dallas,  Texas  75246;  214  827-5960 


DERMATOLOGY  ASSOCIATES  OE  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209;  512  222-8651,  222-2001 

(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 blocks  to 

Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and  arrows.) 


GENERAL  SURGERY 


DRS.  VANDERPOOL,  LANE,  WINTER  & BONE 

David  Vanderpool,  MD,  FACS  John  W.  Winter,  MD,  FACS 

B.  Ward  Lane,  MD,  FACS  G.  Edward  Bone,  MD,  FACS 

Diplomates  American  Board  of  Surgery 

General  & Peripheral  Vascular  Surgery 

1008  N.  Washington,  Dallas,  Texas  75204;  214  823-2650 
7777  Forest  Lane,  Suite  204,  Dallas,  Texas  75230;  214  661-7860 


HAND  SURGERY 


DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S.  Alkek,  MD 

Hair  Transplantation,  Scalp  Reduction, 

Dermabrasion,  Chemical  Peel  and  Collagen 

Medical  City  Dallas,  7777  Forest  Lane,  Building  B, 

Suite  309,  Dallas,  Texas  75230;  telephone  214  788-0088 


L.  LEE  LANKFORD,  MD 

Diplomale  American  Board  of  Orthopaedic  Surgery 

DAVID  J.  ZEHR,  MD — Microsurgery 
ARNOLD  V.  DiBELLA,  MD 

Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 


MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 

Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


ROBERT  E.  BUNATA,  MD,  PA 
B.  J.  WROTEN,  MD,  PA 

Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


DIAGNOSTIC  RADIOLOGY 


COMPUTED  TOMOGRAPHY 

Temple  Independent  Scanner 

Stephen  ).  Vancura,  MD 

High  Resolution  In/Out  Patient  CT  (Head  or  Body) 
Including  Tumor  Biopsy,  Interventional  Radiology 
2027  S.  61st  St.,  Suite  116,  Temple,  Texas  76501 
817  774-9994 

Note:  24  hr.  Emergency  Services  Available 


ENDOCRINOLOGY 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane,  Suite  606,  Dallas,  Texas  75231;  214  368-3776 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 
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ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld,  MD,  FACP 
Richard  Sachson,  MD,  FACP 
Steven  Dorfman,  MD,  FACP 
Stephen  Aronoff,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

5480  LaSierra  Drive,  Dallas,  Texas  75231;  214  363-5535 


ERIC  A.  ORZECK,  MD,  FACP 


Endocrinology  & Diabetes 


8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


ADRIAN  E.  FLATT,  MD,  FRCS 

Chief,  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue, 
Dallas,  Texas  75246;  Office  214  823-9440 


ROBERTA.  ERSEK,  MD 

Diplomate  of  American  Board  of  Plastic  Surgery 

JACINTO  ZAMBRANO,  MD 

Surgery  of  the  Hand 

30th  & Red  River,  Austin,  Texas  78704 
24  HR#  512  474-HAND 


TMA  Physician  Placement  Service 

. . . Another  service  of  your  association 


TMA  Practice  Management  Workshops 

. . . Another  service  of  your  association 


WILLIAM  J.  VAN  WYK,  MD,  PA 

' Surgery  of  the  Hand 

603  West  Terrell,  Fort  Worth,  Texas  76104 
Telephone  817  077-3113 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 


Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Computerized  Tomography 


i PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

, Surgery  of  the  Shoulder,  Elbow  & Hand 
! Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3800  Gaston  Aye.,  Suite  303,  Dallas,  Texas  75246; 
214  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  8116,  Dallas,  Texas 
75230;  214  661-7010 


lohn  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  MD,  Neurology  and  Electroencephalography 

Murchison  Medical  Bldg.,  Suite  307 
1810  Murchison  Driye,  El  Paso,  Texas  79902 
Telephone  915  532-8901 


WEST  HOUSTON  HAND  CENTER,  PA 

Neal  R.  Reisman,  MD,  FACS 

Diplomate  American  Board  Surgery 

Diplomate  American  Board  Plastic  Surgery 

Member  American  Society  Surgery  of  the  Hand 

7515  S.  Main,  Suite  500.  Houston  77030;  713  795-5353 

12121  Richmond.  Suite  211,  Houston  77082;  713  558-5353 

7777  S.W.  Freeway,  Suite  224,  Houston  77074;  713  774-5353 


NEUROLOGICAL  SURGERY 


NEUROLOGY 


DIAGNOSTIC  AFFILIATES 

900  South  Loop  West,  #100 
Houston,  Texas  77054 

Electroencephalography 

EEC  service  via  telephone  transmission  to 

hospitals,  clinics  and  private  offices. 

Meyer  L.  Proler,  MD 

Director:  713  747-0661 


DRS.  LONG,  SCOTT  & COON 
NEUROSURGERY  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 
R.  Cordon  Long,  MD,  FACS 
Bennie  B.  Scott,  MD,  FACS 
I John  V.  Coon,  MD,  FACS 

I Dinlomates  American  Board  of  Neurological  Surgery 
1 Baylor  Medical  Plaza,  605  Barnett  Tower,  3600  Caston  Avenue, 

I Dallas,  Texas  75246;  Telephone  214  826-7060 

DOCTORS  SMITH,  WHEELER  AND  PARKER,  PA 

j Ronald  Smith,  MD,  Retired 
I Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 
David  Allen  Cech,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
, Telephone  817  336-0551 


NUCLEAR  MEDICINE 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 


DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 

I 

I Charles  W.  Simpson,  MD  Richard  H.  Jackson,  MD 

I Morris  Sanders,  MD  Mark  J.  Cwikla,  MD 

I W.  Robert  Hudgins,  MD  Casey  E.  Patterson,  MD  (Retired) 

' 5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg.,  Suite  620, 

Dallas,  Texas  75235;  214  637-0420 

8210  Walnut  Hill  Lane,  Presbyterian  Professional  Bldg.,  Suite  905; 

Dallas,  Texas  75231;  214  369-7596 

1302  Lane  St.,  Copper  Tree  Medical  Center,  Suite  300, 

Irving,  Texas  75062;  214  259-4768 


Herbert  C.  Allen.  Jr.,  MD.  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 

HERBERT  C.  ALLEN,  MD,  FACNM 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 

ONCOLOGY 


, JACK  E.  McCALLUM,  MD,  PA 
I PHILIP  C.  BECHTEL,  MD,  PA 
; WARREN  D.  WILSON,  MD,  PA 

I Diplomates  of  the  American  Board  of  Neurological  Surgery 
I 1522  Cooper,  Fort  Worth,  Texas  76104;  817  336-1300 


TMA  Physician  Health  and  Rehabilitation 


HEMATOLOGY-ONCOLOGY  ASSOCIATES  OF 
HOUSTON,  PA 

Cary  B.  Fleishman,  MD 
)oel  W.  Abramowitz,  MD,  PhD 

Diplomates  of  the  American  Boards  of  Internal  Medicine  & Medical  Oncology 
Diplomate  of  the  American  Board  of  Hematology  (JWA) 

909  Frostwood,  Suite  120,  Houston,  TX  77024;  713  467-1630 
6565  DeMoss,  Suite  211,  Houston,  TX  77074;  713  270-1188 


TMA  Action  monthly  newsletter 


Hotline— 512  477-5575 
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OPHTHALMOLOGY 


1 EXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Gary  Edd  Fish,  MD 

William  B.  Snyder,  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F.  Jost,  MD 

Dwain  C.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Ave.,  Dallas,  Texas  75231;  214  692-6941  or  800  872-2020 
3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


TEXAS  EYE  INSTITUTE 

Diseases  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD  William  Decker,  MD 

Alan  C.  Baum,  MD  Cynette  C.  Master,  MD 

R.  Edwin  Pitts,  MD 

7777  Southwest  Freeway,  Suite  916,  Houston  77074;  713  777-7145 
7647  Bellfort,  Suite  One,  Houston  77061;  713  644-2747 
1111  Hwy.  6,  Suite  26,  Sugarland  77478;  713  242-8841 
12121  Richmond  Ave.,  Suite  317,  Houston  77082;  713  556-5757 


STUART  A.  TERRY,  MD 


Sub-Specialty  Glaucoma 

M&S  Tower,  Suite  401,  730  N.  Main, 

San  Antonio,  Texas  78205;  512  226-5191 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomale  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


OPHTHALMOLOGY  ASSOCIATES 

JOE  L.  BUSSEY,  MD — Cataract  and  Lens  Implant  Surgery 
RUFUS  A.  ROBERTS,  MD — Diseases  and  Surgery  of  the  Retina 
Cataract  and  Lens  Implant  Surgery 

THOMAS  H.  SMITH,  MD — Ophthalmic  Plastic  and  Reconstructive  Surgery 
DAN  E.  BRUHL,  MD — Cataract  and  Lens  Implant  Surgery 
JOHN  W.  ZERDECKI,  MD — Cataract  and  Lens  implant  Surgery 
Refractive  Surgery 

DORIS  E.  JENSEN,  MD — Medical  Ophthalmology 

DAVID  HENDRICKS,  MD — Medical  and  Surgical  Ophthalmology 

JAMES  A.  SAVAGE,  MD — Glaucoma  Consultation  and  Surgery 

308  S.  Henderson,  Fort  Worth,  Texas  76104 
1-800-6-SICHT,  817  355-5435,  appointments  817  335-6070 
se  habla  espanol 


HOUSTON  EYE  ASSOCIATES 

Charles  E.  Russo,  MD,  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  EH.  Stewart,  MD,  FACS 
Robert  B.  Wilkins,  MD,  FACS 
Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 
Paul  C.  Salmonsen,  MD,  FACS 
Richard  L.  Kimbrough,  MD,  FACS 
Jeffrey  B.  Arnoult,  MD 
Louise  Cooley  Kaldis,  MD 
William  H.  Quayle,  MD 
Sylvan  Brandon,  MD,  FACS,  FICS 

Richard  S.  Ruiz,  MD,  FACS 
Charles  A.  Carcia,  MD,  FACS 
Jack  T.  Holladay,  MD,  FACS 
Rosa  A.  Tang,  MD 

Houston  Eye  Associates  Building,  2855  Cramercy,  Houston,  Texas 
77025;  713  668-6828 

South  Pennzoil  Tower,  711  Louisiana,  Houston,  Texas  77002; 

713  224-4433 

Fountain  View  Medical  Plaza,  1622  Fountain  View,  Houston,  Texas 
77057;  713  782-4406 

Hermann  Eye  Center,  1203  Ross  Sterling,  Houston,  Texas  77030; 
713  797-1777 


ORTHOPEDIC  SURGERY 


EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 


L.  Ray  Lawson,  MD  William  A.  Bruck,  MD 

Robert  D.  Vandermeer,  MD  W.  Z.  Burkhead,  Jr.,  MD 

Wynne  M.  Snoots,  MD  Richard  D.  Shubert,  MD 

R.  Stephen  Curtis,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204;  214  521-2191 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 
Van  W.  Teeters,  MD 
Ronan  E.  O'Malley,  MD 

Limited  to  Retina  and  Vitreous 

1200  Binz,  Suite  400,  Houston,  Texas  77004; 
1-800-833-5921  or  713  524-1111 


HAROLD  GRANEK,  MD 


Diseases  and  Surgery  of  the  Retina  and  Vitreous 


1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817  335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Caines,  MD 
Steven  J.  Mackey,  MD,  PA 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 
Mervyn  B.  Fouse,  MD 
John  H.  Judd,  Jr,  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

Diplomates  American  Board  of  Orthopedic  Surgery 
1701  Pine  Street,  Abilene,  Texas  79601 


PEDIATRIC  OPHTHALMOLOGY  OF  HOUSTON 

Monte  I.  Stavis,  MD 

Pediatric  ophthalmology  and  adult  strabismus 

7500  Beechnut,  Suite  130,  Houston,  Texas  77074 
713  270-4500 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DDS,  MD 
Robert  A.  Peinert,  Jr,  MD 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


TMA  Physician  Membership  Directory  TMA  Physicians  Benevolent  Fund 

. . . Another  service  of  your  association  . . . Another  service  of  your  association 


Texas  Medicine 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  )r,  MD 

E.  E.  Rising,  jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
iDiplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

(john  B.  Gunn,  MD  lames  M.  Lancaster,  MD 

, Huntly  C.  Chapman,  MD  james  W.  Brodsky,  MD 

■ Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

)3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
I Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

I Dallas,  Texas  75230;  214  661-7010 


'ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 

Surgery  & Diseases  of  the  Foot  and  Ankle 

[ 

i Charles  E.  Graham,  MD 

;8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin,  MD 

|6161  Harry  Hines,  Suite  220,  Dallas  75235;  214  630-8646 


C.  S.  GILL,  MD,  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 


3601  22nd  Place,  Lubbock,  Texas  79410 
[Telephone  806  797-9119 


ORTHOPAEDIC  SURGERY  ASSOCIATES  OF 
SAN  ANTONIO,  PA 

Ralph  J.  Curtis,  MD 
Jesse  C.  DeLee,  MD 
John  A.  Evans,  MD 

Athletic  Medicine,  Reconstructive  and  Traumatic 
Surgery  of  the  Shoulder  and  Elbow,  Hip,  Knee  and  Foot 

414  Navarro,  Suite  1128,  San  Antonio,  Texas  78205;  512  225-6045 
I 7711  Louis  Pasteur,  Suite  209,  San  Antonio,  Texas  78229;  512  697-9888 

OTOLARYNGOLOGY 


Drs.  Morton,  Blumenfeld  & Charbonneau,  PA 

ENT,  ENT  Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton,  Jr,  MD,  FACS 

Ronald  J.  Blumenfeld,  MD,  FACS 

Paul  A.  Charbonneau,  MD,  FACS 

Diplomates,  American  Board  of  Otolaryngology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 

10470  Vista  del  sol.  Suite  110,  El  Paso,  Texas  79925;  915  592-8666 


PATHOLOGY 


FORT  WORTH  MEDICAL  LABORATORIES 

Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylyania  Ayenue,  Fort  Worth,  Texas  76104 
Mailing  address;  P.O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


J.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES, 
INC. 

J.  S.  Wilkenfeld,  MD 

Diplomate  of  the  American  Board  of  Pathology 
Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008,  Houston,  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


AUSTIN  PATHOLOGY  ASSOCIATES 
MEDICAL  PARKWAY  CLINICAL  LABORATORY 

Anatomic  and  Clinical  Pathology,  Electron  Microscopy, 
Cytology  and  Dermatopathology 

Computerized  Results  Reporting  With  Telecommunications  Available 

A.  Q.  Da  Silva,  MD  Paul  A,  LeBourgeois,  MD 

Donald  A.  Parsons,  MD  Phillip  C.  Collins,  MD 

William  J.  Reitmeyer,  MD  David  R.  Ralph,  MD 

RENAL  PATHOLOGY;  Gerald  A.  Beathard,  MD 
Main  Lab:  711  W.  38th  Street — Suite  C-11,  Austin,  Texas  78705 
Mailino  Address:  P.O.  Box  9806,  Austin,  Texas  78766-0806 
Telephone:  512  452-2529 

Specimens;  Mail  to  Main  Lab 
Office  Pickup  Service  in  Austin  Area 


PHYSICAL  MEDICINE  & REHABILITATION 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Eacilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Tnerapy,  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper,  Administrator 
Larry  E.  Browne,  MD,  Medical  Director 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


TMA  HealthWise  Series 


PLASTIC  SURGERY 


Thomas  D.  Cronin,  MD,  FACS  Laurence  E.  Wolf,  MD,  FACS 

Raymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen,  MD,  FACS 

Thomas  M.  Biggs,  MD,  FACS  Ernest  D.  Cronin,  MD,  FACS 

. . . Another  service  of  your  association 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Eannin  St.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 


TMA  1986/1987  Calendar  of  Events 

Interim  Meeting  House  of  Delegates,  Austin,  November  21-22 
Winter  Conference,  Austin,  February  6 
Annual  Session,  Houston,  May  13-17 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS 
Jonathan  J.  Dora,  MD,  FACS 
David  J.  Katrana,  DDS,  MD,  FACS 
James  B.  Stafford,  IV,  MD 
David  A.  Lee,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  713  795-5575 


Representing  TMA's  legislative  views 
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FORT  WORTH  PLASTIC  SURGERY  CLINIC 

David  A.  Grant,  MD,  FACS 

Diplomale  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  and  Reconstructive  Plastic  Surgery 
Raymond  A.  Faires,  MD 
Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Larry  E.  Reaves,  MD 

Diplomate  American  Board  of  Surgery 

Plastic  and  Reconstructive  Surgery 
Hand  and  Micro  Surgery 

606  Medical  Plaza  Building 

800  Eighth  Avenue,  Fort  Worth,  Texas  76104 

817  335-4752  817  332-9441  817  335-4755 

VALENTIN  GRACIA,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Burns 


1001  W.  Rosedale,  P O.  Box  2476,  Fort  Worth,  Texas  76113;  817  336-0446 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  512  454-7659 


ROBERT  M.  WRIGHT,  JR,  MD 
VALERIE  WRIGHT,  MD 

Plastic,  Reconstructive,  Hand 

and  Microvascular  Surgery 

1700  Providence  Drive,  Waco,  Texas  76707 
Telephone  817  756-0111 


ROGER  D.  HARMAN,  MD 

Aesthetic,  Plastic  and  Reconstructive  Surgery 
Hand  and  Microsurgery 

747  Eighth  Avenue,  Fort  Worth,  Texas  76104 
817  335-4044 


COSMETIC  AND  RECONSTRUCTIVE 
PLASTIC  SURGERY  SPECIALISTS  PA 

Neal  R.  Reisman,  MD,  FACS  Mark  D.  Gilliland,  MD 

Diplomate  American  Board  Surgery 

Diplomate  American  Board  Plastic  Surgery 

American  Society  Plastic  and  Reconstructive  Surgery 

American  Society  Surgery  of  the  Hand 

7515  S.  Main,  Suite  500,  Houston  77030;  713  795-5353 

12121  Richmond,  Suite  211,  Houston  77082;  713  558-5353 

7777  S.W.  Freeway,  Suite  224,  Houston  77074;  713  774-5353 


PSYCHSATRY 


GONZALO  A.  AILLON,  MD 

Psychiatry-Bilingual 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  Office  512  696-2390;  Medical  Exchange  512  227-6331 


3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75211;  214  296-6241 


RICHARD  G.  JAECKLE,  MD 

Psychiatry 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler,  Texas  75705;  214  593-8296 


JAMES  L.  MOORE,  MD,  FACS,  PA 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1200  Binz,  Suite  730 

Houston,  Texas  77004;  713  526-6161 


PLASTIC  SURGERY  CLINIC  OF  AUSTIN 

Robert  A.  Ersek,  MD 

Diplomate  of  American  Board  of  Plastic  Surgery 

Jacinto  Zambrano,  MD 

Aesthetics,  Plastic,  Reconstructive, 

Suction  Lipectomy,  and  Hand  Surgery 
30th  & Red  River,  Austin,  Texas  78705 
24  HR#  512  479-6805  & 512  474-HAND 


Diplomate,  American  Board  Psychiatry  & Neurology,  Child  Psychiatry 
Diplomate,  American  Board  Psychiatry  & Neurology,  Psychiatry 

Presbyterian  Professional  Building  II,  Suite  404, 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  696-0964 


C.  MARSHALL  BRADSHAW,  MD,  PA 

Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Child, 

Adolescent  and  Adult  Psychiatry 


Jerry  M.  Lewis,  MD 
Doyle  I.  Carson,  MD 
Keith  H.  Johansen,  MD 
James  K.  Peden,  MD 
Charles  G.  Markward,  MD 
Byron  L.  Howard,  MD 
Roy  H.  Fanoni,  MD 
Mark  P.  Unterberg,  MD 
John  G.  Looney,  MD 
Kathleen  B.  Erdman,  MD 
Don  C.  Payne,  MD 
Mark  J.  Blotcky,  MD 
L.  Dwight  Holden,  MD 


Paul  M.  Hamilton,  MD 
Jerry  M.  Lewis,  III,  MD 
Tom  G.  Campbell,  MD 
Jeffrey  Glass,  MD 
Grover  M.  Lawlis,  MD 
Conway  McDanald,  MD 
Cary  L.  Malone,  MD 
Edgar  P.  Nace,  MD 
Ernest  N.  Brownlee,  MD 
Michael  Madigan,  MD 
Perry  Talkington,  MD 
Joseph  D.  Caspar!,  MD 


The  Burn  Care  Associates  has  been  organized  to  provide  care  for  burned 
patients.  Care  for  every  phase  of  burn  trauma  will  be  provided  from 
resuscitation  to  late  rehabilitation. 

John  E.  Carter,  MD  David  Mclnnis,  MD 

Lebaron  W.  Dennis.  MD  Donald  Novick,  MD 

Michael  M.  Duffy,  MD  Millie  Smith,  Coordinator 

)oe  Ford,  MD 

BURN  CARE  ASSOCIATES 

302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 


4600  Samuell  Blvd.,  Dallas,  Texas  75228 
214  381-7181 


TMA  Postgraduate  Courses 

. . . Another  service  of  your  association 


Texas  Medicine 


DALLAS  PSYCHIATRIC  ASSOCIATES 

\ Parinership 

Telephone  214  247-1  150  Answered  24  Hours 

Inpatient  and  Outpatient  Services  for 
^dult,  Adolescent,  and  Child  Psychiatry 


RHEUMATOLOGY 


DON  E.  CHEATUM,  MD,  FACP,  ECCP 

Diplomale  American  Boards  of  Internal  Medicine  and  Rheumatoloj-y 


Inpatient  and  Outpatient  Services  for 
freatment  of  Alcoholism  and  Drug  Abuse 


Larrie  VV.  Arnold,  MD 
Cary  L.  Etter,  MD 
Ronald  Fieischmann,  MD 
Bradford  M.  Goff,  MD 
Fred  L.  Griffin,  MD 
R.  Sanford  Kiser,  MD 
Grover  Lawlis,  MD 


Art  Mirzatuny,  MD 
John  L.  Peake,  MD 
William  M.  Pederson,  MD 
Leslie  H.  Secrest,  MD 
Angela  M.  Wood,  MD 
John  M.  Zimburean,  MD 


Brookhaven  Psychiatric  Pavilion,  LBJ  at  Webbs  Chapel 
10  Medical  Parkway,  Suite  304,  Dallas,  Texas  75234 


Medical  City  Dallas,  7777  Forest  Lane,  Suite  B411, 
Dallas,  Texas  75230 


Trinity  Professional  Plaza,  4333  N.  Josey  Lane,  Suite  307, 
Carrollton,  Texas  75010 


PULMONARY  DISEASES 


lohn  R.  Burk,  MD,  FACP  David  R.  Stoop,  MD,  FACP,  FCCP 

Mitchell  C.  Kuppinger,  MD,  FCCP  W.  Steven  Trombold,  MD,  FCCP 
David  M.  Webb,  MD,  FCCP  David  H.  Plump,  MD,  FCCP 

R,  L.  "Lin"  Cash,  Jr,  MD 

Diplomates  of  American  Board  of  Internal  Medicine 

PULMONARY  CONSULTANTS  OF  TEXAS,  PA 


Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


THORACIC  SURGERY 


ALLAN  L.  GRAHAM,  MD,  FACS* 

KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L SHEPHERD,  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 
•Also  certificate  of  special  qualification  in  general  vascular  surgery, 
American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 

Cardiac,  Thoracic  and  Vascular  Surgery 

Bavlor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  By  Appointment 

REGIONAL  CARDIOVASCULAR  CENTER 


Physiology,  Diagnosis  Therapy,  Bronchoscopy, 
Pulmonary  Function,  Intensive  Care,  Endobronchoscopic 
Laser,  Pulmonary  Rehabilitation, 

Sleep  Apnea 
Reactive  Airway  Disease 

1307  Eighth  Avenue,  Suite  201,  Fort  Worth,  Texas  76104;  817  926-0242 

911-C  Medical  Centre  Dr.,  Arlington,  Texas  76012; 

817  461-0201  (Metro) 


Cardiac,  Vascular  and  Thoracic  Surgery 

Mario  O.  Kapusta,  MD 

Phillip  R.  Adams,  MD 

925  E.  Dawson,  Tyler,  Texas  75701 
214  593-9022 


UROLOGY 


RADIOLOGY 


THERAPEUTIC  RADIOLOGY  AT 
MEMORIAL  HOSPITAL 

Radiotherapy  Department 
7600  Beechnut 
Houston,  Texas  77074 

713  776-5622  Day  Phone 

713  776-5170  Night  and  Weekends 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 
External  or  Internal  Irradiation 
Inpatient  and  Outpatient  Services 


ELGIN  W.  WARE,  JR,  MD 
GEORGE  E.  HURT,  JR,  MD 
L.  MICHAEL  GOLDSTEIN,  MD 
STEVE  M.  FROST,  MD 
Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Dolphus  E.  Compere,  MD  Ira  N.  Hollander,  MD 

Grant  F.  Begley,  MD  J.  Daniel  Johnson,  MD 

Hugh  Lamensdorf,  MD  A.  E.  Thurman,  MD 

Diplomates  of  American  Board  of  Urology 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


EUGENE  R.  TODD,  MD,  PA 

Diplomale  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 
3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Wadley  Tower,  Suite  755,  Dallas,  Texas  75246 
214  826-3500 


TMA  Memorial  Library 


Representing  the  Profession 


. . . Another  service  of  your  association 


. . . Another  service  of  your  association 
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DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD,  PA 
Donald  |.  Logan,  MD,  PA 
Donald  L.  McKay,  MD,  PA 
Cl'iistopher  D.  Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


KIRBY  B.  TARRY,  MD,  FACS 

Diplomate,  American  Board  of  Urology 

Adult  and  Pediatric  Urology 
Impotence  with  Prosthesis-Vasovasostomy 

1405  West  Illinois,  Midland,  Texas  79701 
915  687-4553 


SOUTHWEST  UROLOGY  ASSOCIATES 

Adult  and  Pediatric  Urology 

Ted  Boone,  MD  Wm.  A.  Freeborn,  MD 

Warren  M.  Greene,  MD  H.  Pat  Hezmall,  MD 

James  T.  Coggins,  MD  Kenneth  I.  Licker,  MD 

Diplomates  of  American  Board  of  Urology 
221  W.  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 
3450  W.  Wheatland  Road,  #60,  Dallas,  Texas  75211 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $32.00  per  column  inch  per  month  and  listings  must 
run  for  a minimum  of  six  months.  A discount  of  5%  is  allowed 
for  six  months'  advance  payment.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
Deadline  is  the  5th  of  the  month  preceding  publication  month. 


In  ten  years,  you  could  be  paying  far  more  for  professional 
liability  insurance  than  you  now  make  in  a year  of  practice. 
The  American  Medical  Association  is  fighting  to  keep  lia- 
bility costs  under  control:  reviewing  tort  reform,  working 
with  national  policymakers,  promoting  state  coalitions  to  ad- 
dress the  issue,  distributing  patient  information  material,  and 
informing  physicians  on  how  to  avoid  lawsuits. 

Do  you  want  something  done  about  professional  liability? 
Join  the  AMA. 

For  information,  call  toll-free  800/621-8335 
(in  Illinois,  call  collect  312/645-4783),  or  write: 

The  American  Medical  Association 

Division  of  Membership  535  North  Dearborn  Chicago,  Illinois  60610 

14-065 


Sfarlite  Village 
Hospital 

Center  Point,  Texas 

Ph.  634-2212 
634-2213 

A specialized  hospital  dedicated  to  the 

physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  Annabelle  Lindner 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH:  ACCREDITED 
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Classified  Advertising 


OPPORTUNITIES  AVAILABLE 


Academic/ Government 

Physician  Consultant — Texas  Department  ot  Human 
Services.  I he  Texas  Department  of  Human  Services 
has  an  immediate  opening  tor  a Physician  Consul- 
tant. Duties  include  analysing  proposed  medical  and 
social  programs  from  a meciical  perspective,  devis- 
ing plans  for  the  delivery  of  medical  and  social 
programs,  participation  in  development  of  medical 
policy,  consultalion  on  level  of  care  and  disability 
determinations,  as  well  as  medical  consultant  to 
various  social  programs.  Other  duties  include  rep- 
resenting the  agency  as  medical  liaison  with  various 
committees,  councils,  and  provider  organizations. 
Salary  range  $44,1 00-$60, 000.  Minimum  qualifica- 
tions are  doctor  of  medicine  degree  from  an  ac- 
credited college  of  medicine  and  five  years  of  pro- 
fessional clinical  practice.  The  successful  applicant 
must  be  a member  of  or  join  the  Texas  Medical 
Association  and/or  the  appropriate  county  medical 
society  within  six  months  ot  employment.  Send 
curriculum  vitae  to  H.  H.  Connor,  MD,  Deputy 
Commissioner  for  Health  Care  Services,  Texas  De- 
partment of  Human  Services,  P.O.  Box  2960,  Mail 
Code  600-W,  Austin,  Texas  78769,  or  call  512  450- 
3050.  An  equal  opportunity  employer. 

Internist,  BC/BE — San  Antonio  State  Chest  Hospital 
needs  internist  for  hospital-based  practice.  Broad 
spectrum  of  cases,  special  emphasis  on  pulmonary 
diseases.  Spanish  speaking  preferred,  not  essential. 
Regular  hours.  Liberal  State  benefits  including  re- 
tirement. Paid  malpractice.  Equal  opportunity  em- 
ployer. Apply  SASCH.  P.O.  Box  534-8857,  ext.  208. 

Instructor  in  Medicine — Participate  in  outpatient 
and  inpatient  care;  participate  in  clinical  research 
programs  and  clinical  trials;  participate  in  teaching 
of  medical  students,  housestaff  and  postdoctoral 
fellows;  perform  and  interpret  two  dimensional  and 
Doppler  echocardiography.  Requirements;  MD  de- 
gree or  equivalent,  Texas  medical  license,  board 
certified  in  internal  medicine,  residency  training  m 
internal  medicine  (three  years),  cardiology  fellow- 
ship training  (minimum  two  years),  experience  in 
all  areas  of  invasive  and  noninvasive  cardiology 
with  particular  emphasis  on  two  dimensional  and 
Doppler  echocardiography  {one  year).  60  hrs/week, 
$50,000/vr.  Send  resumes  to  Robert  Roberts,  MD, 
Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  Texas  77030,  713  790-3064.  Ad  paid  by 
an  equal  opportunity  employer. 

Faculty  Associate — Biomedical  faculty  associate. 

Study  molecular  aspects  of  Salmonella  and  Aero- 
monas  toxin  synthesis,  including  gene  mapping 
using  molecular  hybridization  techniques,  gene 
amplification,  gene  transfer,  cloning  and  sequenc- 
ing. Perform  biological,  biochemical,  and  immuno- 
logical studies  on  bacterial  toxins.  PhD  degree, 
microbiology.  Laboratory  experience,  microbiology, 
biochemistry,  and  molecular  biology,  plus  at  least 
three  years  postdoctoral  experience  in  the  following 
areas:  recombinant  DNA  techniques,  bacterial 

toxinology,  protein  chemistry  and  bacterial  patho- 
genic mechanisms.  Experience  in  working  with 
tissue  cultures  and  the  preparation  of  polyclonal 
and  monoclonal  antibodies  will  be  preferred.  Must 
be  an  independent  researcher.  Salary  $24,000  per 
vear.  Apply  at  the  Texas  Employment  Commission, 
Galveston,  Texas,  or  send  resume  to  Texas  Employ- 
ment Commission,  TEC  Building,  Austin,  Texas 
78778.  )0  #4500161.  Ad  paid  by  an  equal  employ- 
ment opportunity  employer. 


Anesthesiology 

Anesthesiologist  needed  to  join  21  physician  multi- 
specialty  group.  Will  be  in  charge  of  clinic's  soon 
to  open  Same-Day-Surgery  Center.  Send  CV  to 
Tammy  Stripling,  Malone  and  Hogan  Clinic,  1501 
W.  11th  Place,  Big  Spring,  Texas  79720. 


Emergency  Medicine 

Needed:  Emergency  physicians,  North  Central  Texas 
area,  full  and  part-time.  For  an  application  call 
817  336-8600  or  write  Emergency  Medicine  Con- 
sultants, PA,  1533  Merrimac  Circle,  Suite  202,  Fort 
Worth,  Texas  76107. 

Emergency  Physician — Local  Houston  ER  group 
needs  experienced  ER  physician.  Fee-for-service 
with  guarantee.  Contact  Greater  Houston  Emergency 
Physicians  Associates,  P O.  Box  7445,  Houston, 
Texas  77248;  713  861-7942. 

Texas:  Dallas-Fort  Worth  & East  Texas.  Full-time 
positions  available  at  several  hospitals  in  the  Dallas- 
Volittyw  H2  Norefuht'r  79^6 


Fort  Worth  and  East  Texas  areas,  with  extremely 
attractive  fee-for-service  compensation  and  hourly 
guarantees.  Compensation  ranges  from  $65,000  to 
$105,000  annually.  Very  desirable  geographic  loca- 
tions include  Tyler,  Longview,  Greenville  and 
Marshall.  Texas.  Association  with  a strong  physician- 
oriented  group  provides  attractive  professional  op- 
portunities for  emergency  physicians.  Positions  are 
also  available  for  primary  care  physicians  in  clinic 
settings.  Contact  Brenda  lancaster.  Vice  President, 
Professional  Services,  EmCare,  Inc.,  3310  Lise  Oak, 
Suite  400,  Dallas,  Texas  75204,  or  call  toll  free 
1-800-527-2145. 

Texas:  Emergency  department  locum  tenens  and 

weekend  coverage  available  in  various  locations. 
Competitive  hourly  rale  includes  malpractice  in- 
surance. Contact;  Emergency  Consultants,  Inc.,  2240 
South  Airport  Road,  Room  29,  Traverse  City, 
Michigan  49684;  1-800-253-1795. 

Needed — Emergency  medicine  physicians  for  full 
and  part-time  positions  at  various  hospitals  in  the 
beautiful  Tennessee  Valley  and  North  Alabama. 
Flexible  schedules,  malpractice  coverage  and  com- 
petitive salary  based  on  emergency  department 
volume.  Send  CV  to  Sue  Kirkland,  PCS,  Inc.,  P.O. 
Box  6,  Huntsville,  Alabama  35804. 

Texas — Full-time  ED  positions  available  in  North 
Texas  area.  Small  group,  flexible  scheduling.  ACLS 
and  US  education  required.  Send  CV  to  Ms.  Neu. 
Numed  Systems,  P.O.  Box  2122,  Denton,  Texas 
76202. 

Emergency  Medicine — Outstanding  opportunities  in 
Texas,  Oklahoma,  and  southwest  Louisiana.  Full  and 
part  time  positions  available  including  some  di- 
rectorships. Professional  liability  insurance  procured 
(on  your  behalf).  Send  CV  to  Harry  Biggs,  Coastal 
Emergency  Services,  Inc.,  1425  Greenway  Dr.,  Suite 
450,  Irving,  Texas  75038  or  call  collect  Monday- 
Friday,  8:30-5:00  at  214  258-5038. 


Family/General  Practice 

Wanted:  Family/general  practitioner  to  locate  in 
northeast  Texas  area.  Group  setting.  Contact  Paul  R. 
Bennett,  300  West  Upshur,  Gladewater,  Texas 
75647;  phone  214  845-2281. 

Family  Practice — Enjoy  freedom,  excellent  income, 
paid  malpiactice,  travel,  and  housing.  Join  the  PRN 
staff  as  an  independent  contractor  providing  tempo- 
rary practice  coverage  for  our  colleagues.  Assign- 
ments from  one  week  to  several  months.  Contact 
PRN  (Physician's  Relief  Network),  1000  North  Wal- 
nut, Suite  A,  New  Braunfels,  Texas  78130;  1-800- 
531-1122. 

Busy  doctor  and  treatment  center  in  Southeast 
Texas  requires  assistant  and  eventual  partner.  GP 
willing  to  deliver  is  preferred  but  not  necessary. 
$100,000  plus  per  year  is  assured.  Apply  to  Dr. 
loseph  S.  Vadas,  Groves  Diagnostic  and  Treatment 
Center,  P.O.  Box  1332,  Groves,  Texas  77619. 

Family/general  practitioners  needed  to  become 
associated  with  our  rural  hospitals  located  in  or 
near  scenic  Texas  Hill  Country.  Independent  fee- 
for-service  practices  with  financial  guarantees.  Hos- 
pitals are  owned  by  HealthStar  Corporation. 
HealthStar  operates  five  rural  hospitals  in  Texas. 
Please  send  CV  or  call;  Physician  Relations, 
HealthStar  Corporation,  3555  Timmons  Lane,  Suite 
700,  Houston,  Texas  77027;  713  627-2145. 

Family/General  Practice — Immediate  opportunity 
for  board  certified  FP  in  growing  rural  community 
near  Austin.  Call  coverage  available  from  two 
other  BE/BC  physicians.  Competitive  incentive 
package  including  income  guarantee  and  rent-free 
office  space  adjacent  to  hospital.  Reply,  in  con- 
fidence, to:  Physician  Resource  Network,  P.O.  Box 
37102,  Fort  Worth,  Texas  76117;  or  call  817  595- 
1128. 

Physicians  wanted  for  busy  Central  Texas  general 
practice.  Opportunity  for  partnership.  Three  person 
clinic.  New  40-bed  hospital.  Clinic  and  hospital 
practice.  No  obstetrics.  Good  income.  Close  to 
Houston,  Austin  and  San  Antonio.  Please  reply  to 
Ad-635,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 

Family  Physician  Needed  ASAP — Small  town,  Austin/ 
Temple  area.  Opportunity  is  very  attractive.  Office 
and  staff  are  provided.  Will  accept  physician  just 
completing  residency  if  American  trained.  Resume 
required.  Generous  guarantee.  Fee  paid.  Contact 
L.  Frederick,  Personnel  Selection  Service,  215  Dal- 
ton Dr.,  #B,  DeSoto,  Texas  75115;  214  223-2725  or 
224-7762. 

Expanding  21  physician  multispecialty  group  has 

two  openings:  Pediatrician  and  Active  Family  Prac- 
titioner. High  beginning  guaranteed  salaries  in 


addition  to  benefits  with  no  first  year  expenses. 
Send  CV  to  Tammy  Stripling,  Malone  and  Hogan 
Clinic,  1501  W lllh  Place,  Big  Spring,  Texas  79720. 

Wanted — Energetic  family  practice  physician  Texas 
Gulf  Coast.  Office  space  available  in  medical  build- 
ing. May  supplement  income  in  occupational  clinic 
(same  building)  if  desired.  Trade  area  18,000  to 
20,000,  50  miles  from  Houston  and  Galveston,  ad- 
jacent to  several  chemical  complexes.  New  165 
bed  hospital  within  12  miles.  Guarantee  $50,000/ 
yr.  Available  now.  Contact  Mary  Landry,  Industrial 
Medical  Clinic,  Brazosport  Savings  Center,  Freeport, 
Texas  77541;  409  233-6571. 

Family  Physician — Young,  board  certified  family 
physicians  seek  associate  for  fee-for-service  group 
practice  in  central  Texas  community  of  5,600.  Ex- 
cellent schools,  organized  sports,  strong  industry. 
Reasonable  access  to  Austin,  Bryan/College  Station. 
Competitive  incentive  package.  Send  CV  in  confi- 
dence to:  Physician  Resource  Network,  P.O.  Box 
37102,  Fort  Worth,  Texas  76117;  817  595-1128. 

Family  practice  physician  needed  in  picturesque 
rural  town  40  miles  west  of  Houston.  Office  pro- 
vided. Excellent  guarantee.  Established  practice. 
Contact;  Terry  Fontenot,  Administrator,  Brazos 
Valley  Hospital,  P.O.  Box  1209,  526  Ward  Street, 
Sealy,  Texas  77474;  409  885-4181. 


Internal  Medicine 

General  internist  wanted  to  join  busy  North  Dallas- 
Richardson  practice.  Associate  retiring.  Excellent  op- 
portunity for  a well  qualified  internist  with  a desire 
for  long  term  commitment.  If  you  would  like  to 
become  a respected  member  of  this  community, 
send  your  CV  to  George  M.  Markus,  MD,  2175 
Promenade  Center,  Richardson,  Texas  75080;  tele- 
phone 214  235-2304. 

Internist/Infectious  disease  physician  needed  to 

work  for  another  physician  to  diagnose,  treat,  and 
manage  injuries  of  human  internal  organ  systems 
with  special  emphasis  in  clinical  competence  of  in- 
fectious diseases,  both  inpatient  and  outpatient 
basis.  Examines  patients  for  symptoms  of  organic  oi 
congenital  disorders  and  determines  nature  and  ex- 
tent of  injury  and  prescribes  medication  and  when 
necessary,  refers  to  other  specialists.  Salary  $55,000 
per  year.  Must  be  board  certified  in  internal  medi- 
cine, board  eligible  in  infectious  diseases  and  have 
two  years  experience  in  infectious  diseases.  Apply 
at  the  Texas  Employment  Commission,  McAllen, 
Texas,  or  send  resume  to  Texas  Employment  Com- 
mission, TEC  Building,  Austin,  Texas  78778,  JO 
#4274628.  Ad  paid  by  equal  employment  oppor- 
tunity employer. 


Internist 

BC/BE,  US  trained— Needed  to 
join  three  physician  practice. 
Excellent  salary,  plus  full  benefits. 

Full  partnership  available. 
Starting  salary  $8000  per  month. 
Located  one  hour  from  Memphis, 
Tennessee  on  1-55.  Send  CV  to; 
Merrill  J.  Osborne,  MD 
Tenth  and  Highland 
Blytheville,  Arkansas  72315 
501/762-5360 


Obstetrics/ Gynecology 

Obstetrics /Gynecology — Immediate  opportunity  for 

BE/BC  OBC.  Lucrative  fee-for-service  in  non- 
litigious  northeast  Texas  community  with  strong, 
diversified  economy.  Large  service  area  Income 
guarantee  and  competitive  incentive  package.  Exist- 
ing (busy)  American-trained  OBGs  eager  to  assist 
qualified  candidate.  Please  send  CV,  in  confidence, 
to:  OBC,  P.O.  Box  37102,  Fort  Worth,  Texas  76117, 
or  call  817  595-1128. 

Two  OBC  physicians  (BC  or  BE)  to  locate  in  pro- 
gressive community  which  is  made  up  of  agriculture 
and  light  industry.  The  county  has  over  30,000 
people  without  an  OBC  physician  practicing  in  a 


service  area  of  over  60,000.  A modern,  well- 
equipped  JCAH  fuliv  accredited  hospital,  with  a 
new  Doctors  Park  just  opened  next  door.  Located 
at  the  foothills  of  the  Ozark  Mts.,  area  provides 
outstanding  schools,  churches,  hospital,  shopping, 
recreational  opportunities,  and  easy  access  to 
metropolitan  areas.  Will  consider  paying  full  mal- 
practice insurance  premium.  Forward  resume  to: 
Administrator,  Dexter  Memorial  Hospital,  P.O.  Box 
279,  Dexter,  Missouri  63841. 

OBG — Exceptional  opportunity  to  join  solo  OBC. 
North  Texas  city  of  100,000  population.  Salary  lead- 
ing to  full  partnership.  Reply  to  Ad-639,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


Orthopedic  Surgery 

Wanted:  Orthopedic  Surgeon.  Position  available 
with  12-doctor  multispecialty  group  located  in  the 
Medical  Citv  Dallas  complex  in  North  Dallas.  All 
benefits  paid  for  by  the  group,  afternoon  off,  rotat- 
ing call  schedule.  Send  curriculum  vitae  to  Charles 
E.  Allbritton,  Administrator,  7777  Forest  Lane,  Suite 
240,  Dallas,  Texas  75230;  telephone  214  661-7700. 


Pediatrics 

Pediatrician  Wanted — jCAH  accredited  hospital  in 
the  northeast  Texas  area.  Contact  Paul  R.  Bennett, 
300  West  Upshur  Avenue,  Cladewater,  Texas  75647; 
phone  214  845-2281. 

Pediatrician  or  Pediatric  Subspecialist — Excellent  op- 
portunity to  join  well  established  active  practice. 
Spacious  new  office,  laboratory,  x-ray.  Popular  va- 
cation area,  warm  climate,  lakes,  ocean  beaches, 
university,  good  recreational  facilities.  Population 
250,000.  Salary  progressing  to  ownership.  Contact 
Adele  Bromiley,  MD,  Brownsville  Pediatric  Associa- 
tion, 2335  Central  Blvd.,  Brownsville,  Texas  78520; 
512  546-3126  (office),  542-0856  (home). 

Pediatrics — Opportunity  in  growing,  affluent  com- 
munity near  Fort  Worth  for  BE/BC  general  pedi- 
atrician. Work  with  young,  board  certified  OBC 
establishing  new  services.  Generous  incentive  pack- 
age including  income  guarantee.  Compatible  asso- 
ciate to  be  recruited  as  first  pediatrician  desires. 
For  information  without  cost  or  obligation  contact: 
Physician  Resource  Network,  P.O.  Box  37102,  Fort 
Worth,  Texas  76117;  817  595-1128. 

Expanding  21  physician  multispecialty  group  has 
two  openings:  Pediatrician  and  Active  Family  Prac- 
titioner. High  beginning  guaranteed  salaries  in 
addition  to  benefits  with  no  first  year  expenses. 
Send  CV  to  Tammy  Stripling,  Malone  and  Hogan 
Clinic,  1501  W.  11th  Place,  Big  Spring,  Texas  79720. 


Radiology 

Locum  tenens,  diagnostic  radiologist  needed  to 
work  in  Laredo,  Texas.  Contact  C.  Salinas,  MD, 
1616  Logan,  Laredo,  Texas  78040. 

Diagnostic  Radiologist — -Board  certified  or  eligible, 
immediate  opening  for  full  term  or  locum  tenens 
private  practice  position  in  Dallas-Fort  Worth  metro- 
plex  to  aggressive  professional.  There  are  in-patient 
and  out-patient  services.  Must  be  knowledgeable 
in  ultrasound,  special  procedures  and  CT.  Please 
reply  to  Ad-637,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


Other  Opportunities 

Physicians  Wanted — Progressive  hospital  in  East 
Texas.  Contact  Paul  Bennett.  Administrator,  Glade- 
water  Municipal  Hospital.  300  West  Upshur,  Clade- 
water, Texas  75647;  telephone  214  845-2281. 


ATSI  Inc.,  an  established  nationwide  multi- 
specialty  medical  recruiting  firm  in  Austin. 
Texas  is  seeking  Board  certified  and  Board 
eligible  physicians  in  the  following  specialties. 
First  year  guarantees  of  75K  to  120K.  Many 
Texas  opportunities. 

Gastroenterology 
General  Surgery 
Family  Practice 
OB/GYN 

General  Internal  Medicine 
Orthopedic  Surgery 
Pediatrics 

Nationwide  placements,  for  consideration 
send  CV  in  strict  confidence  to  Armando  L, 
Frezza,  Recruitment  Manager,  ATSI  Inc.,  PO 
Box  1387,  Round  Rock,  Texas  78680.  or  call 
512/255-6031 


Immediate  Opening:  Excellent  opportunity  for  a 
specialist  in  FP,  OBC,  IM,  general  surgery  or  in- 
dustrial medicine  to  join  well  established  and 
rapidly  expanding  family  practice  group  in  San 
Antonio.  Our  facility  is  fully  equipped  as  a total 
health  care  center  with  laboratory,  x-ray,  stress 
testing,  holler  monitoring,  and  pulmonary  function 
testing  already  established.  Plans  are  underway  to 
move  to  larger  facility  and  offer  increased  services. 
We  offer  competitive  guaranteed  salary,  corporate 
benefits  with  paid  professional  liability,  administra- 
tive and  support  staff,  affiliation  with  large  com- 
munity hospitals,  and  call  sharing  opportunities. 
Requires  well-rounded  abilities  in  both  an  out- 
patient and  hospital  practice.  Board  certification 
or  eligibility  required.  Dedication  to  high  quality, 
excellent  patient  empathy  and  communicative  skills 
mandatory.  Leadership  skills  and  entrepreneural 
interest  in  practice  desirable.  Tremendous  growth 
potential.  Immediate  opening  due  to  building  ex- 
pansion and  broadening  patient  base.  Send  CV, 
references  to  William  Conzaba,  MD,  PA,  The 
Doctor's  Office,  2101  Lockhill-Selma,  Suite  208, 
San  Antonio,  Texas  78213. 

Are  you  looking  for  a paved  highway  toward 
financial  success — where  you  will  receive  referrals 
from  other  doctors  because  they  are  too  busy  or 
retiring — where  there  is  no  animosity  towards  new 
physicians?  Immediate  openings  for  family  physi- 
cians, OBG,  internists,  pedis,  orthopods,  and 
surgeons  in  smaller  towns  in  Texas.  Contact  Texas 
Doctors  Croup,  702  Colorado,  Suite  102,  Austin, 
Texas  78701;  512  476-7129.  Toll  free  in  Texas 
1-800-331-8472. 

HCA  owns  or  manages  55  hospitals  in  Texas.  Op- 
portunities for  all  non-hospital  based  specialties  in 
both  metropolitan  and  rural  areas.  Send  curriculum 
vitae  to:  Carol  Siemers,  HCA,  P.O.  Box  1575,  Nash- 
ville, Tennessee  37202  or  call  1-800-251-1537. 

The  Medical  and  Surgical  Clinic  of  Sherman,  Texas 
is  currently  expanding  its  multispecialty  group  to 
include  specialists  in  pediatrics,  ophthalmology  and 
otolaryngology.  Interested  parties  please  contact 
Ron  Marshall,  Administrator,  214  893-5138  (collect). 

Positions  Available — Seeking  BC/BE,  OBC,  general 
internist,  HEM/ON,  PS,  endocrinologist  to  join  an 
established  multispecialty  (non-prepaid)  clinic  in 
South  Central  Texas.  Contact  Leroy  W.  Kitch,  Ad- 
ministrator, Skinner  Clinic,  124  Dallas  Street,  San 
Antonio,  Texas  78205. 

Physicians — Have  you  contacted  the  Texas  Medical 
Association  Placement  Service?  We  have  informa- 
tion for  many  specialties  on  practice  opportunities 
throughout  the  state.  Send  inquiries  to  Physicians 
Placement  Service,  Texas  Medical  Association,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701.  Call  512 
477-6704,  ext.  263.  No  charge  to  TMA  members! 

Arizona  based  physician  recruitment  firm  has  op- 
portunities coast  to  coast.  "Professionals  working 
with  professionals."  Over  14  years  experience.  Call 
602  795-7474;  or  send  CV  to:  Mitchell  & Associ- 
ates, Inc.,  2761  N.  Country  Club  Road,  Suite  202, 
Tucson,  Arizona  85716. 

General  and  vascular  surgeon  to  join  well  estab- 
lished active  solo  practice  of  general/vascular 
surgeon  in  city  of  100,000.  Salary  progressing  to 
partnership  and  eventually  to  assumption  of  prac- 
tice. Send  CV  to  Ad-623,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

Expanding  Texas  multispecialty  group — Dallas/Fort 
Worth,  requires  BE/BC  physicians:  internal  medi- 
cine, OBC,  family  practice,  orthopedic  surgery, 
anesthesiology,  general  surgery,  pediatrics,  ENT, 
urology,  cardiology,  dermatology,  psychiatry,  and 
radiology.  Competitive  salary.  Extensive  benefits. 
Direct  inquiry,  CV  to:  Medical  Director,  Permanente 
Medical  Association  of  Texas,  12720  Hillcrest,  Suite 
600,  Dallas,  Texas  75230. 

Private  Practice  Opportunities — Summit  Health 
Ltd-,  a growing  health  care  corporation  is  seeking 
board  certified,  board  eligible  physicians  for  asso- 
ciation with  our  full-service,  jCAH  accredited  hos- 
pitals in  Texas  and  California.  Excellent  private 
practice  opportunities  are  available  in  general  prac- 
tice, OBG,  orthopedic  surgery,  rheumatology,  as 
well  as  other  specialties.  Financial  incentives  in- 
clude income  guarantee,  office  and  staff  support 
and  assistance  in  establishing  your  practice.  Please 
forward  your  curriculum  vitae  to:  Marni  Bragg, 
Physician  Recruiter,  Summit  Health,  1800  Avenue 
of  the  Stars,  Los  Angeles,  California  90067  or  call 
collect  at  213  201-4000. 

Texas  Practices — Small,  medium  sized  cities  and 
city  suburbs.  Most  fields.  We  are  interested  in 
your  wishes.  Please  send  CV  with  preferences  to 
W.  Sanford  Smith,  Professional  Practice  Manage- 
ment, Inc.,  900  Rockmead,  Kingwood,  Texas  77339. 

Texas  Opportunities — $7,500-$10,000  month  guaran- 
tees. Towns  and  cities.  CPs,  DOs,  FPs,  PDs,  CSs 
and  other  specialties.  Contact  Ray  Carter  or  Nancy 
McEntire  at  512  338-0041  or  send  CV  to  Kemper 
Resources,  9442  Capital  of  Texas  Hwy.  North,  Suite 
350,  Austin,  Texas  78759. 

Full  and  part-time  experienced  physicians  for  es- 
tablished and  expanding  family  care  clinic  in  North- 
west Houston.  Excellent  remuneration  and  working 
conditions;  flexible  scheduling.  Contact  Director, 
Medical  Center,  7925  FM  1960  West,  Houston, 
Texas  77070;  713  469-4560. 


Southwest,  individual  private  investor  seeks  pa- 
thologist to  explore  establishing  or  acquiring  clinical 
medical  laboratory.  Send  CV  in  strictest  confidence 
to  Ad-638,  TEXAS  MEDICINE,  1801  North  Lamar  j 
Blvd.,  Austin,  Texas  78701.  r 

ENT — First  Texas  Medical,  Inc.  is  presently  recruit-  1 
ing  board  eligible/certified  ENT  physicians  to  join  [ 
our  board  certified  ENT  staff.  We  are  a diverse,  i 
growth-oriented  group  operating  hospitals  and  | 
offices  in  the  Dallas/Fort  Worth  area.  Physicians  . 
are  paid  a guaranteed  salary  with  liberal  benefits.  ] 
We  have  no  jr./sr.  partners  and  strive  to  provide  i 
an  atmosphere  that  ensures  the  practice  of  good  j 
medicine.  If  interested,  send  CV  to:  Margaret 
Bacon,  First  Texas  Medical,  Inc.,  560  W.  Main  St.,  I 
Lewisville.  Texas  75067  or  cal!  214  221-2322. 

Opportunities  for  physician  relocation  in  Texas.  All 
specialties.  Metropolitan  area  and  small  town  set-  ; 
tings  available.  Many  guaranteed  salary  situations.  I 
Contact  jerry  Lewis  or  David  Schrader  at  817  776-  : 
4121,  or  send  complete  CV  or  resume  to  Lewis  I 
Personnel,  1227  N.  Valley  Mills,  Suite  200,  Waco,  i 
Texas  76710. 

North  Texas  cosmetic  surgeon  seeks  associate  ' 
primarily  interested  in  body  cosmetic  surgery. 
American  Board  of  Cosmetic  Surgery  or  American 
Board  of  Plastic  Surgery  certification  preferred. 
Please  reply  to  Ad-626,  TEXAS  MEDICINE.  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

Texas — We  are  looking  for  both  an  emergency 
medicine  physician  from  an  approved  emergency 
resident  program  and  a general  surgeon  that  is 
board  certified  or  eligible.  You  will  have  the  op- 
portunity to  combine  emergency  department  work 
with  participation  in  trauma  management  and  ICU 
supervision.  We  have  a 300-bed  university-affiliated 
hospital  that  is  the  designated  regional  trauma 
center  serving  a 660,000  population  catchment  area. 
Excellent  compensation  including  malpractice  in- 
surance. Position  available  july  1987.  For  more  in- 
formation contact  W.  CiM,  MD,  P.O.  Box  1110, 
Amarillo,  Texas  79715;  806  373-3298. 

Physician  Opportunities — Sunbelt.  We  have  unad- 
vertised solo,  group  and  hospital  based  opportuni- 
ties for  general  practice  and  most  specialties. 
Financial  guarantees,  benefit  packages  negotiable. 
Fee  paid.  Professionals  serving  professionals.  Send 
CV  or  call  Frank  Hess  512  327-6944.  Sanford  Rose 
Associates,  1705  Capital  of  Texas  Hwy.  S,  Suite  202, 
Austin,  Texas  78746. 

Physicians  Needed  in  Texas — Our  clients  in  Texas 
are  in  need  of  physicians — all  specialties.  An  MD 
does  all  of  our  placement  work,  including  pre- 
liminary referencing  and  careful  screening  that  will 
eliminate  needless  interruptions  of  your  work.  Send 
CV  to:  Trent  Associates,  2421  Shades  Crest  Road, 
Birmingham,  Alabama  35216. 

Pathologists  needed  for  new  ventures  in  Texas  and 
adjacent  states.  Competitive  salary  progressing  to 
partnership.  Should  be  open  to  site  of  practice, 
travel  and  new  pathology  systems  and  method- 
ology. Must  be  willing  to  sell  him  or  herself  to 
clients.  Send  CV  to  RUPA,  P.O.  Box  33050,  San 
Antonio,  Texas  78265;  telephone  512  657-7316. 


OPPORTUNITIES  SOUGHT 


We  have  physicians  who  are  looking  to  join  solo, 
partnerships,  or  multispecialty  groups  in  the  Texas 
area.  For  more  information  call  Medical  Advisory 
Group,  Inc.,  214  758-9939. 

We  have  listings  of  physicians  desiring  to  relocate 
in  Texas.  Nearly  all  specialties  are  represented. 
There  is  no  charge  to  TMA  members  for  this 
service.  Contact:  Physicians  Placement  Service,  Tex- 
as Medical  Association,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701.  512  477-6704,  ext.  263. 

Board  certified  OBG  wishes  to  relocate  to  larger 
community.  Prefer  to  associate  with  another  in- 
dividual or  group,  but  will  consider  solo.  U.S. 
medical  graduate.  U.S.  specialty  trained.  Bilingual 
English/Spanish.  Good  practice  experience.  Please 
reply  to  Ad-632,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

Medical  practice  administrator^  MS,  15  years  ex- 
perience, 25,000  active  patients,  responsible  for  all 
medical  and  business  management,  seeks  quality 
long  term  situation.  Terms  flexible,  negotiable. 
Dr.  P.  Callahan  & Associates,  P.O.  Box  1686,  Largo, 
Florida  34294;  813  584-4275. 

Latex  Locums — Louisiana-Texas  BC/BE  MDs  in 
radiology,  internal  medicine,  etc.  Texas  and  Louisi- 
ana licensed.  Call  early.  713  622-2325.  Or  write, 
4649  Wild  Indigo,  #336,  Houston,  Texas  77027. 


FOR  SALE  OR  LEASE 


Medical  Equipment 

50%  off  previously  owned  medical  laboratory, 
office,  x-ray,  ultra-sound  equipment  in  excellent 
condition.  We  buy,  sell,  broker  and  repair.  Ask 


Texas  Medicine 


I about  our  Holler  Scanning  Services.  Appraisals  by 
[Certified  Surgical  Consultants,  Medical  Equipment 
I Resale,  Inc.,  24026  Haggerty  Road,  farminglon, 
[Michigan  48018;  313  569-4407  anytime. 

I Complete  set-ups  to  single  items.  Save  over  50% 
on  some  items.  Some  examples:  Ritter  power  tables, 
Medco  Sololalor.  Ourdick  Ek-8.  Nova  I,  x-ray  equip- 
ment, new  Procto  equipment.  Ames  Seralyzers, 
$500  up.  All  guaranteed!  We  buy,  sell  and  broker. 
Call  or  write  Medexchange,  P.O.  Oox  18164,  Dallas, 
Texas  75218,  214  369-3960;  Metro  229-9253. 

For  Sale — Tracoustics  eleclronystagmograph  and 
caloric  irrigator,  optokinetic  drum,  one  year  old, 
like  new  $3500  both.  Beltone  15-C  Audiometer, 
$350.  Inquire:  Ann,  Dr.  Pevow’s  Office,  713  451- 
6672. 

For  Sale — ADR  Ultrasound  4000  S/L.  Telephone 
512  477-3322. 

Doctor,  you  can't  beat  the  quality  or  the  price! 
Holler  Monitor  Scanning  Service.  Physician  owned, 
trained,  and  supervised.  Now  using  UP  Service  for 
I faster  turnaround  time.  No  contracts  to  sign.  We 
can  arrange  for  lease/purchase  of  Holler  equip- 
ment. Now  is  the  time  to  own  your  own  recorder 
for  as  little  as  $49  a month.  Call  DCC  Interpreta- 
tion 313  879-8860. 


Office  Space/Property 

San  Antonio — General  internist  desires  to  sublease 
iready-to-RO  office  space  with  five  exam  rooms. 
[Rapidly  growing  North  Central  location.  Ideal  for 
^allergist,  dermatologist,  or  other  primary  care 
jphysician.  For  information  call  512  377-3224. 

Austin:  For  lease,  1300  sq.  ft.  duplex  near  Seton. 

I Ideal  for  solo.  Waiting,  two  offices,  lab,  nurse's 
Istation  and  four  exam  rooms.  Ben  H.  White,  MD 
|or  Karen  Haslund,  MD,  512  454-8691. 

Rio  Grande  Valley,  Mission,  Texas — Two  medical 
buildings  side  by  side.  One  building  was  pharmacy 
and  includes  all  fixtures.  Other  building  is  doctors 
clinic  and  includes  x-ray  machine  and  table,  3 
Welch  Allyn  eye  and  ear  wall  units,  plus  other 
medical  equipment.  Excellent  location  close  to  new 
102-bed  hospital  to  open  January  1987,  10  minutes 
to  McAllen  Medical  Center  with  new  300-bed  hos- 
pital, also  220-bed  hospital.  Only  one  and  a half 
hours  to  beautiful  South  Padre  Island.  The  Good- 
win Agency,  512  585-8813;  nights  512  581-7957. 

North  Dallas  Suburb — Up  to  3,400  sq.  ft.  available 
in  a garden  medical  office  building.  One  block 
south  of  Plano  General  Hospital.  All  aspects  of 
lease  are  negotiable.  Call  214  867-6500. 

Medical  or  surgical  subspecialist  to  sublet  and 
share  overhead  in  a new,  beautifully  decorated 
2,400  square  fool  office  located  across  the  street 
from  Seton  Hospital  in  Austin,  Texas.  Available 
January  1.  Rent  negotiable.  Please  respond  to  Ad- 
636,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701 . 

Completely  finished  medical  lease  space  available 
for  immediate  occupancy.  Four  treatment  rooms, 
laboratory,  x-ray  room,  private  office,  business  and 
reception  area.  Security  system.  Fort  Worth,  Texas. 
817  457-4481. 


AUSTIN,  TEXAS  - Immediate 
Move  In  - Fully  furnished;  sublet 
948  square  feet.  15  month  lease 
(w  980  per  square  foot.  Jefferson 
at  38th  Street,  near  Seton  and 
Shoalcreek  hospitals.  5-station 
phone  system  available.  Will 
negotiate  fixed  rate  and  fixed 
pass  through.  Call  512  451-8439 


Denton,  Texas — Brand  new  unique  medical  building 
offers  3,300  sq.  ft.  for  lease  or  sale.  Centrally  lo- 
cated in  a rapidly  growing  area  25  minutes  away 
from  Dallas/Fort  Worth.  Prefer  obstetricians  or 
ENTs.  Will  help  with  finishing  out,  plus  three 
months  free  rent.  Will  share  x-ray  facility.  Call  817 
382-5466. 

Office  space  for  sale,  Dallas,  Texas.  Woodhill  Med- 
ical Park,  across  from  Presbyterian  Hospital,  8335 
Walnut  Hill  Lane,  Suite  120  (ground  floor).  1,400 
sq.  ft.  Three  exam  rooms,  consultation,  reception, 
business  office,  and  lab.  For  information  contact 
Ben  Wallace,  c/o  Clark  Bros.  Realty,  214  369-6665. 
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Ambulatory  Care  Center  For  Sale — San  Antonio, 
Texas.  Well  established  ambulatory  care  facility  with 
lab  and  x-ray  on  S.W.  Military  Hwy.  Cross  income 
$45(),0()0/vr.  If  interested  write  to  San  Antonio 
Family  Care  Centers,  12811  Castle  George,  San 
Antonio.  Texas  78230. 


Practices 

Very  good  family  practice  for  sale.  Northwest  San 
Antonio,  Texas.  Near  medical  cenler/schools.  In- 
formation call  512  349-1405. 

San  Antonio — Internal  medicine  practice  for  sale  in 
San  Antonio.  Long  established  practice  serving 
families  and  adults  only.  Practice  enjoying  over 
50%  net.  Four  days  per  week.  For  more  informa- 
tion, phone  713  771-5011. 

Houston,  family  practice  opportunity — 35  year  estab- 
lished FP  for  sale,  including  all  medical  equipment 
in  excellent  condition.  Cross  well  into  six  figures. 
Central  location  with  access  of  all  parts  of  the  city. 
Several  industrial  accounts.  Further  information 
713  522-9249. 

Gynecology:  Houston.  Extremely  large,  gynecology- 
only  practice  for  sale  in  Northwest  Houston.  Prac- 
tice enjoys  an  exceptional  net  income.  Doctor  re- 
tiring. Option  to  purchase  building.  4V2  days  per 
week  practice.  For  further  details  phone  713  771- 
5011.  TMH428. 

Family  Practice — San  Antonio,  Texas.  Well  estab- 
lished over  10  years.  Complete.  Call  N.  H.  Baxter, 
MD,  512  699-9300. 

Family  Practice  For  Sale — Family  of  deceased  phy- 
sician must  sell  40  year  established  practice  in 
Decatur,  Texas,  45  minutes  from  DFW  and  Metro- 
plex.  A thriving  friendly  community.  Own  building 
and  off-street  parking  lot.  Located  one  block  off 
town  square.  Completely  furnished  with  all  equip- 
ment including  x-ray,  lab  and  surgery  with  ample 
facilities  for  at  least  two  physicians.  Interested  in- 
dividuals please  contact:  Joe  Valcik,  1700  W.  US 
380,  Decatur,  Texas  76234;  817  627-3735. 

For  Sale — Half  of  established  family  practice, 

13,600  population.  West  Texas.  New  building, 
-^250K  gross,  growth  potential.  Laboratory,  x-ray, 
treadmill  room,  10  examination  rooms,  minor 
surgery  room,  library,  kitchen.  Beautifully  decorated, 
8,000  square  feet  office  in  1.3  acres  of  land.  Half 
at  $380,000.  Snyder  Medical  Clinic,  Snyder,  Texas 
79549;  915  573-8594. 

For  Sale — Private  independent  occupational  practice. 

Heavy  industrial  area  Texas.  40  hrs/wk.  Owner  will 
stay  one-two  years  to  relieve  part  time.  Contact 
Mary  Landry,  Industrial  Medical  Clinic,  Brazosport 
Savings  Center,  Freeport,  Texas  77541;  409  233- 
6571. 

Family  practice  office  for  sale  in  the  Colony,  a 
community  of  20,000-r  located  approximately  20 
miles  north  of  Dallas.  This  is  a very  busy  office 
that  is  grossing  $220,000  per  year  on  a four  and 
a half  day  work  week.  All  calls  acknowledged. 
214  370-7000. 


BUSINESS  AND  FINANCIAL 
SERVICES 


Physician's  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt, 
courteous  service.  Competitive  fixed  rate.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free 
1-800-241-6905.  Serving  MDs  for  over  ten  years. 

Appraisals  of  Professional  Practices — Specializing  in 
valuations  for  partnership  buy-ins,  litigation,  divorce 
settlements,  financial  statements,  or  practice  sales. 
Experienced,  qualified  appraisals  for  the  health  care 
industry.  Contact  Dan  Lewis  at  LHP  Services  Inc. 
for  additional  information.  214  437-1180  or  write 
777  S.  Central  Expressway,  Suite  1-V,  Richardson, 
Texas  75080. 

Legal  Services.  Collection  of  Accounts  Receivable — 

If  you  are  a physician,  clinic  or  health-related 
facility  who  is  having  difficulty  collecting  accounts 
receivable,  we  can  help.  Our  firm  is  dedicated  to 
providing  responsible,  quality  legal  services  for  the 
collection  of  delinquent  accounts  in  a professional, 
courteous  and  conscientious  manner.  If  you  are 
inundated  by  paperwork  required  to  follow-up  on 
"past-due"  accounts,  spending  an  inordinate 
amount  of  valuable  office  time  wrestling  with  de- 
linquent payors,  or  simply  not  interested  in  and/or 
inadequately  staffed  to  handle  these  problems,  give 
us  a call.  We  can  provide  you  with  legal  advice 
and  related  services  to  assist  in  a solution  to  your 
problem.  For  further  information,  please  contact 
1200  Smith  Street,  Houston,  Texas  77002-4399,  713 
658-0808.  Not  licensed  by  the  Texas  Board  of  Legal 
Specialization;  licensed  to  practice  in  Texas  and  the 
District  of  Columbia;  practice  predominantly  in 
securities,  corporate  law,  and  personal  injury. 


MISCELLANEOUS 


Abortion  Alternatives!  Licensed  maternity  service 
offers  residential  and  non-residential  program  with 
counseling  and  medical  plan  for  the  expectant 
mother  who  is  planning  adoption  for  her  baby. 
Costs  adjusted  to  ability  to  pay.  MARYWOOD,  510 
West  26th  Street,  Austin,  Texas  78705;  phone  512 
472-9251.  (Formerly  Home  of  the  Holy  Infancy) 


Advertising  Rates  & Data:  Regular  classi- 
fied advertising  sells  for  $30  (US  cur- 
rency) per  issue  for  50  words  or  less, 
payable  in  advance.  Display  classified  ad- 
vertising sells  for  $55  per  column  inch, 
per  month.  A variety  of  typefaces,  logos 
and  borders  may  be  used  in  display 
classified  ads.  Ad  numbers  can  be  sub- 
stituted for  formal  addresses  upon  request 
at  no  extra  cost.  Name  and  address  of  ad 
number  listings  cannot  be  given  out  un- 
less specific  permission  to  do  so  has 
been  given.  The  advertising  office  will  not 
contact  ad  number  holders  except  by 
mail.  Federal  laws  prohibit  references  to 
race,  color,  religion,  sex,  national  origin, 
or  age  unless  bona  fide  occupational 
qualifications.  Copy  deadline  is  the  5th  of 
the  month  preceding  publication.  Send 
copy  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


Continuing  Education  directory 


COURSES 


DECEMBER 

Computer  Applications 
Dec  1-2,  1986 

COMPUTER  APPLICATIONS:  AN  INTRODUCTORY  WORKSHOP.  Loca- 
tion TBA,  Houston.  Fee  $450.  Category  1,  AMA  Physician’s  Recognition 
Award;  14  hours.  Contact  Robin  Murray,  American  College  of  Obstetri- 
cians and  Gynecologists,  600  Maryland  Ave  SW,  Washington,  DC 
20024-2588  (202)  638-5577 

Family  Medicine 

Dec  5-6,  1986 

PRIMARY  CARE  RESEARCH  METHODOLOGIES  AND  STATISTICS 
CONFERENCE.  Gunter  Hotel,  San  Antonio,  Tex.  Fee  $125.  Category  1, 
AMA  Physician’s  Recognition  Award;  1 4 hours.  Contact  The  University 
of  Texas  Health  Science  Center,  Office  of  Continuing  Medical  Educa- 
tion, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (512) 

691-6295 

Dec  6,  1986 

PRACTICE  UPDATE  ’86.  Registry  Hotel,  Dallas.  Fee  $75.  Category  1, 
AMA  Physician’s  Recognition  Award;  6.5  hours.  Contact  Diane  Pitkin, 
Continuing  Medical  Education,  St  Paul  Medical  Center,  5909  Harry 
Hines  Blvd,  Dallas,  TX  75235  (214)  879-3789 

Neurology 

Dec  8-9,  1986 

APPLYING  RESTORATIVE  NEUROLOGY  IN  THE  CLINICAL  MANAGE 
MENT  OF  THE  SPINAL  CORD  INJURED  PATIENT.  Inter  Continental 
Hotel,  Houston.  Fee  $250.  Credit  TBA,  13  hours.  Contact  Marjorie 
Gordon,  Division  of  Education,  The  Institute  for  Rehabilitation  and 
Research,  PO  Box  20095,  Houston,  TX  77225  (713)  797-5940 

Obstetrics  and  Gynecology 

Dec  4-6,  1986 

CURRENT  TOPICS  IN  MATERNAL-FETAL  MEDICINE.  Plaza  of  the 
Americas  Hotel,  Dallas.  Fee  $250.  Category  1,  AMA  Physician’s  Recog- 
nition Award;  12  hours.  Contact  Roland  Black,  MD,  Registration  Chair- 
man, 7777  Forest  lane-MCD,  A-331,  Dallas,  TX  75230 

Pathology 

Dec  12-13,  1986 

8TH  ANNUAL  ST  LUKE’S  ORTHOPEDIC  PATHOLOGY  LECTURESHIP. 
Texas  Children’s  Auditorium,  St  Luke’s  Episcopal  Hospital,  Houston. 

Fee  $200  physicians,  $50  out-of-town  residents  and  fellows  free.  Cate- 
gory 1 , AMA  Physician’s  Recognition  Award;  1 5 hours.  Contact  Alexan- 
der Brodsky,  MD,  St  Luke’s  Episcopal  Hospital,  PO  Box  20269, 

Houston,  TX  77225-0269  (713)  791-2925 

Dec  13,  1986 

43RD  ANNUAL  SAN  ANTONIO  PATHOLOGY  SEMINAR:  HEMA- 
TOLOGY. The  University'  of  Texas  Health  Science  Center,  San  Antonio, 
Tex.  Fee  $75.  Category'  1,  AMA  Physician’s  Recognition  Award;  6 hours. 
Contact  UTHSCL  Office  of  Continuing  Medical  Education,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  7828-i-7980  (512)  691-6295 


Pediatrics 
Dec  4-6,  1986 

DIABETES  MELLITUS:  RECENT  ADVANCES  IN  RESEARCH.  San  Luis 
Hotel,  Galveston,  Tex.  Fee  $180  physicians,  $90  resident';  'ategory  1, 
AMA  Physician’s  Recognition  Award;  12  hours.  AAFP  pre;  bed.  Con- 
tact Martha  Berlin,  Office  of  Continuing  Education,  The  University  of 
Texas  Medical  Branch,  3rd  Floor  Learning  Center,  3. 324,  Galveston,  TX 
77550  (409)  761-2934 

Radiology 

Dec  8-12,  1986 

POSTGRADUATE  WORKSHOP  IN  MAGNETIC  RESONANCE  IMAGING 
AND  SPECTROSCOPY.  Baylor  Biomedical  NMR  Center,  Houston.  Fee 
$800  physicians,  $400  residents.  Category  1 , AMA  Physician’s  Recogni- 
tion Award;  32  hours.  Contact  Vicki  Forgac,  Office  of  Continuing 
Education- 184A,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Hous- 
ton, TX  77030  (713)  799-6020 

Urology 

Dec  5-6,  1986 

INNOVATIVE  APPROACHES  TO  UROLOGIC  PROBLEMS.  Lincoln  Hotel 
Post  Oak,  Houston.  Fee  $250.  Category'  1,  AMA  Physician’s  Recognition 
Award;  hours  TBA.  Contact  Lila  Lerner  or  Carol  Soroka,  Office  of  Con- 
tinuing Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Hous- 
ton, TX  77030  (713)  799-494 1 


JANUARY 

Cardiovascular  Diseases 
Jan  14-18,  1987 

FRONTIERS  OF  CARDIOLOGY  1987.  Arapahoe  Lodge,  Winter  Park, 
Colo.  Fee  $50.  Category  1,  AMA  Physician's  Recognition  Award;  hours 
TBA.  Contact  Earl  Beard,  MD,  Section  of  Cardiology,  Kelsey-Seybold 
Clinic,  6624  Fannin,  Houston,  TX  77030  (713)  797-1551 

Obstetrics  and  Gynecology 

Jan  22-24,  1987 

8TH  BIENNIAL  CONFERENCE  ON  DISEASES  OF  THE  VULVA  AND 
VAGINA  1987.  Lincoln  Hotel  Post  Oak,  Houston.  Fee  $425  physicians, 
$225  physicians  in  training.  Category  1,  AMA  Physician’s  Recognition 
Award;  20  hours.  Contact  Carol  Soroka  or  Lila  Lerner,  Office  of  Con- 
tinuing Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Hous- 
ton, TX  77030  (713)  799-4941 

Pediatrics 

Jan  29-31,  1987 

9TH  ANNUAL  ROBERT  E.  GROSS  PEDIATRIC  SURGERY  LECTURESHIP, 
Marriott  Hotel,  Medical  Center,  Houston.  Fee  $250.  Credit  TBA.  Con- 
tact Alice  Reardon,  Office  of  Continuing  Education,  The  University  of 
Texas  Medical  School,  6431  Fannin,  MSB  G.004,  Houston,  TX  77030 
(713)  792-5346 

Radiology 

Jan  26-30,  1987 

ANATOMY  FOR  RADIOTHERAPY  TREATMENT  PIANNING.  The  Uni 
versity  of  Texas  Health  Science  Center,  San  Antonio,  Tex.  Fee  $650. 
Category  1 , AMA  Physician’s  Recognition  Award;  36  hours.  Contact 


Texas  Medicine 


1 

inUSC,  Otiticc  of  Ciontinuiiij'  Medical  Hducation,  ■’"’03  Floyd  Cairl  IJr, 
San  Antonio,  TX  ^8284  '’980  ( S 1 2 ) 69 1 629S 

Sports  Medicine 

Jan  29-31.  1987 

I UTH  ANNUAl.  Sl'OR  l'S  MFDK  INF  SYMPOSIUM  The  University  of 
: Texas  Health  Science  (T-nter,  San  Antonio,  Tex.  Fee  FBA  Credit  TBA. 

I tatntact  U'FHSC.,  Office  of  Continuing  Medical  Education,  ■’■’03  Floyd 
! Curl  Dr,  San  Antonio,  FX  ^828  r "’980  ( S 1 2 ) 69 1 -6293 

; Urology 

Jan  3,  198’ 

RADIA  I ION  SAFE  IT  OFFICER  S COURSE  ITie  University  of  Texas 
Health  Science  (T-nter,  San  Antonio,  Tex.  Fee  S630.  Category  1,  AMA 
Physician  s Recognition  Award;  33  hours.  (Y)ntact  UTHSC,  Office  of 
Continuing  Medical  Education,  ■'703  Eloyd  Curl  Dr,  San  Antonio,  TX 
’8284-''980  ( 3 1 2 ) 69 1 -6293 

Jan  13-16,  198’ 

BASIC  ENDOllROEOCiY.  Location  TBA,  Ft  Worth.  Fee  *323.  Category 
1,  AMA  Physician's  Recognition  Award;  16  hours.  Contact  Elizabeth 
Smith,  American  lirological  Association,  PO  Box  23197,  Houston,  TX 
7''263  (713)  ^91-U’O 

Jan  17-18,  198’ 

ADVANCED  ENDOUROLOGY  Location  TBA,  Ft  Worth.  Fee  *323.  Cate- 
gory 1,  AMA  Physician's  Recognition  Award;  16  hours.  Contact  Eliza- 
beth Smith,  American  Urological  Association,  PO  Box  23147,  Houston, 
TX  -”263  (’13)  ^91-l-t7() 

Jan  23  28,  198’ 

■ UG  PATHOLOGY  AND  RADIOLOGY  Location  TBA  Fee  *223  Credit 

' TBA;  16  hours.  Contact  Elizabeth  Smith,  American  Urological  Associa- 

■ tion,  PO  Box  23147,  Houston,  TX  77263  (713 ) 791-1470 


I FEBRUARY 
Anesthesiology 

I Feb  3 ’,  1987 

2ND  SAN  AN  TONIO  INTERNATIONAL  SYMPOSIUM  ON  NEURO 
ANESTHESIA.  Four  Seasons  Hotel,  San  Antonio,  Tex.  Fee  *390.  Cate- 
gory 1 , AMA  Physician's  Recognition  Award;  1 4 hours.  Contact  The 
University  of  Texas  Health  Science  Center,  Office  of  Continuing  Medi- 
. cal  Education,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284  7980  ( 312 ) 
691  6293 

Cardiology 

, Feb  7,  1987 

i VENTRICUIAR  TACHA' ARRHYTHMIA  UPDATE.  Loews  Anatole  Hotel, 

I Dallas  Fee  *’3.  Credit  TBA.  Contact  Ann  Parchem,  Division  of  Con- 
1 tinning  Education,  The  University’  of  Texas  Health  Science  Center, 

3323  Harry  Hines  Blvd,  Dallas,  TX  73233  (214)  688  2166 

j General  Medicine 

Feb  7 14,  1987 

MEDICINE  OF  DIVING.  Bonaire,  Netherlands  Antilles.  Fee  *430.  Cate- 
I gory  1,  AMA  Physician's  Recognition  Award;  23  hours.  Contact  Helen 
I Turcotte,  Medical  Seminars,  Inc,  1 1 107  Wurzbach  Rd,  One  Elm  Place, 
i Suite  204,  San  Antonio,  TX  78230  (312)  690-1003 

Feb  25.  1987 

1 FOOD  AND  SUBS  LANCE  EFFECTS  ON  BRAIN  AND  BEHAVIOR:  SCIEN 
TIFIC,  MEDICAL  AND  PRACTICAL  FOUNDATIONS  Hilton  Hotel,  San 
Antonio,  Tex.  Fee  *30  symposium,  *90  conference,  *40  per  day.  Credit 
IBA.  Contact  John  Wacker,  A.ssociation  for  Children  and  Adults  With 
I Learning  Disabilities,  10848  Strait  lane,  Dallas,  TX  ’3229  (214) 
368-0130 

, Feb  28-March  1,  1987 

j 8TH  ANNUAL  GERUTRIC  MEDICINE  fXlNFERENCE  The  University 
of  Texas  Health  Science  Center,  San  Antonio,  Tex.  Fee  TBA.  CTedit 
TBA.  famtact  UTHS(;,  Office  of  Continuing  Medical  Education,  7’03 
j Floyd  Curl  Dr.  San  Antonio,  TX  78284-7980  (312)691  -6293 


Neurology 
Feb  13-14,  1987 

NEUROLtXiY:  AN  UPDATE  FOR  THE  PRIMARY  CARE  PHYSICIAN. 
Houstonian  Hotel,  Houston  Fee  TBA.  Credit  TBA.  f:ontact  Alice  Rear- 
don, I'he  University  of  Texas  Medical  School,  6431  Fannin,  MSB  f;.004, 
Houston,  I’X  77030  (713)  792  3346 

Neurosurgery 

Feb  23-27,  1987 

3RD  ANNUAL  NEURO  TRAUMA  CONFERENfT  Westin  Galleria  Hotel, 
Houston.  Eee  *293  physicians,  *200  nonphysicians.  Credit  'IBA.  Con- 
tact Alice  Reardon,  Office  of  Continuing  Education,  The  University  of 
Texas  Medical  School,  6431  Fannin  St,  MSB  G.004,  Houston,  TX  77030 
(713)  792-3346 

Plastic  Surgery 

Feb  13-14,  1987 

bask;  RHINOPLASTY.  'The  University  of  Texas  Health  Science  Center, 
Room  D 1,600,  Dallas.  Fee  *300  physicians,  *200  residents.  Category  1, 
AMA  Physician's  Recognition  Award;  15  hours.  Contact  Ann  Parchem, 
Division  of  Continuing  Education,  5323  Harry  Hines  Blvd,  Dallas,  'TX 
73233  (214)  688-2166 


MARCH 

Allergy 

March  4-8.  1987 

1987  PAN  AMERICAN  ALLERGY  SOCIE'TY  ANNUAL  TRAINING 
COURSE  AND  SEMINAR.  San  Antonio,  Tex.  Contact  Betty  Kahler,  Pan 
American  Allergy  Society,  229  Parking  Way,  Lake  Jackson,  'TX  77366 
(409)  297-8964 

March  13-13,  1987 

SOUTHWEST  ALLERGY  FORUM.  El  Paso,  Tex.  Contact  Edward  Egbert, 
MD,  1700  Curie  Dr,  El  Paso,  TX  79902  (91 3 ) 333-3621 

Family  Medicine 

March  19-22,  1987 

12TH  ANNUAL  FAMILY  PRACTICE  REVIEW  San  Antonio,  Tex.  Contact 
I'he  University  of  Texas  Health  Science  Center,  Office  of  Continuing 
Medical  Education,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980 
(312)691-6293 

Obstetrics  and  Gynecology 

March  3-8,  1987 

TACO  III;  3RD  TEXAS  ANESTHESIA  CONFERENCE  FOR  OBSTETRICS 
Houston.  Contact  Pat  Joynton,  6431  Fannin,  MSB  G.004,  Houston,  'TX 
77030  (’13)  792-3346 

March  27  28,  1987 

CURRENT  CONCEPTS  IN  OBSTETRICS  AND  GYNECOLOGY  Houston. 
Contact  Lila  Lerner  or  Vicki  Forgac,  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  'IX  77030 
(713)  799-6020 

Ophthalmology 

March  20-22,  1987 

CLINICAL  ADYYNCES  IN  OPHTHALMOLOGY  FOR  THE  PRACTICING 
OPHTHAIMOLOGISTS.  Houston.  Contact  Vicki  Forgac  or  Carol 
Soroka,  Office  of  Continuing  Medical  Education,  Room  184-A,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  'TX  77030  (713) 
799-494 1 

Pathology 

March  6,  1987 

DRUG  TESTING:  MEDICAL,  LEGAL,  ANALYTICAL  ASPEC  TS  Houston. 
Credit  TBA.  Contact  Vicki  Forgac,  Office  of  Continuing  Education.  Bay- 
lor College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713) 
799  6020 
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March  9-13,  1987 

CURRENT  CONCEPTS  IN  TOXIC;OLOGY.  San  Antonio,  Tex.  C;ontact 
The  University  of  Texas  Health  Science  Center,  Office  of  Cxintinuing 
Metlic  ii  Education,  7703  Floyd  C^url  Dr,  San  Antonio,  TX  78284-7980 
(512)69I-629S 

Physical  Medicine  and  Rehabilitation 

March  2 12,  198'' 

2 1 ST  COMPREHENSIVE  REVIEW  COURSE  IN  PHA’SICAl.  MEDICINE 
AND  REHABII.ITA  riON.  Houston.  (Contact  Carol  Soroka  or  Lila  l.erner. 
Office  of  Continuing  Education,  Baylor  College  of  Medicine,  One  Bay- 
lor Plaza,  Houston,  TX  77030  ( "’1  3 ) 799-6020 

Urology 

March  20-22,  198:’ 

AMERICAN  UROLOGICAL  ASSOCIATION  SOUTH  CENTRAL  SECTION 
SEMINAR.  Houston.  Contact  Elizabeth  Smith.  PO  Box  2514"^,  Houston, 
TX  77265(713)  791-1470 


APRIL 

Family  Medicine 

April  27-May  1,  1987 

1 ITH  ANNUAL  REVIEW  COURSE  IN  FAMILY  PRACTICE.  Houston. 
Contact  Lila  l.erner  or  Carol  Soroka,  Office  of  (Continuing  Medical  Edu- 
cation, Baylor  College  of  Medicine,  One  Baylor  Plaza.  Houston,  TX 
77030  (7i 3)  799-6020 

General  Medicine 

April  23-24,  1987 

OCCUPATIONAL  LUNG  DISEASE.  Location  TBA.  Contact  Vicki  Forgac 
or  Lila  l.erner.  Office  of  Continuing  Education,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  TX  7'7030  {■’13)  799-6020 

Pediatrics 

April  3-4,  1987 

PEDIATRIC  POSTGRADUATE  SYMPOSIUM  Houston.  Contact  Carol  So- 
roka, Office  of  Continuing  Education,  Baylor  (College  of  Medicine,  One 
Baylor  Plaza,  Houston,  LX  7-7()30  ("’13)  799-6020 

April  10-12,  1987 

24TH  ANNUAL  PEDIA  TRICS  FOR  THE  PRACTI  ri(4NER.  San  Antonio, 
Tex.  (Contact  The  University  of  Texas  Health  Science  Center,  Office  of 
Continuing  Medical  Education,  "’■’03  Floyd  (Curl  Dr,  San  Antonio,  IW 
78284-7980  ( 5 1 2 ) 69 1 -6295 

April  22-25,  1987 

SYMPOSIUM  ON  OPl  IONS  IN  MANAGING  CHILDREN  WI  TH  INFEC 
TI()NS/71  H ANNUAL  NATIONAL  PEDIA  ERIC  INFECTIOUS  DISEASE 
SEMINAR.  las  Vegas.  Contact  Marian  Troup,  Department  of  Pediatrics, 
The  llniversity'  of  Texas  Southwestern  Medical  School,  5323  Harry 
Hines  Blvd,  Dallas,  TX  75235  ( 2 1 4 ) 688  3439 

Sports  Medicine 

April  9-11,  1987 

2ND  ANNUAL  SYMPOSIUM  ON  REHABILITATIVE  SPORTS  MEDICINE. 
Houston.  Contact  Lila  l.erner  or  Vicki  Forgac,  Office  of  (Continuing 
Education,  Baylor  (College  of  Medicine,  One  Baylor  Plaza,  Houston,  I'X 
77030(713)799-6020 

Surgery 

April  6-8,  1987 

(iARY  P.  WRATTEN  SfiRGICAI.  SYMPOSIUM  El  Paso,  Tex  (Contact  Col 
Silverio  (Cabellon,  )r.  Chief,  General  Surgery'  Service,  William  Beaumont 
Army  Medical  (Center,  El  Paso,  TX  79920-5001  (915  ) 569-2698  or 
(915)  569-2621 


MAY 

Family  Medicine 

May  30,  1987 

FAMILY  PRACTICE:  Cl.INKCAI.  APPROACHES  TO  COMMON  PROB- 
LEMS. Dallas.  Contact  Linda  Spino,  PhD,  Department  of  Family  Practice 
and  CommuniG’  Medicine,  The  University  of  Texas  Health  Science 
Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  688-2134  or 
(214)688-2166 

General  Medicine 

May  7-9,  1987  : 

5TH  ANNUAL  CHRONIC  PAIN  CfOURSE:  EVALUA  TION  AND  MANAGE-  ' 
MENT.  Houston.  Contact  Vicki  Forgac,  Office  of  Continuing  Education,  j 
Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(■’13)799-6020 

Internal  Medicine 

May  26-29,  1987 

lOTH  ANNUAL  UPDATE  IN  INTERNAL  MEDICINE.  Dallas.  Contact  Ann 
Parchem,  Division  of  Continuing  Education,  The  llniversity  of  Texas 
Health  Science  Center,  5323  Harr\'  Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

Pathology 

May  14-16,  1987 

CURRENT  ISSUES  IN  SURGICAL  PAl  HOI.OGY,  VI.  Dallas.  Contact  Ann 
Parchem,  Division  of  Continuing  Education,  The  University  of  Texas 
Health  Science  Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 


REGULARLY  SCHEDULED  ACTIVITIES 


Monday-Eriday 

POSTGRADUATE  WORKSHOP  IN  NEURORADIOLOGY  ( Date  a.ssigned 
by  individual  request. ) Methodist  Hospital,  Houston.  Fee  S450.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Awar  d;  40  hours.  (Trntact  Vicki 
Forgac,  Office  of  Continuing  Education  184  A,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  TX  77030  ( 71  3 ) 799-6020 

Monday-Eriday 

POSTGRADUATE  WORKCOURSE  IN  DIAfiNOSTIC  ULTRASOUND. 

( Date  assigned  by  individual  request. ) Ben  Taub  (ieneral  Hospital, 
Houston.  Fee  $600.  Category  I , AMA  Physician's  Recognition  Award; 

40  hours.  Contact  Vicki  Forgac,  Office  of  Continuing  Education  184-A, 
Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)  799  6020 

Tuesdays,  1 2 pm 

MEDICAL  AND  SUR('ilCAL  REVIEWS.  Sierra  Medical  Center,  El  Paso, 

Tex.  Category  1,  AMA  Physician's  Recognition  Award;  I hour  weekly. 
Contact  M.  Nazemi,  MD,  Sierra  Medical  Center,  1625  Medical  (Center  ( 
Dr,  El  Paso,  TX  79902 

Tuesdays  ( all  but  last  Tuesday  of  each  month  ) 

SURGICAL  GRAND  ROUNDS.  Board  Room,  Brackenridge  Hospital,  Aus- 
tin, Tex.  Free.  Category  1,  AMA  Physician’s  Recognition  Award;  1-hour 
session.  Contact  Nancy  Strandhagen,  Surgery’  Education,  Central  Texas 
Medical  Foundation,  601  E 15th  St,  Austin,  'TX  78701  (512)  476-6461 
ext  5172 

Thursdays,  8 am 

INTERNAL  MEDICINE  GRAND  ROUNDS  Brackenridge  Hosprtal, 

Austin,  Tex.  Category'  I , AMA  Physician’s  Recognition  Award;  1 hour 
weekly.  Contact  Janna  Ashford,  Central  Texas  Medical  Foundation, 

1 500  East  Ave,  Austin,  TX  7870 1 (512)  480- 1 869 

Thursday-Friday 

POSTGRADUATE  WORKSHOP  IN  REAL-TIME  OBSTETRICAL  UI.  TRA- 
SON(4GRAPHY.  (Date  assigned  by  individual  request. ) Jefferson  Davis 
Hospital,  Houston.  Fee  S375.  Category  I,  AMA  Physician’s  Recognition 


Texas  Medicine 


Award;  16  hours;  16  cognates,  A(X)(i.  Contact  Vicki  [‘orgac,  Ofticc  of 
(a)ntinuing  Education  184-A,  Baylor  (a)llcgc  of  Medicine,  One  Baylor 
Plaza,  Houston,  I'X  ^ 1 ,^ ) ^99-6020 

Fridays,  1 2 pm  ( 2nd  anti  4th  ) 

TFACdllNfi  CASE  CONEERENO'.  Park  Place  llo.spital.  Port  Arthur,  Tex. 
(Category'  1,  AMA  Physician's  Recognition  Award;  2 hours  monthly. 
(a)ntact  Phil  Newman,  Ml),  Box  I6  t8,  Port  Arthur,  EX  '’■’6-10  (409) 
98,^-49S  1 

Saturdays,  9 am-12  noon  (Oct  2S,  1986-May  2,  198'’) 

FUNDAMENTALS  OF  PRACn'IC.AI.  EHERAPEUTICS.  faillen  Auditorium, 
Baylor  College  of  , Medicine,  Houston.  Fee  $29S  physicians,  SI 00  resi- 
dents and  fellows.  Category-  1,  AMA  Physician's  Recognition  Award;  72 
hours.  AAFP  pre,scribed.  Contact  Tamara  Greiner,  Office  of  Continuing 
Education,  Baylor  College  of  .Medicine,  One  Baylor  Plaza,  Houston,  TX 
”0,W  (^13)  "99-6020 

Date  assigned  by  individual  reque.st 

POSTGRADUATE  VCORKSHOP  IN  CLINICAL  NMR.  Biomedical  NMR 
Center,  Baylor  College  of  Medicine,  Houston.  Fee  S 1 ,000;  S500  lecture 
i series  only.  Category-  1,  AMA  Physician's  Recognition  Award;  40  hours. 
Contact  A'icki  Forgac,  Office  of  Continuing  Education  184-A,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  T7y  77030  ("13) 
"99-6020 

' Date  assigned  by  individual  request 

i POSTGRADUATE  WORKSHOP  IN  MRI  AND  SPEC!  ROSCOP")'  Bio- 
1 medical  NMR  Center,  ITie  VC'oodlands,  Tex.  Fee  S800  physicians,  $400 
residents  and  fellows.  Category-  1,  AMA  Physician’s  Recognition  Award; 
33  hours.  Contact  Tamara  Greiner,  Office  of  Continuing  Education, 
i Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)  "99-6020 

Date  assigned  by  individual  request 

VISITING  FELLOWSHIP  IN  MRI.  The  Methodist  Hospital,  Houston.  Fee 
$1,000  physicians;  $500  residents  and  fellows.  Category-  1,  AMA  Physi- 
j clan's  Recognition  Award;  40  hours.  Contact  Tamara  Greiner,  Office  of 
I Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 

1 Houston,  TX  77030  ("13)  799-6020 

Date  assigned  by  individual  request 

MICROSURGERY  COURSE.  Microsurgery-  Ub,  Room  443E,  Baylor  Col- 
lege of  Medicine,  Houston.  Fee  $1,000  physicians  for  40  hours;  $1,600 
physicians  for  80  hours;  $800  residents  and  fellows  for  40  hours; 
$1,200  residents  and  fellows  for  80  hours.  Category  1,  AMA  Physician's 
Recognition  Award.  Contact  Monica  Joerger,  Microsurgery  Lab,  Room 
443E,  Baylor  College  of  Medicine.  Houston,  TX  77030  (713)  799-4536 


TELECONFERENCE  NETWORK  OF  TEXAS 


Every  other  Thursday,  12;30  pm 

CLINICAL  TOPICS  IN  MEDICINE.  The  Universit)-  of  Texas  Health  Sci- 
ence Center,  San  Antonio,  Tex,  and  teleconference  network  sites.  Fee 
$35  program,  hospital  subscription  program.  Category  1,  AMA  Physi- 
cian’s Recognition  Award.  Contact  Phyllis  Wood,  Acting  Director,  Tele 
conference  Network  of  Texas,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284(512)691  7291 


PRACTICE  MANAGEMENT  WORKSHOPS 


The  following  are  practice  management  workshops  and  seminars  spon- 
sored by  the  Texas  Medical  Association.  Participants  in  the  workshops 
and  seminars  w-ill  receive  Category-  1 credit  toward  the  AMA  Physi- 
cian’s Recognition  Aw  ard  where  indicated.  For  further  information, 
contact  the  Department  of  Practice  Management,  Texas  Medical  Asso- 
ciation, 1801  N Lamar  Blvd,  Austin,  TX  78701  ( 5 1 2 ) 477-6704. 


NOVEMBER 

PERSONAL  INCOME  AND  ESTATE  TAX  PIANNINt, 

Nov  8-9,  1986,  The  Lincoln  Hotel,  Houston 

DECEMBER 

MEDICAL  MANAGEMENT  TEXAS  CONEERENCiE  AND  EXPOSI  TION 
Dec  4-6,  198(>,  Intercontinental  Hotel,  Houston 


CALENDAR  OF  MEETINGS  ■Denotes  Texas  Meetings 


NOVEMBER 

■5TH  NATIONAL  NEONATAL  SCREENING  SYMPOSIliM,  Austin,  Nov 
20,  198C>.  Brad  Therrell,  PhD,  Texas  Department  of  Health,  Bureau  of 
latboratories,  1 100  W 49th  St.  Austin,  TX  "8"56  (512)458-71 1 1 

■6TH  INTERNATIONAL  NEONATAL  SCREENING  SYMPOSIUM,  Austin, 
Nov  16-19,  198(i.  Brad  Therrell,  PhD,  Texas  Department  of  Health, 
Bureau  of  I,aboratories,  1 1 00  W 49th  St,  Austin,  TX  78756  ( 5 1 2 ) 
458-711 1 

AMERICAN  ACADEMV'  OF  OCCUPATIONAL  MEDICINE  ANNUAL 
MEETING,  Washington,  DC,  Nov  11-14,  1986.  Richard  Myers,  2340  S 
Arlington  Heights  Rd,  Arlington  Heights,  IL  60005  (312)  225-6850 

AMERICAN  ACADEMV'  OF  OPHTEIALMOLOGY  ANNUAL  MEETING, 
New-  Orleans,  Nov  9-13,  1986.  Bill  Jenkinson,  PO  Box  7424,  San 
Francisco,  CA  94120-7424  (415)  561-8500 

AMERICAN  ASSOCIATION  FOR  CLINICAL  IMMUNOLOGY  AND  AL 
LERGY  ANNUAL  MEETING,  Ft  lauderdale,  Fla,  Nov  15-18,  1986.  How- 
ard Silber,  PO  Box  912-DTS,  Omaha,  NE  68101  (402)  551-0801 

■AMERICAN  ASSOCIATION  FOR  RESPIRATORY  THERAPY  INTERIM 
SUMMER  FORUM,  Dallas,  Nov  8-11,  1986.  Sherry-  Milligan,  1720  Regal 
Row,  Dallas,  TX  75235  ( 214)  630-3540 

■AMERICAN  COLLEGE  C9F  PHYSICIANS,  TEXAS  ACADEMY  CHAPTER, 
REGIONAL  ANNUAI.  MEETING,  Houston,  Nov  6 ",  1986.  Major 
Bradshaw,  MD,  6565  Fannin,  MS  910,  Houston,  TX  77030  ("13) 
790-2507 

AMERICAN  GERIATRICS  SOCIETY,  43RD  ANNUAL  MEETING/AMERI 
CAN  FEDERATION  FOR  AGING  RESEARCH,  7TH  ANNUAL  MEETING, 
Chicago,  Nov-  16-19,  1986.  AGS,  Room  1470,  10  Columbus  Circle, 

New  York,  NY  10019  (212)  582-1333 

AMERICAN  GROUP  PRACTICE  ASSOCIATION  ANNUAL  MEETING, 
Boston,  Nov  18-22,  1986.  Russell  Barker,  1422  Duke  St.  Alexandria,  VA 
22314  (703)  8,38-0033 

AMERICAN  HEART  ASSOCIATION:  59TH  ANNUAL  SCIENTIFIC  SES- 
SIONS, Dallas,  Nov  17-20,  1986.  Leonard  Cook,  7,320  Greenville  Ave, 
Dallas,  IX  75231  (214)  750-5437 

AMERICAN  MEDICAL  WOMEN’S  ASSOCIATION,  INC,  ANNUAL  MEET- 
ING, St  Louis,  Nov  12-16,  1986.  Lea  Scialo,  465  Grand  St,  New  York, 

NY  10002  (212)  533-5104 

AMERICAN  SOCIETY  OF  ABDOMINAL  SURGEONS  ANNUAL  MEET 
ING,  Tampa,  Fla,  Nov  12-14,  1986.  Blaise  Alfano,  MD,  675  Main  St, 
Melrose,  MA  02 1 76  ( 6 1 7 ) 665-6 1 02 

■ASSOCIATION  OF  MILITARY  SURGEONS  OF  THE  US,  93RD  ANNUAL 
MEETING,  San  Antonio,  Nov  2-7,  1986.  Max  Bralliar,  Executive  Direc- 
tor, AMSUS,  PO  Box  104,  Kensington.  MD  20895  ( ,301  ) 933-2801 

SOUTHERN  MEDICAL  ASSOCIATION  ANNUAL  MEETING,  Atlanta,  Nov 
8-1 1,  1986.  Cynthia  Lenoir,  35  I,akeshore  Dr,  Birmingham,  AL  35219 
(205)945-1840 
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■ IT.XAS  HOSPI  I Al.  ASSOCIATION  MIDYEAR  MEETING,  Austin,  Nov 
19-21,  1986.  Nancy  Ebert,  PO  Box  ISSB"^,  Austin,  TX  -78761  SSH'^ 
(S12)  4 S 3-7204 

■TEXAS  MEDICAL  ASSOCIATION  INTERIM  SESSION,  Austin  Nov 
21-22,  1986.  (;  Lincoln  Williston,  (;aE,  1801  N laimar  Blvd,  Austin,  TX 
78701  (512)  477-670-4 

■ 1 EXAS  FSYC. MIA  eric;  SOCTETY  ANNUAL  MEE  TING,  Galveston,  Nov 
■7-9,  1986.  Ciarrie  Laynion,  Texas  Medical  Association,  1801  N latmar 
Blvd,  Austin,  TX  '’870 1 (512)  477-6'’04 

■TEXAS  SOC:iET\'  FOR  C.AS'TROINTESTINAL  ENDOSCOPY  ANNUAL 
MEE  TING:  (,ASTROENTEROLOC,Y  UPDATE,  Dallas,  Nov  21,  1986  Ann 
Parchem,  Division  of  Continuing  Education,  The  Llniversity  of  Texas 
Health  Science  Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  ( 214  ) 
688-2166 

■ TEXAS  SOC  IETY’  OF  IN  TERNAL  MEDICINE  ANNUAL  MEE  TING, 
Houston,  Nov  6-7,  198(4  Texas  Medical  Association,  TSIM  Administra- 
tive Office,  1801  N Lamar  Blvd,  Austin  -8701  (512)  477-6704,  ext  234 
or  240 

■VIOITNCE  CONFERENCE,  SOLI  THWESTERN  REGION,  Dallas,  Nov 
6-7,  1986  |une  Bovill,  Division  of  Continuing  Education,  5323  Harrv’ 
Hines  Blvd,  Dallas,  TX  75235  (214)  688-2166 


DECEMBER 

AMERICAN  ACADEMY  OF  DERMATOLOGY  ANNIIAI.  MEE  TING,  New 
Orleans,  Dec  (>-1  I,  1986  lliomas  Stluka,  Director,  Member  Services. 
PO  Box  31  16,  Evanston,  11.  60204-31  16 

AMERICAN  MEDICAL  ASSOCIATION  IN  TERIM  MEETING,  Us  Vegas, 
Dec  7-10,  1986  Felix  Niespodziewanski,  535  N Dearborn  St,  Chicago, 
11.60610(312)645-4597 

IN  TERNAl  lONAL  CONFERENCE  ON  HYPERTENSION  IN  THE 
ELDER1.Y,  Orlando,  Ela,  Dec  10-12,  1986.  (T)llene  Cuervo,  Conference 
Development  Director,  International  Exchange  Outer  on  Gerontology', 
University  of  South  Florida,  PO  Box  3208,  Tampa,  EL  33620  (813) 
974-2585 


JANUARY 

5 TH  ANNUAL  SOU  THWEST  RJiGIONAL  HEAD  INJURY  S\  MPOSIUM, 
(^ancun,  Mexico,  Jan  l4  18,  1987  Victoria  Berry,  1 106  W Dittmar, 
Austin,  TX  78745  1-800  252-2878 

AMERICAN  ACADEMY  OF  PSYCHOANAL4  SIS  ANNUAL  MEE  TIN(., 

New  York,  Jan  15-18,  1987.  Myron  (iluckman,  Ml),  (diairman.  Commit 
tee  on  Programs,  30  East  405,  Suite  608,  New  York.  STY  10016  (212  ) 
629-4105 

■AMERICAN  COLLECiE  OF  SUR(,EONS,  SOU  TH  TEXAS  ( HAP  TER  AN 
NUAL  MEE  TING,  Houston,  Jan  29-31,  1987  Edward  Saltzstein,  MD, 
Department  of  Surgery,  Texas  Tech  University  Health  Sciences  (xnter, 
4800  Alberta  St,  El  Pa.so,  TX  79905  (915)  533-,3020.  ext  284 

AMERICAN  DIABETES  A.SSOCLA  TION  MEE  TIN(.,  Orlando,  Ela,  Jan 
26-28,  1987  Andrea  Simon,  1660  Duke  St,  Alexandria,  VA  22314  ( 703  ) 
549-1500,  1 800  232-3472 

AMERICAN  SO(.lE  IY  FOR  (,AS  TROIN TES  TINAL  ENDOSCOPY  IN 
TERIM  POSTGRADUATE  COURSE.  Washington,  1X7  Jan  30-Eeb  I, 

1987.  William  Maloney,  Executive  Director,  13  Elm  St,  Manchester,  MA 
01940  (6U)  927-83.30 

AMERICAN  .SOCIEIY  OF  ABDOMINAL  SUR(iEONS  ANNUAL  MEE  T 
ING,  Tampa,  Ela,  Jan  29-31,  1987  Blaise  Alfano,  MD,  675  Main  St, 
Melrose,  MA  02 1 76  ( 6 U ) 665  6 1 02 

■ TEXAS  SOClET\'  OF  PA  THOLOGIS  TS  ANNUAL  MEE'TIN(,,  Arlington, 
Tex,  Jan  30  Feb  1,  1987  Iris  Wenzel,  Texas  Medical  Association.  1801 
N Umar  Blvd.  Austin.  TX  78701  (512)  477  6704 
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Be  part  of  the  space  challenge. 


Since  1966  Kelsey-Seybold  Clinic  has  been 
conducting  NASA’s  Occupational  Medi  - 
cine  and  Environmental  Health  Program 
at  the  Johnson  Space  Center  (Houston). 

We’ve  been  partners  with  NASA  in 
providing  medical  services  to  its  employ- 
ees. Our  physicians  have  conducted 
astronaut  candidate  examinations,  served 
on  important  advisory  committees  and 
been  on  the  leading  edge  of  the  new 
technology  affecting  health  care. 


We  presently  have  an  opening  at 
the  Johnson  Space  Center  (Houston). 
The  ideal  candidate  will  be  board  certified 
in  occupational  medicine  or  aerospace 
medicine  and  a current  or  previous  flight 
surgeon.  We’ll  consider  physicians  expe- 
rienced and  certified  in  all  branches  of 
preventive  medicine. 

Ideal  working  conditions  (no 
nights,  weekends  or  holidays),  competi- 
tive salary,  regular  hours,  exceptional 
benefits.  Relocation  allowance  available. 
Contact  Walter  R.  Hein,  MD,  Project 
Manager  at  (713)483-4111  (M-F,  9-3) 


□ Kelsey -Seybold  Clinic,  EA. 

6624  Fannin,  Houston,  TX.  77030 


SCOTT&WHITE 


Texas  A&M  University 
College  of  Medicine 


THIRD  ANNUAL 
BIOETHICS  CONFERENCE 

“FRUSTRATIONS  IN 
HEALTH  CARE” 

A Conflict  Between  Realistic 
and  Unrealistic  Expectations 

Cultural  Activities  Center 
Temple,  Texas 

January  16,  1987 


UPDATE  ’87: 
OFFICE  GYNECOLOGY 
AND 

OBSTETRICS 

Shadow  Ridge  Resort  and 
Conference  Center 
Park  City,  Utah 

March  1-7,  1987 


For  more  information  or  to  register  contact;  Office  of  Continuing  Medical  Education,  Scott  and  White,  Temple, 
Texas  76508,  (817)  774-4073. 


Timberlawn  Psychiatric  Hospital 


• 206  Inpatient  Beds 

• Day  Hospital 

• Outpatient  Psychiatric  Services 

• DepartiiT  at  of  Child  and 
Adolesceht  Psychiatry 

“ Uarp ; !y  A<;'sessment  Center  / 

• '-i  - sidency  Pn^gram 


• Psychiatric  Residency  Program 

• Psychiatric  Evaluation 

• Substance  Abuse  Programs 

• He^ltli  Professionals  Program 
PO.  Box  11288  Dallas,  Texas  75223 
214/381-7181 

Established  in  1917 ' 


C.  LINCOLN  WILLISTON— A LEGACY  OF  SERVICE 
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Providing 
Solutions  Through 
Vnderstanding 
and  n*ust 

At  Spring  Shadows  Glen,  our  staff  of 
distinguished  psychiatrists  lead  a dynamic 
team  of  other  medical  specialists  and  skilled 
mental  health  professionals.  Together  we 
provide  expert  treatment  for  adults  and 
adolescents  to  resolve  complex  problems. 

Our  comprehensive  psychiatric  hospital 
offers  specialized  programs  for  emotional 
and  behavioral  problems,  eating  disorders, 
and  alcohol/drug  abuse.  We  believe  our  com- 
bination of  sensitivity  in  both  staff  and 
facility  creates  a well-balanced  environment 
to  help  patients  return  successfully  to  family, 
work  and  community. 

For  additional  information  about  our 
Medical  Staff  or  the  hosjrital  call  Spring 
Shadows  Glen  at  ( 713 ) 462-4000. 

Robert  L.  Stubblefield,  M.l).,  Medical  Director 


Shadows 


A Comprehensive  Psychiatric  Hospital 


A Division  of  Memorial  City  Medical  Center 


2801  Gessner  • Houston,  Texas  77080 


ESHARE  DATA  BY  NETWORKING  YOUR  PGs= 


Your  staff  can  perform  more  efficiently  by: 

• Sharing  data  from  certain  selected  files, 

• Sharing  expensive  peripheral  equip- 
ment, and 

• Sending  electronic  mail  to  other  PCs. 

Networking  PCs  is  simple.  It  takes  an  in- 
terface card,  called  ARC-CARD,  in  each 
PC;  a cabled  network  called  ARCNET;  and 
an  operating  system  software  called  NET- 
WARE. That’s  it:  ARC-CARDs,  ARCNET, 
NETWARE. 


The  installation  takes  about  two  hours.  It  con- 
sists of  cabling  the  PCs  together,  plugging  the 
ARC-CARDs  into  them  and  loading  the  Novell 
software  onto  a hard  disc  in  the  PC  acting  as  a 
file  server. 

The  rest  is  amazing.  When  your  staff  mem- 
bers start  using  the  networked  PCs,  they'll  think 
they  are  using  a mini  computer.  That’s  the  capa- 
bility you  get  by  networking  your  PCs.  And  it's 
yours  for  only  a fraction  of  the  cost.  Try  it.  You 
won't  return  it.  Your  staff  won't  let  you! 
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For  an  ARC-CARD  dealer  near  you,  call  (&17),  771-2124  or  write  1402  W.  Adams 

Ave.,  Temple,  Texas  76501.  Telex  350015  VESTRA-AUS.- - 
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highly  effective 
for  both  sleep  induction  and 
sleep  maintenance  ff 

Sleep  Laboratory  Investigator 
Pennsylvania 


. . onset  of  action  is 
rapid. . .provides  sleep  with 
no  rebound  effect  to  agitate  the 
patient  the  following  day  A ” 


Psychiatrist 

Calitornia 


. . appears  to  have 
the  best  safely  record  of  any 
of  the  benzodiazepines  mm 


Psychiatrist 

Calitornia 
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by  difficulty  in  falling  asleep,  frequent  nocturnal  awakenings 
and/or  early  morning  awakening,  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits,  in  acute  or  chronic  medical 
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be  undertaken  with  appropriate  patient  evaluation 
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such  activities  may  occur  the  day  following  ingestion  Not 
recommended  for  use  in  persons  under  15  years  of  age 
Withdrawal  symptoms  rarely  reported,  abrupt  discontinuation 
should  be  avoided  with  gradual  tapering  of  dosage  tor  those 
patients  on  medication  for  a prolonged  period  ol  time  Use 
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Dosage:  Individualize  for  maximum  beneficial  effect  Adults 
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Elderly  or  debilitated  patients  15  mg  recommended  initially 
until  response  is  determined 
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ON  THE  COVTR 

This  month's  cover  i,s  a tribute  to  C Lincoln 
Williston,  who  retires  from  his  position  ,es 

Texas  Medical  Association's  executi\'e  direc- 
tor Dec  31,  1986.  TMy\  and  the  practice  of 
medicine  have  changed  dramatically  during 

Mr  Williston’s  33  years  with  the  association. 

But,  TMA's  commitment  to  provide  good 

medical  care  to  Texans  has  remained  constant 
and  Mr  W illiston  confes.ses,  “1  think  that's 
wht'  I've  loved  TMA  so  greatly.  , ' Beginning 

on  page  6a,  Texas  Medicine  looks  at  Line 
W'illiston's  career,  his  plans  for  the  future,  and 
his  view’  of  the  future  of  medicine. 

COMING 

NEXT  MONTH 

The  January  issue  of  Texas  Medicine  will  be 
devoted  to  scientific  articles  on  Alzheimer's 
disetrse.  Articles  scheduled  for  the  special 
issue  w ill  include  topics  in  .Alzheimer's  dis- 
ease research,  treatment  strategies,  and  nu- 

tritional  and  physical  fitness  concerns  for  pa 
tients  with  the  disorder.  The  issue  will  also  in- 
clude a directoiv  of  re.sources  for  patients  and 
their  families. 

AHOUJANT 

EDUCTION. 


• Sales  tax  will  no  longer  be  deductible 
after  January  1,  1987. 

• Interest  deduction  will  be  gradually 
restricted  on  consumer  loans  (80%  in  1987 


down  to  no  deduction  in  1990). 

• Investment  Tax  Credit  will  be  eliminated 
with  depreciation  lengthened  from  the 
present  3 years  to  5 years 


While  many  will  take  advantage  of  the  remaining  tax  breaks  on  new  automobiles,  only 
a few  will  make  a brilliant  deduction:  Buy  or  lease  a BMW. 

Because  the  Kelley  Blue  Book  projects  that  BMW  will  continue  to  retain  a proportion  of  its 
original  value  over  the  next  five  years  higher  than  907o  of  all  the  cars  on  the  road. 

Because  the  new  BMW  Center  has  over  140  new  BMW  s to  choose  from  - every  model, 
every  color,  every  option. 

And,  because  you’ve  always  wanted  a BMW. 


1987  325es  $317  per  month 


1987  528ea  $348*2  per  month 


1987  735i  $584*2  per  month 


BMW  CENTER 
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Antilymphocyte  antibodies  and 
OKT3  in  clinical  medicine 

The  ability  to  transfer  a cutaneous  hypersensitivity  reaction 
to  a specific  antigen  (tuberculin)  was  first  demonstrated  in 
1945  by  Chase  ( 1 ).  It  was  some  time  thereafter,  in  1954,  that 
Mitchison  (2),  and  in  1955  Billingham,  Brent,  and  Medawar 
(3)  confirmed  the  pivotal  role  of  immunoreactive  cells  in  al 
lograft  rejection.  A cellular  mediating  agent  thus  identified,  it  is 
not  surprising  that  in  1956  Inderbitzen  then  attempted  and 
succeeded  in  inhibiting  the  anti-tuberculin  reaction  in  guinea 
pigs  by  treating  them  with  rabbit  antiserum  to  guinea  pig 
mononuclear  cells  (4).  Despite  the  obvious  potential  of 
heterologous  anti-mononuclear  cell  serum  as  an  immuno 
suppressive  agent,  its  significance  was  overshadowed  in  1959 
by  the  revolutionary  finding  by  Schwartz  and  Dameshek  that 
azathioprine,  a purine  analogue,  could  abrogate  the  in  vivo  in- 
duction of  antibody  formation  to  alloantigen  ( 5 ).  Thus  the  em- 
bryonic field  of  tissue  transplantation  drew  its  newfound  suste- 
nance from  a jar  and  not,  as  expected,  from  the  prolific  womb 
of  immunology  research.  Nevertheless,  the  perfection  and 
delineation  of  effective  immunosuppressive  biologicals  pro- 
ceeded. In  1967  heterologous  antilymphocyte  serum  even- 
tually found  a role  in  clinical  renal  transplantation  as  ad- 
junctive immunosuppressive  therapy  to  azathioprine  and 
steroids  (6). 

Heterologous  polyclonal  antilymphocyte,  antithymocyte, 
antilymphoblast  globulins  prepared  in  horses,  rabbits,  and 
goats,  have  been  highly  effective  in  preventing  or  reversing 
allograft  rejection.  The  theoretical  hazards  of  prolonged  ad- 
ministration of  heterologous  serum  have  been  studied  most 
extensively  for  the  equine  preparations.  In  a report  of  seven 
years’  experience  with  the  Minnesota  horse  gamma  globulin 
(IgG)  antilymphoblast  preparation  (MAG),  only  10%  of  pa- 
tients experienced  transient  fever,  chills,  or  malaise  during  in- 
fusion. Studies  on  the  survival  of  horse  IgG  in  the  circulation  of 
patients  showed  that  immunoelimination  from  the  circulation 
was  rare  and  sensitization  to  MAG  evidenced  by  skin  testing 
did  not  occur  (7).  This  particular  product  has  been  used  at  the 
University  of  Minnesota  since  1969  and  continues  to  be  used 
widely  by  clinical  transplantation  programs  across  the  country. 
A similar  product  also  produced  in  horses  by  the  Upjohn  Com- 
pany (ATGAM)  is  currently  only  available  in  limited  quantities 
due  to  production  problems.  However,  its  popular  use  up  to 
1985  revealed  no  significant  differences  in  hazard  from  the 
Minnesota  product.  The  efficacy  of  polyclonal  antilymphocyte 
equine  preparations  is  not  apparently  diminished  by  repetitive 
administration,  as  in  the  treatment  of  allograft  rejection 
episodes. 

Heterologous  (mouse)  monoclonal  antibody  against  the  hu- 
man lymphocyte  T3-antigen  complex  is  now  available  on  a 
limited  basis  and  is  marketed  as  OKT3  by  Ortho  Pharmaceutical 
Corporation.  In  a 1985  report  by  the  Ortho  Multicenter  Trans- 
plant Study  Group,  OKT3  was  shown  to  be  effective  in  treating 
acute  renal-allograft  rejection  (9).  Unfortunately,  the  rapid  in- 


duction of  both  anti-idiotypic  and  non-anti-idiotypic  antibodies 
to  the  OKT3  mouse  immunoglobulin  generally  abrogates  the 
antirejection  efficacy  of  this  drug  upon  repetitive  intravenous 
treatment  of  the  same  patient  (10).  The  occurrence  in  3%  of 
patients  of  a clinical  syndrome  simulating  meningitis  (11)  also 
dampens  early  enthusiasm  for  this  new  biological,  especially 
since  no  clinical  trials  have  thus  far  been  conducted  to  show 
that  OKT 3 is  more  effective  or  safer  than  currently  available 
polyclonal  antilymphocyte,  antilymphoblast  preparations.  The 
report  in  this  issue  by  Husberg  and  Klintmalm  (p  ) does,  how- 
ever, demonstrate  again  the  powerful  immunosuppressive 
effect  of  heterologous  antiserum  directed  against  the  immuno- 
logically  competent  lymphocyte  mediator  of  organ  allograft 
rejection. 

The  advantage  of  monoclonal  antibodies  is  that  a pure  anti- 
body to  a unique  antigen  can  be  produced  consistently  in 
quantities  adequate  for  study.  This  advantage  in  the  case  of 
OKT3  is  not  fufiy  exploited  since  the  T3  antigen  is  common  to 
the  majority'  of  lymphocyte  subsets — thus  the  potential  for  a 
highly  specific  “silver  bullet”  is  lost  in  terms  of  selectively  kill- 
ing lymphocyte  subsets  with  a specific  role  in  the  rejection  re- 
sponse. Unfortunately,  monoclonal  antibody  to  antigens  borne 
only  by  specific  lymphocyte  subsets  (such  as  the  T4-antigen  of 
the  helper/inducer  lymphocyte  subset ) have  not  been  found  to 
be  very  effective  as  immunosuppressive  agents. 

However,  excellent  reviews  on  other  clinical  applications  of 
monoclonal  antibodies  have  been  written  by  Dick  (12)  and 
Krakauer  (13).  Most  clinical  reports  have  come  out  only  in  the 
past  three  years,  reflecting  the  newness  of  this  clinical  tool.  In 
cancer  therapy,  monoclonal  antibody  to  tumor-specific  anti- 
gens is  used  to  detect  the  presence  of  minute  amounts  of  tu- 
mor associate  antigen  in  vitro  in  patient  blood  and  tissue,  or 
for  in  vivo  imaging  when  labeled  with  radioactive  isotopes.  In 
vivo  administration  as  therapy  has  been  less  successful  al- 
though studies  continue  on  this  form  of  therapy  for  many  solid 
tumors,  including  gliomas.  The  role  for  therapy  of  monoclonals 
in  the  treatment  of  cutaneous  T-cell  lymphomas  remains  to  be 
determined.  The  potential  role  of  attaching  radioactive  or 
other  toxic  substances  to  monoclonal  antibodies  to  tumor-spe- 
cific antigens  is  intriguing.  In  the  area  of  bone  marrow  trans- 
plantation, OKT3  has  been  used  in  a fashion  similar  to  poly- 
clonal preparations  in  order  to  remove  marrow  T-cells  prior  to 
transplantation  to  prevent  graft-versus-host  (GVH)  disease,  and 
later  to  treat  patients  with  acute  GVH. 

Clinical  medical  practice  has  only  begun  to  tap  the  high 
technology  watershed  (exemplified  by  our  advances  in  the  use 
of  monoclonals ) made  possible  by  vast  government  financial 
investments  in  biological  research.  These  spending  actions 
praised  in  the  60s  and  70s  are  now  scorned  by  myopic  legis- 
lators who  think  science  and  education  can  and  should  be 
cheap.  However,  when  looking  to  the  health  and  future  of  a na- 
tion, it  might  be  wise  to  remember  the  old  adage  that  says, 

‘tyou  get  what  you  pay  for.” 

CALIANN  T.  LUM,  MD 

Director,  Organ  Transplantation  Programs,  The  University  of  Texas  Health  Sci- 
ence Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7842. 
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Where  there  is  Nicotiana,  there 
is  cancer 

Hie  recent  furor  over  the  New  England  Journal  of  Medicine 
article,  “Progress  Against  Cancer?”  ( 1 ),  sen  es  as  a good  take- 
off point  to  comment  on  one  aspect  of  the  massive  cancer 
problem.  Tremendous  progress  has  been  made  in  the  treat- 
ment of  pediatric  neoplastic  disease  and  in  selective  types  of 
adult  cancer.  The  former  group  accounts  for  only  a tiny  por- 
tion ( less  than  1 % ) of  new  cancer  diagnoses  annually;  hence, 
there  is  little  impact  on  the  overall  mortality  statistics.  Regret- 
tably, there  has  been  criticism  that  considerably  less  progress 
has  been  made  in  managing  the  less  responsive  adult  neo- 
plastic diseases.  There  is  no  reason  to  be  defensive  about  this 
because  incredible  discoveries  have  been  made,  and  the  explo- 
sion of  knowledge  in  the  fields  of  molecular  biology,  genetics, 
and  immunology  is  thrilling  and  fascinating  to  any  biolog)’ 
watcher.  There  is  no  doubt  that  the  problem  of  cancer  will  be 
unraveled,  and  in  the  not-too-distant  future. 

In  the  Neu’  England  Journal  of  Medicine  article,  the  authors 


point  the  finger  to  lung  cancer  and  to  smoking  and  tobacco 
and  therefore  to  prevention.  There  is  no  shred  of  doubt  about 
this  connection  Tobacco,  which  contains  abundant  chemical 
carcinogens  and  mutagens,  as  w ell  as  numerous  allergens  and 
plain  irritants,  has  created  a health  problem  in  this  country  and 
in  the  entire  world  that  has  the  potential  to  exceed  any  other 
health  problem  the  world  has  ever  known.  If  unchanged,  the 
death  toll  in  absolute  numbers  due  to  the  latent  effects  of  nico- 
tinism may  eventually  approach  that  of  some  of  the  great  epi- 
demics of  history’.  It  is  a mathematical  matter  of  time. 

No  physician  would  hesitate  a moment  to  participate  in 
fighting  an  epidemic  of  any  of  the  classical  infectious  diseases. 
The  campaign  to  immunize  the  population  against  polio- 
myelitis in  the  1950s  was  a magnificent  and  rewarding  effort 
by  the  medical  profession.  Unfortunately,  against  tobacco- 
incurred  illnesses,  Texas  physicians  have  been  remarkably 
somnolent  At  the  moment,  there  is  a ground  swell  of  action  in 
support  of  antismoking  legislation.  But  this  is  more  in  spite  of 
physicians’  input  rather  than  because  of  it.  ITie  AMA  has  de- 
fined its  position,  and  it  now  appears  that  the  Texas  Medical 
Association  will  follow  this  example.  The  battle  lines  are  com- 
ing together  against  tobacco. 

On  the  surface,  the  issue  of  smoking  and  cancer  miglit  not 
appear  to  be  as  purely  a medical  issue  as  is  a poliomyelitis  epi- 
demic, or  rampant  venereal  disease,  or  galloping  tuberculosis. 
Not  many  physicians  seem  to  be  bowled  over  by  the  sad  news 
that  lung  cancer  is  now  more  common  among  Texas  women 
than  breast  cancer.  Iliis  cannot  be  treated  as  just  another 
sociobehavioral  issue.  More  likely  it  is  a problem  that  reflects  a 
lingering  lack  of  insight  or  a lack  of  real  comprehension,  in 
part  because  of  the  long  latent  period  between  cause  and 
effect.  There  can  be  no  question  that  addiction  is  a factor. 

There  is  some  concern  that  the  continued  use  of  tobacco 
products  may  reflect  a failure  of  education  and,  more  impor- 
tant, a lack  of  wholehearted  participation  by  the  leadership  of 
the  health  community — the  physicians  themselves.  The  means 
to  prevent  almost  half  of  the  cases  of  adult  cancer  is  in  our 
hands. 

One  might  say  that  everyone  knows  all  this.  They  certainly 
have  heard  the  rhetoric,  but  almost  as  certainly,  they  genuinely 
do  not  appreciate  the  full  and  deadly  implications.  On  the 
other  side,  the  tobacco  industry  has  poured  billions  of  dollars 
into  a continuing  barrage  of  public  relations  and  advertising 
solely  to  promote  and  expand  the  use  of  tobacco  products. 
Obviously,  this  industry  does  not  believe  that  the  public  has 
heard  enough  of  its  view.  In  consideration  of  the  ultimate  hu- 
man carnage,  the  behavior  of  the  tobacco  industry  is  totally 
reprehensible  and  unconscionable. 

In  a recent  editorial  in  the  Journal  of  the  American  Medical 
Association,  Byron  Bailey,  MD,  of  Galveston  said,  “We  have  not 
yet  mounted  a national  effort  to  combat  tobaccoism  that  is  ap- 
propriate to  the  size  of  the  problem”  (2).  “Tobaccoism”  is  a 
colossal  health  problem  that  is  being  solved,  but  there  is  still 
much  to  be  done.  Smoking  should  be  totally  disallowed  in  any 
hospital  or  medical  facility.  It  is  time  to  stop  catering  to  ill- 
advised  addictive  habits.  The  availability  of  cigarettes  for  chil- 
dren and  young  adults  should  be  reduced,  and  legislation  that 
restricts  smoking  in  public  places  should  be  passed  and  en- 
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forced.  Every  physician  should  become  an  active  participant. 
At  the  ven  least,  eveiy  Texas  physician  should  instruct  even 
smoker-patient  to  quit  smoking.  ITiis  is  the  cheapest  way  to  re 
duce  the  incidence  of  cancer  and  the  mortality  from  cancer. 

DONALD  .1.  FERNBACH,  MD 

Professor  and  Head.  Hematolog\ -Oneolojj^  Section,  Department  of  Pediatries, 
Baylor  College  of  Medicine,  and  (;hief,  tlematologc -Oneologc’  Service,  Texas 
Children's  Hospital,  6621  Fannin  St,  #.•^-289,  Houston,  TX  ■’"^030 
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Informed  consent  and  the 
“reasonable  person”  standard 

A decision  by  the  Texas  Supreme  Court  on  Jan  8,  1986,  sharply 
clarified  informed  consent  i.ssues.  In  Barclay  v Campbell  ( 1 ), 
the  court  extended  new  requirements  for  informed  consent  to 
treatment  with  medications.  The  court  also  ruled  that  since 
the  Texas  Medical  Disclosure  Panel  had  not  made  a determina- 
tion of  risk  disclosure  with  the  medicine  in  question,  a neu- 
roleptic drug,  the  physician  was  bound  by  the  “reasonable  per- 
son” standard.  This  standard  requires  the  physician  “to  disclose 
the  risks  or  hazards  that  could  have  influenced  a reasonable 
person  in  making  a decision  to  give  or  withhold  consent”  (2). 
Dr  Bernard  Schwartz’s  article  in  this  issue  of  Texas  Medicine 
(p  50),  brings  this  new  ruling  to  our  attention  and  raises  many 
other  issues. 

The  Barclay  v Campbell  decision  regarding  treatment  with 
medications  and  the  Peterson  v Shields  ( 3 ) decision  regarding 
treatment  with  surgery’  confirm  the  court's  opinion  that  the 
Medical  Liability  and  Insurance  Improvement  Act  ( 4 ) changed 
the  physician’s  duty  of  disclosure  from  the  “reasonable  medical 
practitioner”  standard  to  the  “reasonable  person”  standard. 

The  physician  is  considerably  more  at  risk  because  of  these 
decisions. 

The  Texas  Medical  Disclosure  Panel  was  created  by  the 
Medical  Liability'  and  Insurance  Act  of  1977  to  evaluate  what 
risks  related  to  medical  care  should  be  disclosed.  Once  a pro- 
cedure is  evaluated,  it  is  placed  either  on  List  A or  List  B.  List  A 
contains  procedures  that  require  some  disclosure,  and  List  B 
contains  procedures  that  require  no  disclosure.  “Proper  disclo- 
sure of  risks  in  medical  procedures  found  on  List  A,  or  non- 
disclosure for  medical  procedures  found  on  List  B,  creates  a re- 
buttable presumption  that  the  doctor  was  not  negligent”  ( 5 ). 
Since  the  Texas  Medical  Disclosure  Panel  had  not  evaluated 
ly  mph  node  biopsy  at  the  time  the  Peterson  v Shields  case  was 
heard  and  had  not  evaluated  treatment  with  neuroleptic  medi- 
cation at  the  time  the  Barclay  v Campbell  case  was  heard,  the 


Supreme  Court  ruled  that  the  cases  fell  under  the  broader  and 
more  vague  “reasonable  person”  standard. 

Physicians  need  the  protection  afforded  by  having  the  Medi 
cal  Disclosure  Panel  evaluate  medical  and  surgical  procedures. 
By  the  panel’s  evaluation  of  procedures  and  the  physician’s  dis 
closure  of  those  ri.sks,  the  panel  decides  what  should  be  dis- 
closed, and  the  physician  avoids  the  hazards  of  trying  to  guess 
what  the  “rea.sonable  person  ” should  know  in  order  to  give  in- 
formed consent.  Physicians  and  the  panel  have  their  work  cut 
out  for  them. 

ROBERT  L.  ZAPAIAC,  MD 

Prc.sidcnt-Elect,  Texas  Society  of  Psychiatric  Physicians,  720  West  ,34th  St,  Austin, 
rx  ^8705. 
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Heritage  series  in  review 

As  demonstrated  in  the  first  essay  of  this  series  ( January, 
pp  60—63  ),  a respectable  number  of  articles  and  books  had 
been  written  about  the  medical  history  of  Texas  before  this 
Sesquicentennial  year.  However,  many  stories  remained  un- 
written or  needed  to  be  rewritten.  Recognizing  these  oppor- 
tunities, authors  of  our  heritage  essays  provided  a series  of 
original  and  scholarly  additions  to  the  historiography  of  medi- 
cine and  health  care  in  Texas.  T’hey  presented  new  information 
and  new  interpretations,  and  they  adhered  to  proper  canons  of 
research  and  presentation. 

Some  errors  did  occur.  Charles  Roland,  MD,  author  of  the  es- 
say on  Nicholas  Labadie  (July’,  pp  51  — 55),  noticed  that  Labadie 
was  missing  from  my  list  of  biographical  entries  in  the  current 
Handbook  of  Texas  (January',  p 6l  ).  The  sketch  of  Dibadie  is 
on  page  1 of  volume  2 of  the  Handbook  Instead  ot  Evetyday 
Life  on  Texas  Plantations,  Elizabeth  Silverthorne’s  new  book  is 
entitled  Plantation  Life  in  Texas  ( March,  p 49 ). 

Dr  Charles  T,  Morrissey,  Director  of  the  Oral  History'  Project 
at  Baylor  College  of  Medicine  in  Houston,  discovered  .some 
errors  in  Dr  Clayton  Brown’s  overview  of  medical  education  in 
Texas  (May,  pp  49—53).  As  an  institution,  Baylor  College  of 
Medicine  separated  from  Baylor  University  in  1969  It  is  no 
longer  operated  by  Baylor  University  ( p 49 ) Dr  Brown  wrote 
that  the  state  legislature  began  appropriating  $27  million  to 
the  Baylor  College  of  Medicine  in  1970  (p  52 ).  In  fact,  the 
school  first  received  a state  appropriation  of  $2.5  million  in 
1972.  State  assistance  to  Baylor  did  not  approach  $27  million 
until  fiscal  y'ear  1983.  Dr  Brown  mentioned  the  role  of  Dr  E.  H. 
Cary'  in  the  story  of  medical  education  in  Dallas  ( p 5 1 ).  Dr 
C^ary’  was  not  a native  of  Texas;  he  was  born  in  Lhiion  Springs, 
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Alabama.  We  apologize  to  anyone  who  may  have  been  misled 
or  offended  by  these  or  other  errors  in  our  series. 

1 am  especially  grateful  to  the  authors  for  their  foresight,  dil- 
igence, and  cooperation,  and  to  our  readers  for  their  enthusi- 
astic responses  and  helpful  commentaries.  The  entire  series 
would  not  have  been  possible  without  the  meticulous  care 
provided  by  the  Texas  Medicine  staff.  Our  gratitude  to  them  is 
unbounded. 

We  hope  that  the  series  will  encourage  others  to  participate 
in  the  quest  for  historical  knowledge  about  health  care  in 
Texas. 

CHESTER  R.  BURNS,  MD,  PHD 

Institute  for  the  Medical  Humanities,  The  University'  of  Texas  Medical  Branch. 
Galveston,  TX 


Rules  adopted  for  prophylaxis 
against  ophthalmia  neonatorum 

ITie  Texas  Department  of  Health  appreciates  the  notification  of 
the  newly  adopted  rules  for  the  prevention  of  ophthalmia  neo- 
natorum in  the  September  1986  issue  of  Texas  Medicine 
( Health  Line,  page  10).  A point  that  should  be  clarified  is  that 
these  rules  provide  for  two  approved  medications  (tetra- 
cycline and  eiy  thromycin ),  which  have  efficacy  against  Chla- 
mydia trachomatis  as  well  as  most  strains  of  Neisseria  gonor- 
rhoeae.  Since  C trachomatis  is  a more  frequent  cause  of 
ophthalmia  neonatorum  than  N gonorrhoeae,  1 feel  it  is  impor- 
tant for  health  care  providers  to  realize  that  these  rules  are 
adopted  for  the  prophylaxis  against  ophthalmia  neonatorum, 
rather  that  being  strictly  limited  to  the  prevention  of  gonococ- 
cal ophthalmia. 

THOMAS  G.  BETZ,  MD 

(;hief,  Bureau  of  Communicable  Di.sease  Services,  Texas  Department  of  Health, 

1 100  W -lOth  St,  Au.stin.  TX  ^8^S6-,^199 
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Oddly  enough/wild  rhinos""talk  to  you 
only  after  they  ve  dried  up 


...from  too  many  days  on  drying  antihistamines 


Back  when  all  he  had  was  a simple,  runny  rhinovirus, 
antihistamines  made  him  feel  more  civilized.  But  now 
that  sinusitis  and  bronchitis  have  set  in,  that  continual 
barrage  of  self-medication  with  drying  antihistamines 
has  turned  him  into  a “wild  rhino.” 

Now  his  sinuses  throb.  His  chest  aches.  And  no 
matter  how  much  he  coughs  and  blows,  those  sluggish 
secretions  don’t  budge. 


“Wild  rhinos”  need  more  than  a lesson  in  self-medication 
They  need  your  prescription  for  ENTEX®  LA.  ENTEX  LA 
opens  swollen  sinus  passages  so  he  can  breathe  easier. 
Then  it  thins  slow-moving  respiratory  secretions  so 
coughing  becomes  less  painful — more  productive. 

What’s  more,  ENTEX  LA  doesn’t  contain  anything 
to  sedate  him.  Because  a “wild  rhino”  is  a lot  easier  to 
tame  when  his  head  is  clear. 


ANTTHTSTAMTNE-FREE 

Enl^LA 

PHENYLPROPANOLAMINE  HCI  . 75  mg 
GUAIFENESIN ^ 400  mg 

IN  A SPECIAL  BASE  TO  PROVIDE  A PROLONGED 
THERAPEUTIC  EFFECT 


Just  decongestion  and  drainage... 
without  antihistamine  drying  and  drowsiness. 

Please  see  next  page  for  brief  summary  of  prescribing  information 
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ANTIHISTAMINE-FREE 

EnlexLA 

PHENYLPROPANOLAMINE  HCI  75  mg 

GUAIFENESIN -100  mg 

IN  A SPECIAL  BASE  TO  PROVIDE  A PROLONGED 
THERAPEUTIC  EFFECT 


Before  prescribing  or  administering,  see  package  circu- 
lar for  lull  product  information  The  following  is  a brief 
summary 

INDICATIONS  AND  USAGE:  Entex  LA  is  indicated  for 
the  symptomatic  relief  of  sinusitis,  bronchitis,  pharyngitis, 
and  coryza  when  these  conditions  are  associated  with 
nasal  congestion  and  viscous  mucus  in  the  lower  respira- 
tory tract 

CONTRAINDICATIONS:  Entex  LA  is  contraindicated  in 
individuals  with  known  hypersensitivity  to  sympatho- 
mimetics,  severe  hypertension,  or  in  patients  receiving 
monoamine  oxidase  inhibitors. 

WARNINGS:  Sympathomimetic  amines  should  be  used 
with  caution  in  patients  with  hypertension,  diabetes 
mellitus,  heart  disease,  peripheral  vascular  disease, 
increased  intraocular  pressure,  hyperthyroidism,  or 
prostatIc  hypertrophy 

PRECAUTIONS:  Information  for  Patients:  Do  no  crush 
or  chew  Entex  LA  tablets  prior  to  swallowing 
Drug  Interactions:  Entex  LA  should  not  be  used  in 
patients  taking  monoamine  oxidase  inhibitors  or  other 
sympathomimetics- 

Drug/Laboratory  Test  Interactions:  Guaifenesin  has 
been  reported  to  interfere  with  clinical  laboratory  determi- 
nations of  urinary  5-hydroxyindoleacetic  acid  (5-HIAA) 
and  urinary  vanilmandelic  acid  (VMA) 

Pregnancy:  Pregnancy  Category  C Animal  reproduc- 
tion studies  have  not  been  conducted  with  Entex  LA  It  is 
also  not  known  whether  Entex  LA  can  cause  fetal  harm 
when  administered  to  a pregnant  woman  or  can  affect 
reproduction  capacity  Entex  LA  should  be  given  to  a 
pregnant  woman  only  if  clearly  needed 
Nursing  Mothers:  It  is  not  known  whether  the  drugs  in 
Entex  LA  are  excreted  in  human  milk.  Because  many 
drugs  are  excreted  in  human  milk  and  because  of  the 
potential  for  serious  adverse  reactions  in  nursing  infants, 
a decision  should  be  made  whether  to  discontinue  nurs- 
ing or  to  discontinue  the  product,  taking  into  account  the 
importance  of  the  drug  to  the  mother 
Pediatric  Use:  Safety  and  effectiveness  of  Entex  LA 
tablets  in  children  below  the  age  of  6 have  not  been 
established 

ADVERSE  REACTIONS:  Possible  adverse  reactions 
include  nervousness,  insomnia,  restlessness,  headache, 
nausea,  or  gastric  irritation.  These  reactions  seldom,  if 
ever,  require  discontinuation  of  therapy  Urinary  retention 
may  occur  in  patients  with  prostatic  hypertrophy 
OVERDOSAGE:  The  treatment  of  overdosage  should 
provide  symptomatic  and  supportive  care.  If  the  amount 
ingested  is  considered  dangerous  or  excessive,  induce 
vomiting  with  ipecac  syrup  unless  the  patient  is  convuls- 
ing, comatose,  or  has  lost  the  gag  reflex,  in  which  case 
perform  gastric  lavage  using  a large-bore  tube.  If  indi- 
cated. follow  with  activated  charcoal  and  a saline  cathar- 
tic. Since  the  effects  of  Entex  LA  may  last  up  to  12  hours, 
treatment  should  be  continued  for  at  least  that  length 
of  time 

NDC  0149-0436-01  Bottle  of  100 

CAUTION:  Federal  law  prohibits  dispensing  without 

prescription 
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Norwich  Eaton 

Norwich  Eaton  Pharmaceuticals,  Inc. 
Norwich,  New  York  13815-0231 
A Procter  & Gamble  Company 


A Sign  of  the  Times? 


In  ten  years,  you  could  be  paying  far  more  for  professional 
liability  insurance  than  you  now  make  in  a year  of  practice. 
The  American  Medical  Association  is  fighting  to  keep  lia- 
bility costs  under  control:  reviewing  tort  reform,  working 
with  national  policymakers,  promoting  state  coalitions  to  ad- 
dress the  issue,  distributing  patient  information  material,  and 
informing  physicians  on  how  to  avoid  lawsuits. 

Do  you  want  something  done  about  professional  liability? 
Join  the  AMA. 

For  information,  call  toll-free  800/621-8335 
(in  Illinois,  call  collect  312/645-4783),  or  write: 

The  American  Medical  Associatien 

Division  of  Membership  535  North  Dearborn  Chicago,  Illinois  60610 


Starlite  Village 
Hospital 

Center  Point,  Texas 

Ph.  634-2212 
634-2213 

A specialized  hospital  dedicated  to  the 

physical,  mental  and  spiritual  treatment 
of  men  and  women  suffering  from 
alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  Annabelle  Lindner 

Medical  Director  Administrator 

CHAMPUS  APPROVED 
JCAH:  ACCREDITED 


Texas  Medicine 


TMA  L\  ACnCXX 


Dr  Sammons  returns  to  Texas 
to  address  TMA  conference 

James  H.  Sammons,  MD,  executive  vice- 
president  of  the  American  Medical  As- 
sociation, returns  to  Texas  Feb  7,  1987, 
to  address  Texas  Medical  Association's 
winter  conference  in  Austin.  Featuring 
medical  experts  from  across  the  eountrv', 
the  conference  program  follows  the 
theme  “Forecast  '87:  Reading  Medicine’s 
Future,” 

Dr  Sammons,  a pxst  president  of  FMA, 
will  discuss  “Old  Attitudes,  New  Real- 
ities” during  the  Saturday,  Feb  7,  program 
at  La  Mansion  Hotel.  Joining  him  on  the 
program  are  Vt’illiam  S.  Hotchkiss,  MD, 
Chesapeake,  Va,  president-elect  of  the 
AM,\;  Robert  D.  Burnett,  MD,  Los  Altos, 
Calif,  chairman  of  the  AMA  C^ouncil  on 
Medical  Service;  and  Ronald  E.  Hender- 
son, MD,  Birmingham,  Ala,  a member  of 
the  AMA  Council  on  Medical  Service. 

Breakout  sessions  and  panels  will  ad- 
dress professional  liabilitv’,  tort  reform, 
and  other  legislative  issues;  medical 
discipline;  and  physician  fees  and  re- 
imbursement. 

A preeonference  practice  management 
seminar  on  Friday,  Feb  6,  will  be  offered 
at  no  charge.  Three  postgraduate  courses 
are  available  with  a registration  fee: 

“Basie  Life  Support  for  Physicians,’’  Satur- 
day, Feb  6,  from  noon  to  5 pm;  and  “Mag- 
netic Resonance  Imaging”  and  “Newer 
Drugs:  Cardiovascular,  Nonsteroidal  Anti- 
Inflammator)’,  Gastrointestinal,  and  Deliv- 
ery Systems,”  Sunday,  Feb  7,  from  8 am  to 
1 pm  All  of  the  courses  qualify'  for  credit 
under  category'  I of  the  AMA  Physician's 
Recognition  Award.  Also  on  the  confer- 
ence agenda  are  a special  program  for 
new  county'  medical  society'  officers  and 
council,  board,  and  committee  meetings. 

The  deadline  for  housing  reserv'ations 
is  Jan  23,  1987. 

Further  information  on  the  conference 
is  available  from  C.  Lincoln  Williston, 
Texas  Medical  Association,  1801  N Lamar 
B1  vd,  Austin,  FX  7870 1 , phone  (512) 
477-6704, 


Don  Anderson  to  retire 
from  TMA  staff  Dec  31,  1986 

Donald  M.  Anderson,  Texas  Medical  A.sso- 
ciation's  assistant  executive  director  and 
director  of  the  socioeconomics  division, 
retires  Dec  31.  1986,  after  30  years  with 
the  association.  He  joined  'FMA  Feb  1, 
1956,  as  assistant  executive  secretary'. 

During  his  career  with  FMA,  Mr  Ander 
son  has  coordinated  the  association’s 
dealings  with  federal  and  state  agencies 
relative  to  government  health  care  pro- 
grams. He  also  has  been  responsible  for 
FMA’s  socioeconomic  involvement  with 
private  insurance  companies,  ho.spitals, 
and  private  industry.  And,  he  has  served 
as  the  administrative  backup  to  the  execu- 
tive director. 

Mr  Anderson  is  a graduate  of  'Hie  Tni- 
versity'  of  Texas  at  Austin  and  the  H'F 
School  of  Law.  He  also  has  accumulated 
42  hours  of  credit  in  a graduate  school 
program  in  management  at  U'F.  From 
1941  to  1945,  Mr  Anderson  served  with 
the  Eiglith  Army  Air  Force,  attaining  the 
rank  of  captain.  He  had  combat  flying  ex- 
perience in  the  European  theater  during 
World  War  IF  He  was  assistant  to  the 
vice-president  for  administration  at  U'F 
from  1952  to  1956.  Mr  Anderson  and  his 
wife  Olwy  n are  the  parents  of  two  grown 
children,  Duncan  and  Kara. 


Doiuilil  M Anderson,  TMA’s  iissistant  execulire 
director,  will  retire  Dec  .M,  1986,  after  30  years  with 
the  association 


On  the  occasion  of  his  retirement,  four 
colleagues  offered  their  thoughts  on  Mr 
Ander.son’s  contributions  to  FMA. 

C.  Lincoln  Williston,  'FMA’s  executive 
director,  who  also  retires  Dec  31,  1986: 
“He  is  one  of  the  most  knowledgeable 
individuals  in  the  country,  and  most  cer- 
tainly in  Texas,  on  issues  relating  to 
Medicare,  Medicaid,  CHAMPUS,  and  al- 
ternate care  delivery'  .systems.  He  long 
will  be  remembered  for  his  dedication 
and  commitment  to  the  medical  profes- 
sion, and  for  his  advocacy  for  this  na- 
tion’s sy  stem  of  private  enterprise,  and 
for  individual  re.sponsibility'.” 

John  11.  Selby,  MD,  Lubbock,  chairman 
of  'FMA’s  Council  on  Socioeconomics: 
“He’s  alway  s very’  pleasant,  but  primarily, 
he  alway  s keeps  his  chairman  well  in- 
formed— he’s  on  top  of  legislation  that 
affects  the  socioeconomic  situation  in 
Texas.” 

Mario  E.  Ramirez,  MD,  Rio  Grande  City', 
past  president  of  FMA  and  past  chairman 
of  the  Council  on  Socioeconomics:  “He  is 
one  of  the  most  conscientious  and  most 
sincere  persons  that  I have  ever  known. 
He  is  very  sensitive  and  very’  kind — a 
gentleman  in  every  sense  of  the  word.  . . . 
He  is  know  ledgeable,  and  he  is  practical 
. . . . We  owe  him  a world  of  gratitude.” 

Sam  N.  Key,  Jr,  MD,  Austin,  a past  mem- 
ber of  the  Board  of  Trustees:  “From  many 
years  of  work  with  Don  Anderson,  1 can 
only  say  that  he  is  one  of  the  relatively 
few  amongst  us  who,  I believe,  deserve 
the  respect  properly  reserved  for  those 
of  extraordinary  achievement.  To  me,  he 
repre,sents  those  qualities  of  erudite- 
ness, temperament,  steadfastness,  loyalty’, 
leadership,  aecomplishment,  and  honor 
that  should  mark  only  the  most  distin- 
guished of  men. 

“Personally,  I am  convinced  that  his  re- 
tirement, however  richly  deserved,  will 
be  a signal  loss  to  the  physicians  of  Texas, 
and  I wish  I could  prevent  it!  But,  I 
would  never  oppose  it,  for  I have  the 
utmost  affection  for  Mr  Anderson  and 
know  that  he  is  entirely  and  capably  and 
wonderfully  able  to  make  up  his  own 
mind.  And,  his  mind  is  superior  to  that 
of  most  of  the  rest  of  us.’ 
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IT’S  ALL  THE  COVERAGE 
THAT  YOU  WILL  EVER  NEED! 


NEW  BENEFITS 


$ 

$ 


COST  Of  LIVING  GUARDIAN 

This  optional  benefit  provides  a schedule  that  in- 
creases monthly  claim  payments  for  total  or  partial 
disability  to  cope  with  inflation. 

INCREASING  PRE-DISABILITY  BASE  EARNINGS 

Automatically  increases  base  amount  on  each  anni- 
versary of  partial  disability  to  prevent  erosion  of 
claim  payments  should  earnings  while  partially  dis- 
abled increase  due  to  inflation. 


$ WAITING  PERIOD  FOR  PARTIAL  DISABILITY 

The  waiting  period  for  partial  disability  is  now  the 
same  as  the  waiting  period  you  select  for  total  dis- 
ability, 30,  90  or  180  days. 

$ PARTIAL  DISABILITY  BENEFITS 

Benefits  becoming  due  are  payable  at  50  percent  of 
your  monthly  benefit  for  total  disability  until  the  long 
term  payment  schedule  applies  at  the  seventh 
month. 


$ INNOVATIVE  SOCIAL  ‘SUBSTITUTE  ’ 

A $1000  monthly  benefit  is  available  under  TMA’s  low 
cost,  180  day  waiting  period  to  members  who  want  in- 
surance payment  as  a substitute  if  a disability  does  not 
qualify  for  Social  Security  disability  payments.  The 
$1000  is  payable  even  if  payments  are  made  by  Social 
Security. 


$ Bonafide  long  term  benefit  periods  for  total 
disability,  to  age  70, 

$ Long  term  benefits  for  partial  disability,  at  no 
additional  cost. 

$ Definition  of  disability  protects  you  at  your 
medical  specialty,  at  no  additional  cost. 


You  may  be  insured  for  the  meiximum 
monthly  benefit,  up  to  $8000,  regardless  of 
other  disability  insurance  you  have  in  force. 

$ At  time  of  claim,  the  full  TMA  monthly  bene- 
fit is  paid  regardless  of  monies  you  may  re- 
ceive from  other  disability  policies,  salary 
continuation,  investments,  Socicd  Security. 


THE  TRIED  AND  TRUE'' 

$ 


Refer  to  the  “Center  Section”  of  the  TMA  Insurance  Brochure 
dated  August,  1986  for  examples.  If  you  do  not  have  a brochure, 
call  1-800  252-9318. 

TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  PROGRAM 

1901  NORTH  LAMAR  BLVD  • AUSTIN,  TEXAS  78705 
underwritten  by 

PRUCO  LIFE  INSURANCE  COMPANY  of  TEXAS 

a subsidiary  of  the  PRUDENTIAL 


TMA  accepting  media  entries 
for  Anson  Jones  Award 

The  Texas  Medical  Association  is  accept- 
ing entries  from  radio  and  television  sta- 
tions, newspapers,  and  magazines  as  part 
of  its  annual  Anson  Jones  Award  competi- 
tion, which  honors  outstanding  coverage 
of  health  topics  by  the  state’s  news  me- 
dia. Entries  must  be  received  by  Jan  1 5, 
1987. 

Now  in  its  30th  year,  the  competition 
features  nine  categories:  radio  stations  in 
Dallas,  Fort  Worth,  Houston,  and  San  An- 
tonio; all  other  radio  stations;  television 
stations  in  Dallas,  Fort  Worth,  Houston, 
and  San  Antonio;  all  other  television  sta- 
tions; daily  newspapers  in  Dallas,  Fort 
Worth,  Houston,  and  San  Antonio;  all 
other  daily  newspapers;  weekly,  bi- 
weekly, or  semi-weekly  newspapers; 
company,  employee,  association,  trade, 
or  chamber  publications;  and  consumer 
and  general  interest  publications. 

The  winner  of  each  category  receives 
$500  and  a certificate  for  excellence  in 
communicating  health  information  to  the 
public.  Citations  of  merit  also  may  be 
given.  Entries  must  have  been  published 
between  Jan  1 , 1 986,  and  Dec  31,1 986. 
Respected  members  of  the  newspaper 
and  publishing  industries  and  a panel  of 
physicians  will  select  winners  by  April  1 , 
1987.  Entries  are  judged  on  accuracy, 
significance,  quality,  public  interest,  and 
impact. 

The  award  is  named  for  a pioneer 
Texas  physician  and  author  who  served 
the  Republic  of  Texas  as  a member  of  its 
congress,  secretary  of  state,  and  its  last 
president. 

Last  year’s  newspaper  winners  were 
from  the  Houston  Chronicle,  Dallas 
Times  Herald,  San  Angelo  Standard 
Times,  and  Panola  County  Post.  Maga- 
zine winners  were  from  DALLAS  Maga- 
zine and  Houston  City  Magazine. 
Broadcasting  winners  were  from  WFAA- 
TV,  Dallas,  and  KLTV-TV,  Tyler.  Citation 
of  merit  winners  were  from  radio  sta- 
tions KRLD-AM,  Dallas,  and  KLBJ-AM, 
Austin,  and  television  station  KPRC, 
Houston. 

Further  information  is  available  from 
the  TMA  Communication  Department, 
1801  N Lamar  Blvd,  Austin,  TX  78701, 
phone  (512)477-6704. 


TMA  travel  program  offers 
something  for  everyone 

Texas  Medical  Association’s  1987  travel 
program  offers  something  for  ever)’ 
travel  preference — from  toast)’  tropics 
to  icy  mountains,  and  evcr)'thing  in 
between. 

Escape  the  winter  doldrums  with  the 
South  Pacific  Air/Sea  Cruise  Dec  3 1 
through  Jan  17  and  Jan  15  through  Jan 
3 1 . The  excursion  takes  adventurers  to 
Australia,  Tasmania,  and  New  Zealand. 
Other  winter  tours  include  the  Gre- 
nadines/Orinoco River  Cruise,  Bali/Far 
East  Adventure,  and  Trans-Panama  Canal 
C;ruise. 

Spring  1987  brings  the  ChinaA’angtze 
River  tour  May  18  througli  June  5, 
and  the  Danube  River  Cruise,  May  2 1 
through  June  4. 

Six  tours  will  be  available  during  the 
summer  months:  Alaska  and  The  Mid- 
night Sun  Express;  Journey  of  the  Czars 
through  Moscow,  the  Volga  and  Don 
rivers,  and  Leningrad;  Scandinavian 
Fjords;  New  England/Cape  Cod  Air 
Sea  Cruise;  and  a Canadian  Rockies 
Adventure. 

Sept  5 — 14,  1987,  brings  a cruise  on 


the  QE  II  and  London.  A lAissage  to  India 
will  take  travelers  to  Bombay,  Delhi, 
Agra,  Jaipur,  and  Nepal  in  October.  Also 
in  the  fall,  an  Orient  Adventure  takes  in 
South  Korea,  Hong  Kong,  and  Japan. 

Most  of  LMA’s  tours  include  continu 
ing  medical  education  programs. 

Further  information  is  available  from 
Jeanette  Prentice,  Texas  Medical  Asso- 
ciation, 1801  N Lamar  Blvd,  Austin,  TX 
■’BAH,  phone  (512)477-6704,  ext  350. 


HEALTH  LINE 


TMAA  produces  brochure 
explaining  learning  disabilities 

The  Texas  Medical  Association  Auxiliar)’ 
has  produced  a brochure  that  explains 
learning  disabilities,  including  informa- 
tion on  symptoms,  helpful  learning  tech- 
niques, and  information  resources. 

According  to  the  brochure,  symptoms 
that  may  signal  the  learning  disability 
dyslexia  are:  ( 1 ) problems  learning  names 
of  letters  in  the  alphabet;  ( 2 ) difficulty  in 
learning  to  write  the  alphabet  in  correct 


The  Taj  Matja!  is  one  of  the  attractions  on  TMA 's 
tour.  A Passage  to  India,  which  is  scheduled  for 
October  198^ 
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sequence;  ( 3 ) difficulty  in  learning  and 
remembering  printed  words;  ( 4 ) reversal 
of  letters  or  sequences  of  letters;  ( 5 ) dif- 
ficulty' in  learning  to  read  and  in  reading 
comprehension;  and  ( 6 ) cramped  or  illeg- 
ible handwriting  and  repeated  erratic 
spelling  errors. 

ITie  brochure,  which  soon  will  be 
printed  in  Spanish,  is  available  upon  re- 
quest from  the  Texas  Medical  Association 
Auxiliary’,  1801  N Lamar  Blvd,  Austin,  I'X 
78701,  phone  ( 3 1 2 )477-6'’04. 

Benzodiazepine  substances 
added  to  Schedule  FV 

The  Federal  Drug  Enforcement  Admin- 
istration has  issued  a final  rule  adding 
two  benzodiazepine  substances  to  Sched- 
ule tv  of  the  Federal  Controlled  Sub- 
stances Act. 

In  accordance  with  the  federal  rule, 
Texas  Health  Commissioner  Robert  Bern- 
stein, MD,  has  ordered  the  addition  of 
midazolam  and  quazepam  to  paragraph 
( b ) of  Section  1 .06,  Subchapter  2,  Article 
4476—  1 5,  of  the  V'ernon's  Texas  Civil 
Statutes. 


TDH  begins  program 
to  prevent  hepatitis  B 

In  September,  the  Texas  Department  of 
Health  (TDH  ),  in  cooperation  with  local 
health  departments,  Texas  hospitals,  and 
private  physicians,  began  the  Hepatitis  B 
Virus  Prevention  Program  for  high-risk 
infants.  Under  this  program,  serologic 
testing  of  income-eligible  pregnant 
women  at  risk  of  being  carriers  of  the 
virus  is  available  at  the  department’s 
laboratory'  in  Austin.  Vaccines,  including 
hepatitis  B immune  globulin  ( HBIG ) and 
hepatitis  B vaccine,  are  available  through 
the  department’s  immunization  division 

Commissioner  of  Health  Robert  Bern- 
stein, MD,  says  that  estimates  on  a cost- 
benefits  ratio  for  the  Hepatitis  B Virus 
Prevention  Program  are  SI 93  saved  for 
every'  SI  spent. 

Under  the  program,  the  TDH  will  te.st 
the  blood  of  high  risk  pregnant  women  at 
about  the  34th  week  of  pregnancy’  Be- 
cause of  limited  resources,  said  Dr  Bern- 
stein, the  department  is  especially 
interested  in  screening  ( 1 ) women  of 


Southeast  Asian  descent,  and  ( 2 ) women 
who  have  a history'  of  intravenous  drug 
abu.se. 

The  local  health  departments/district 
and  TOH  public  health  regions  are  coor- 
dinating and  implementing  this  program 
at  the  local  level. 

For  more  information  about  the  Hepa- 
titis B Virus  Prevention  Program,  call 
Gilbert  Levine,  MD,  (512)-458-77()().  or 
Thomas  Betz,  MD,  (512)458—7453,  at 
the  Texas  Department  of  Health. 


SOCIOECONOMICS 


Congress  allows  fee  freeze 
to  expire  Dec  31,  1986 

After  42  months  and  three  extensions, 
the  Medicare  freeze  on  charges  of  non- 
participating physicians  will  expire  on 
Dec  31,  1986 

Conferees  from  the  US  House  of  Repre- 
sentatives and  Senate  reached  agreement 
on  HR  5300,  the  fiscal  year  198"^  budget 
reconciliation  bill,  in  the  waning  hours  of 
the  99th  Congress.  I’he  bill  also  allows 
a 3 2%  update  in  the  Medicare  prevailing 
charge  for  both  participating  and  non- 
participating physicians,  effective  Jan  1 , 
198"’. 

A system  of  charge  limitations  will  re- 
place the  fee  freeze  on  nonparticipating 
physicians.  Effectiv  e Jan  1,  1987,  if  the 
phy  sician’s  actual  charge  for  any  given 
service  is  at  or  above  1 1 5%  of  the  pre- 
vailing charge,  his  actual  charge  for  that 
service  may  not  be  increased  more  than 
1%.  If  the  physician’s  actual  charge  is 
less  than  1 1 5%  of  the  prevailing  charge, 
the  actual  charge  may  be  increased  as 
follows: 

Jan  1,  1987.  Charge  increases  are  lim- 
ited to  one  fourth  of  the  difference  be 
tween  the  actual  charge  and  1 1 5%  of  the 
Medicare  prevailing  charge. 

Jan  1,  1988.  (Charge  increases  are  lim- 
ited to  one  third  of  the  difference  be- 
tween the  actual  charge  and  1 1 5%  of  the 
Medicare  prevailing  charge. 

Jan  1,  1989  Charge  increases  are  lim- 
ited to  one  half  of  the  difference  between 
the  actual  charge  and  115%  of  the  Medi- 
care prevailing  charge. 

Jan  1,  1990.  The  actual  charge  may  be 


increased  the  remaining  amount  neces- 
sary’ to  reach  115%  of  the  Medicare  pre- 
vailing charge. 

On  any  procedure  where  the  Medicare 
prevailing  charge  is  reduced  as  a result  of 
the  Health  and  Human  Services  secre- 
tary  ’s  application  of  "inherent  reason- 
ableness” authority’,  a nonparticipating 
phy  sician  would,  over  a two-year  period, 
have  to  reduce  his  actual  charge  to  no 
more  than  125%  of  the  new’  Medicare 
prevailing  charge. 

Young,  female  physicians  lean 
toward  employed  positions 

Almost  half  of  female  phy  sicians  and 
younger  physicians  of  both  sexes  were 
working  in  employed  positions  in  1985, 
according  to  the  American  Medical  As- 
.sociation  Ckmter  for  Health  Policy  Re- 
.scarch.  The  finding  is  part  of  an  analysis 
of  trends  in  physician  employment  and 
the  practice  characteristics  of  employee 
physicians  from  1983  to  1985. 

Fhe  report  reveals  that  among  physi- 
cians under  36  y ears  of  age,  47%  were 
employees  in  1985,  compared  to  only 
19.4%  of  their  colleagues  over  age  55. 
The  percentage  of  young  physician  em- 
ployees increa,sed  by  5.3%  betw  een 
1983  and  1985,  significantly  more  than 
any  other  age  group.  Female  phy  sicians 
were  nearly  tw  ice  as  likely  to  be  em- 
ployees in  1985.  Only  23. 5%  of  males 
were  employed  in  1985  compared  to 
45.4%  of  females. 

Other  significant  findings  in  the  report 
are: 

1 The  percentage  of  employee  physi- 
cians among  nonfederal,  patient  care 
physicians  excluding  residents  grew  from 
23  4%  to  25.7%  during  the  period  from 
1983  to  1985. 

2.  I’he  percentage  of  employee  physi- 
cians increased  in  nearly  all  breakdow  ns 
by  specialty’,  region,  location,  age,  and 
sex  ov  er  the  three-year  period.  Surgeons 
and  obstetricians/gynecologists  had  the 
lowest  percentages  of  employees  for 
1985,  with  13.9%  and  13.4%  respec- 
tively. Pathologists  and  “other”  .spe- 
cialists, such  as  emergency’  care  phy  si- 
cians, had  the  largest  percentages  of 
employees  with  52.2%  and  42.2%  re- 
.spectively  for  1985.  Northeastern  states 
had  the  largest  percentage  of  employee 
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physicians  in  1985  with  29.8%,  while  the 
West  had  the  smallest  with  22.2%.  Al- 
most 30%  of  physicians  were  employees 
in  large  metropolitan  areas  compared 
to  approximately  20%  in  rural  areas  in 
1985. 

3.  Self-employed  physicians  consis- 
tently earned  nearly  $38,000  more  per 
year  than  employee  physicians.  However, 
employees  worked  an  average  of  one  and 
one-half  fewer  weeks  per  year  and  spent 
four  fewer  hours  per  week  in  practice- 
related  activities.  The  self-employed 
physicians  saw  an  average  of  1 9 more 
patients  per  week  than  their  employee 
colleagues.  At  the  same  time,  the  self- 
employed  physicians  charged  less  per  pa 
tient  visit  on  average  across  all  patient 
categories.  These  results  may  reflect  the 
increasing  competitiveness  of  the  tradi- 
tional physician  market  and  the  incen- 
tives for  younger  physicians  in  selecting 
their  initial  practice  arrangement. 

The  report  warns,  “Although  the  three 
years  considered  here  do  not  provide 
sufficient  information  to  isolate  long-term 
trends  in  physician  employment  status, 
the  results  reveal  the  significant  changes 
that  have  occurred  in  a relatively  short 
interval.” 


TMA  President  Jim  Bob  Brame.  MD.  Eldorado.  ( left) 
and  Immediate  Past  President  D.  Clifford  Bnrross. 
MD.  Wichita  Falls,  participate  in  a press  conference 
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TMA  representatives  appear 
before  state  liability  committee 

Seven  representatives  of  the  Texas  Medi- 
cal Association  appeared  before  the 
House-Senate  Joint  Committee  on  Lia- 
bility Insurance  and  Tort  Procedure  to 
voice  the  a.ssociation’s  views  on  the  pro- 
fessional liability  crisis. 

TMA  President  Jim  Bob  Brame,  MD,  El- 
dorado, told  the  lawmakers  that  " ITie 
professional  liability  crisis  has  severely 
affected  the  way  physicians  take  care  of 
rural  patients.  Specifically,  physicians  are 
not  able  to  deliver  the  care  that  these 
people — especially  the  elderly  and 
poor — need.” 

Turning  to  the  subject  of  medical  disci- 
pline, James  R.  Winn,  MD,  Uvalde,  a pa.st 
member  of  the  Texas  State  Board  of  Medi- 
cal Examiners,  called  for  protection  from 
civil  suits  for  physicians  who  testify  re- 
garding unskillful  and  negligent  phy- 
sicians. “When  physicians  act  out  their 
professional  and  civic  responsibility  and 
are  then  sued  by  the  defendent  physician 
with  its  attendent  costs  and  mental  an- 
guish, the  message  is  loud  and  clear: 

Don’t  get  involved.’”  Dr  Winn  also  sug- 
gested measures  to  strengthen  the 
board’s  effectiveness:  ( 1 ) require  that  ac- 


prior to  the  October  hearing  of  the  llonse  Senate 
Joint  Committee  on  Liability  Insurance  and  Tort 
Procedure 


tions  taken  against  a physician  by  a group 
of  peers  be  reported  to  the  TSBME  for 
appropriate  investigation  and  action,  (2  ) 
require  that  current  district  committees 
immediately  review  the  backlog  of  com- 
plaints and  assign  priorities  to  those  that 
pose  immediate  threats  to  the  public 
welfare,  and  ( 3 ) increase  the  board’s 
staffing  and  funding. 

E.  Don  Webb,  MD,  Houston,  a member 
of  the  board  of  governors  of  the  Texas 
Medical  Liability  Trust,  noted,  “Five  years 
ago  one  in  12  of  our  insureds  were  sued. 
In  1985,  there  was  one  suit  for  each  four 
and  a one-half  insureds.  The  average  pro- 
jected indemnity  cost  has  increased 
100%  in  five  years.  And,  the  av  erage  ex- 
pense per  suit  has  increased  64%  in  five 
years.  All  of  these  factors  influence  pre- 
miums.” Dr  Webb  also  announced  that 
TMLT’s  rates  are  increasing,  effective  Jan 
1,  1987. 

Tad  Davis,  MD,  Austin,  an  obstetrician- 
gynecologist  in  private  practice,  told  the 
committee,  “At  the  present  time,  it  has 
never  been  safer  for  a woman  to  have  an 
infant,  and  never  been  riskier  for  an  ob- 
stetrician to  deliver  that  infant.”  He 
added  that  almost  $200  of  each  deliverv’ 
fee  goes  toward  malpractice  insurance. 

Another  witness,  Charles  R.  Neblett, 
MD,  a Houston  neurosurgeon,  pointed 
out,  “The  tort  system  is  in  part  designed 
to  serve  as  a deterrent.  But  it  is  not  a de- 
terrent to  preventing  negligent  medical 
acts.  It  is  a deterrent  to  the  establishment 
and  continuation  of  a desirable  doctor- 
patient  relationship.  ITie  .system  places 
a barrier  between  the  doctor  and  the 
patient.” 

Finally,  Donald  R.  House,  PhD,  execu 
tiv  e vice-president  of  RRC,  Inc,  an  eco- 
nomics research  and  consulting  firm  in 
Bry  an,  told  the  legislators  that  four  types 
of  tort  reforms  have  been  found  to  suc- 
cessfiilly  improve  conditions  for  patients: 
limiting  attorney  fees,  assigning  legal  fees 
and  court  costs  to  the  plaintiff  in  frivo- 
lous  suits,  using  pre-trial  screening  pan- 
els, and  instituting  structured  payments 
of  settlements. 

Ehe  hearing  took  place  before  a capac- 
ity audience  in  the  Old  Supreme  Court 
Room  of  the  State  (Capitol  in  Austin,  Sat- 
urday, Oct  25. 

Prior  to  the  hearing,  LMA’s  represen- 
tatives conducted  a pre.ss  conference  at 
the  Capitol.  During  the  conference.  State 
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Unless  it’s  Medical  Protective. 

As  you  consider  professional  liability  insurance, 
consider  this.  The  coverages  stated  in  the  policy  are 
basically  a promise  — a promise  to  be  here  when 
needed  regardless  of  legal  climate  or  economic 
conditions.  A company’s  ability  to  keep  this  promise 
is  critical  because  your  financial  security  may 
depend  on  it.  Unfortunately,  too  many  firms  are  now 
finding  the  task  impossible. 


stands  behind  both.  How  long  has  it  been  in  opera-j 
tion?  Has  it  weathered  some  of  the  tough  times?  Wi 
it  be  there  for  you  when  you  need  help? 

The  Medical  Protective  Company  pioneered  profes 
sional  liability  coverage  before  the  turn  of  the 
century  and  has  served  doctors  exclusively  ever 
since.  Over  500,000  of  them.  Through  good  times 
and  bad.  We’ll  be  here  when  you  need  us. 


Analyze  your  liability  insurance  options  carefully 
just  as  you  would  any  important  investment.  Go 
beyond  the  agent  and  the  policy  to  the  company  that 


Contact  The  Medical  Protective  Company  through 
one  of  our  general  agents.  History  shows  we  keep 
our  promises. 


'0  f at  t licj  P| 


Bruce  Crim,  Keith  H.  Prince  Wayne  L.  Kirk,  Richard  B.  Ross 

Charles  F,  Curtice,  Daniel  S.  Marley  Suite  155,  7887  Katy  Freeway 

Suite  570,  Allied  Lakewood  Bank  Center,  6301  Gaston  Avenue  Katy  Hollow  Office  Park 

Dallas  TX  75214-3947,  (214)  821-4640  Houston,  TX  77024,  (713)  682-8024 


Michael  Rollans 
Thomas  A.  Weisman 
512  GPM  Life  Building 
San  Antonio,  TX  78216,  (512)  344-59( 
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Give  your  angina  patients 
what  they're  missing,,. 


CARDBEM:  FEW  SIDE  ffFECTS 

diltiazem  HCI/Morion 

Antianginal  artlon  inriudes  dilatation  of 
roronary  artedes,a  decrease  in  vascular  resis- 
tance/afterload, and  a reduction  in  heart  rate 

Proven  efficacy  when  used  alone  In  angina' 

Compatible  with  other  antianglnals^  ^* 

A safe  choice  for  angina  patients  vdth  coexisting 
hypertension,  asthma,  CORD,  or  RVD*^ 

*See  Warnings  and  Precautions. 

Please  see  brief  summary  of  prescribing  informafion  on  fhe  next  page 


CARDIZEHf  FEW  SIDE  EFFECTS 

diltiazem  HCI/Marion  IN  ANTIANCINAl  THERAPY 


60  mg  fid  or  qid 

Brief  Summary 

Professional  Use  Information 

CABDiZm- 

(diltiazem  HCI)  30  mg  and  60  mg  Tablets 

CONTRAINDICATIONS 

CARDIZEM  IS  contraindicated  in  (!)  patients  wild  sick 
sinus  syndrome  except  in  the  presence  of  a functioning 
ventricular  pacemaker.  (2)  patients  with  second-  or 
third-degree  AV  block  except  in  the  presence  of  a func- 
tioning ventricular  pacemaker,  and  (3)  patients  with 
hypotension  (less  than  90  mm  Hg  systolic) 

WARNINGS 

I . Cardiac  Conduction.  CARDIZEM  prolongs  AV  node 
refractory  periods  without  significantly  prolonging 
sinus  node  recovery  time,  except  in  patients  with 
sick  sinus  syndrome  This  effect  may  rarely  result 
in  abnormally  slow  head  rates  (padicularty  in 
patients  with  sick  sinus  syndrome)  or  second-  or 
third-degree  AV  block  (six  of  1. 243  patients  tor 
048%).  Concomitant  use  of  diltiazem  with 
beta-blockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction  A patient  with 
Prinzmetal's  angina  developed  periods  of  asystole 
(2  to  5 seconds)  otter  a single  dose  ot  60  mg  of 
diltiazem 

2 Congestive  Heart  Failure.  Although  diltiazem  has 
a negative  inotropic  effect  in  isolated  animal  tissue 
preparations,  hemodynamic  studies  in  humans 
with  normal  ventricular  function  have  not  shown  a 
reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt) 

Experience  with  the  use  of  CARDIZEM 
alone  or  in  combination  with  beta-blockers  in 
patients  with  impaired  ventricular  function  is  very 
limited  Caution  should  be  exercised  when  using 
the  drug  in  such  patients 

3 Hypotension.  Decreases  in  blood  pressure  asso- 
ciated with  CARDIZEM  therapy  may  occasionally 
result  in  symptomatic  hypotension 

4 Acute  Hepatic  in'iury.  In  rare  instances,  signilicant 
elevations  in  enzymes  such  as  alkaline  phospha- 
tase. CPK.  LDH  SCOT  SGPT  and  other  symptoms 
consistent  with  acute  hepatic  injury  have  been 
noted  These  reactions  have  ueen  reversible  upon 
discontinuation  ot  dmg  therapy  The  relationship  to 
CARDIZEM  IS  uncedain  in  most  cases,  but  prob- 
able in  some  (See  PRECAUTIONS  ) 

PRECAUTiONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is 
extensively  metabolized  by  the  liver  and  excreted  by  the 
kidneys  and  in  bile  4s  with  any  new  drug  given  over 
prolonged  periods,  laboratory  parameters  should  be 
monitored  at  regular  mtervats  The  drug  should  be  used 
with  caution  in  patients  with  impaired  renal  or  hepatic 


function  In  subacute  and  chronic  dog  and  rat  studies 
designed  to  produce  toxicity,  high  doses  ot  diltiazem 
were  associated  with  hepatic  damage  In  special 
subacute  hepatic  studies,  oral  doses  ot  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes 
in  the  liver  which  were  reversible  when  the  drug  was 
discontinued  In  dogs,  doses  of  20  mg.'kg  were  also 
associated  with  hepatic  changes,  however,  these 
changes  were  reversible  with  continued  dosing 
Drug  Interaction.  Pharmacologic  studies  indicate  that 
there  may  be  additive  effects  in  prolonging  AM  conduction 
when  using  beta-blockers  or  digitalis  concomitantly  with 
CARDIZEM.  (See  WARNINGS) 

Controlled  and  uncontrolled  domestic  studies  suggest 
that  concomitant  use  of  CARDIZEM  and  beta-blockers  or 
digitalis  is  usually  well  tolerated.  Available  data  are  not 
sufficient  however,  to  predict  the  effects  ot  concomitant 
treatment  padicularly  in  patients  with  left  ventricular 
dysfunction  or  cardiac  conduction  abnormalities  In 
healthy  volunteers,  diltiazem  has  been  shown  to  increase 
serum  digoxin  levels  up  to  20% 

Carcinogenesis,  Mutagenesis,  impairment  at 
Fertitity.  A 24 -month  study  in  rats  and  a 2 1 -month  study 
in  mice  showed  no  evidence  of  carcinogenicity  There 
was  also  no  mutagenic  response  in  in  vitro  bacterial 
tests  No  intrinsic  effect  on  fertility  was  observed  in  rats 
Pregnancy.  Category  C Reproduction  studies  hove 
been  conducted  in  mice,  rats  and  rabbits  Administration 
of  doses  ranging  from  five  to  ten  times  greater  (on  a 
mg/kg  basis)  than  the  daily  recommended  therapeutic 
dose  has  resulted  in  embryo  and  fetal  lethality  These 
doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities  In  the  perinatal/postnatal  studies 
there  was  some  reduction  in  early  individual  pup  weights 
and  survival  rales  There  ivos  an  increased  incidence  ot 
stillbirths  at  doses  ot  20  times  the  human  dose  or  greater 
There  are  no  well-controlled  studies  in  pregnant 
women  therefore  use  CARDIZEM  in  pregnant  women 
only  It  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus. 

Nursing  Mothers.  Diltiazem  is  excreted  in  human 
milk  One  repod  suggests  that  concentrations  in  breast 
milk  may  approximate  serum  levels  It  use  ot  CARDIZEM 
is  deemed  essential  an  alternative  method  of  infant 
feeding  should  be  instituted 
Pediatric  Use.  Safety  and  effectiveness  in  children 
have  not  been  established 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies 
earned  out  ta  date,  but  it  should  be  recognized  that 
patients  with  impaired  ventricular  function  and  cardiac 
conduction  abnormalities  have  usually  been  excluded 
In  domestic  placebo-controlled  trials,  the  incidence  of 
adverse  reactions  repoded  during  CARDIZEM  therapy  was 
not  greater  than  that  repoded  during  placebo  therapy 
The  following  represent  occurrences  observed  in 
clinical  studies  which  can  be  at  least  reasonably  asso- 


ciated with  the  pharmacology  of  calcium  influx  inhibition 
In  many  cases,  the  relationship  to  CARDIZEM  has  not 
been  established.  The  most  common  occurrences  os  well 
as  their  frequency  ot  presentation  are.  edema  (2  4%). 
headache  (2  1%),  nausea  (I  9%).  dizziness  (1.5%), 
rash  (1.3%).  asthenia  (1 .2%)  In  addition,  the  following 
events  were  repoded  infrequently  (less  than  l%): 

Angina,  arrhythmia,  AV  block  (first 
degree),  AV  block  (second  or  third 
degree  see  conduction  warning), 
bradycardia,  congestive  head 
failure,  flushing,  hypotension,  palpi- 
tations. syncope 

Amnesia,  gait  abnormality,  haltuci- 
notions,  insomnia,  nen/ousness, 
paresthesia,  personality  change, 
somnolence,  tinnitus,  tremor 
Anorexia,  constipation,  diarrhea, 
dysgeusio,  dyspepsia,  mild 
elevations  of  alkaline  phosphatase, 
SCOT  SGPT,  and  LDH  (see  hepatic 
warnings),  vomiting,  weight 
increase 

Petechiae.  pmritus,  photosensitivity, 
udicaria. 

Amblyopia,  dyspnea,  epistaxis,  eye 
imtation  hyperglycemia,  nasal 
congestion,  nocturia,  osteoadicular 
pain,  polyuria,  sexual  difficulties 
The  following  postmarketing  events  have  been 
repoded  infrequently  in  patients  receiving  CARDIZEM 
alopecia  gingival  hyperplasia,  erythema  multiforme,  and 
leukopenia  However,  a definitive  cause  and  effect 
between  these  events  and  CARDIZEM  therapy  is  yet  to  be 
established  Issued  7/86 

See  complete  Protessional  Use  Information  before 
prescribing 
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Sen  (^hct  E'dvMird.s  (( D Duncanville ) 
pledged  his  support  for  I'MA’s  sugges- 
tions for  strengthening  the  State  Board 
of  Medical  Hxaminers  and  protecting 
physicians  who  come  forvs  ard  to  testih' 
against  incompetent  physicians. 

‘Tour  willingness  to  police  your  pro- 
fession sets  an  excellent  example  that  1 
hope  other  professions  will  follow, " Sena- 
tor Edwards  said.  “W  eeding  those  incom- 
petents out  shows  your  confidence  in 
your  profession.  Your  recommendations 
are  constructive,  and  1 will  tr\  to  provide 
the  board  of  medical  examiners  with  the 
tools  that  it  needs.” 


AMA  legislative  efforts  meet 
with  success  in  99th  Congress 

The  American  Medical  Association  suc- 
cessfully worked  for  defeat,  pa.s.sage,  and 
delay  during  the  99th  (Congress,  which 
adjourned  in  mid-October.  In  addition  to 
an  end  to  the  Medicare  fee  freeze  for 
nonparticipating  physicians  and  equal  re- 
imbursement increases  for  participating 
and  nonparticipating  physicians,  the  asso- 
ciation reports  26  other  areas  of  success. 

These  areas  include  the  federal  health 
planning  program,  where  the  Congress 
reacted  favorably  to  a push  for  repeal. 
Also  meeting  with  succe.ss  was  the  AMA’s 
effort  to  defeat  legislation  that  would 
have  established  a health  professions 
draft  registration.  And,  Congress'  refusal 
to  limit  political  action  committees’  con- 
tributions was  counted  in  the  w in  col- 
umn. The  AMA  also  contributed  to  the 
defeat  of  a measure  that  would  have 
rolled  back  the  tobacco  tax  from  1 6 
cents  per  pack  of  cigarettes  to  8 cents. 

Also  in  the  AMA’s  favor  was  the  defeat 
of  efforts  to  reduce  Medicare  funding  for 
graduate  medical  education  from  a maxi- 
mum of  five  years  to  a maximum  of  four 
years.  The  association  al.so  contributed  to 
the  defeat  of  proposals  to  strip  tax  ex- 
empt status  from  entities  involved  with 
or  performing  abortion  services.  And, 
retroactive  recalibration  of  the  Medicare 
Economic  Index  was  not  allowed. 

AMA-supported  legislation  that  met 
w ith  success  in  Congress  included  a bill 
to  establish  a no-fault  compensation  sys- 
tem for  individuals  injured  due  to  man- 
dated pediatric  vaccines.  Hie  Congress 
also  passed  legislation  providing  protec- 
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tion  througli  antitrust  immunity  for  peer 
review  activities  taken  by  hospital  cre- 
dentialing  committees  and  medical  so- 
cieties. W'ith  AMA  support,  the  Congress 
increased  the  tax  on  alcoholic  beverages, 
required  health  warning  labels  on  smoke- 
less tobacco  products,  and  banned  broad- 
cast media  advertising  for  the  products. 
ITie  lawmakers  passed  legislation  to  re- 
quire interest  on  Medicare  claims  that 
are  not  paid  within  30  days. 

ITie  association’s  delay  tactics  were 
successful  in  slowing  the  implementation 
of  a nationw  ide  capitation  system  and 
competition  contracting  for  CIIAMPUS 
care- — partial  demonstration  of  this  con- 
cept w ill  be  conducted  instead.  Legisla- 
tion that  would  have  required  Federal 
Employees  Health  Benefits  Program 
( FEHBP ) carriers  to  directly  reimburse 
services' of  limited  license  practitioners 
was  stalled  in  the  Senate  and  not  adopted. 
And,  a moratorium  on  clinical  laboratory 
competitive  bidding  demonstration  proj- 
ects hxs  been  extended  for  one  year. 
Additionally,  legislation  w'as  enacted  to 
delay  the  date  by  which  HHS  must  com- 
plete a relative  value  study  ( RVS ) to 
allow'  completion  of  the  Harv  ard/AMA 
RV'S  studv,  which  is  expected  lulv  1, 

1988. 

ITie  association  was  successful  in  in- 
fluencing regulations  in  several  areas  of 
concern.  Appeals  of  Part  B Medicare 
claims  beyond  the  carrier’s  hearing  offi- 
cer w ere  authorized,  the  Medicare  defini- 
tion of  "physician”  w'as  limited  to  doc- 
tors of  medicine  and  osteopathy,  tax  act 
401(K)  plans  were  preserved,  and  fed- 
eral regulations  were  changed  to  require 
an  expanded  emergency  kit  on  commer- 
cial airlines. 

I'he  AMA  laid  the  groundwork  for  fu- 
ture Congressional  sessions  with  the  in- 
troduction of  legislation  to  provide 
incentive  grants  for  state  tort  reform, 
which  drew  a number  of  co-sponsors  and 
hearings  in  major  committees.  Legislation 
in  support  of  a tobacco  advertising  ban 
also  was  introduced  and  met  with  suc- 
cess in  Congressional  hearings.  The 
House  of  Representatives  passed  legis- 
lation to  increase  funding  for  vaccine 
stockpiles  held  by  the  public  health  ser- 
vice. The  House  Energy  and  Commerce 
Committee  reported  legislation  that 
would  continue  to  allow*  distribution 
of  drug  samples  by  pharmaceutical 


representatives. 

In  another  move  that  will  set  the  stage 
for  future  efforts,  legislation  requiring 
warning  labels  on  alcoholic  beverages 
w as  reported  to  the  Senate  floor.  And,  the 
House  passed  legislation  that  w'ould  es- 
tablish a US  Boxing  Commission  to  en- 
sure safety  standards  for  boxing  matches. 

Legislators  to  consider 
report  from  cancer  task  force 

\X  hen  they  convene  in  January’  1987,  the 
members  of  the  70th  Texas  Legislature 
w ill  consider  recommendations  to  ex- 
pand cancer  serv  ices  in  Texas,  which 
w ere  prepared  by  the  Legislative  Task 
Force  on  Cancer  in  Texas. 

Texas  House  Speaker  Gib  Lewis  ap- 
pointed the  task  force  in  February  1984. 
ITieir  mission  was  to  identify’  priority 
cancer  control  issues  and  propose  meth- 
ods for  improving  programs  in  cancer 
detection,  treatment,  and  prevention 
through  the  year  2000. 

In  a report  released  in  September,  the 
citizens  panel  recommended  that  the  leg- 
islature take  three  specific  actions: 

1 . Double  the  state’s  cigarette  tax  to 

4 1 cents  per  pack  as  a deterrent  to  smok- 
ing, especially  among  young  people; 

2.  Enact  clean  indoor  air  measures  to 
prohibit  smoking  in  public  places,  public 
meetings  and  work  sites,  except  for  spe- 
cifically designated  areas;  and 

3 Continue  state  funding  of  the  Texas 
Cancer  Council,  which  was  created  to 
coordinate  the  Texas  Cancer  Plan  that  re- 
sulted from  earlier  task  force  work. 

Most  of  the  panel’s  immediate  recom- 
mendations can  be  funded  through  exist- 
ing resources,  according  to  James  D. 
Dannenbaum,  a Houston  engineering 
executive  who  chaired  the  52-member 
task  force.  Mr  Dannenbaum  also  chairs 
the  1 6-member  Texas  Cancer  Council 
that  w ill  oversee  long-range  implemen- 
tation of  the  statewide  plan. 

Mr  Dannenbaum  said  the  Texas  Cancer 
Council  will  ask  the  Texas  Legislature  for 
$8.9  million  for  the  next  biennium.  At 
least  75%  of  the  funds  would  support 
proposed  and  expanded  cancer  preven- 
tion programs,  while  an  additional  10% 
would  be  allocated  to  continue  pilot 
projects  in  cancer  prevention,  detection, 
diagnosis,  and  patient  transportation  in 


You' ve  chosen 

your 

profession. 

We  can  secure  it. 


American  Physicians  Life  Insurance  (API 
Life)  has  specialized  in  the  insurance 
needs  of  Texas  physicians  for  7 years. 

Because  our  company  is  owned  by  doc- 
tors, we  know  that  a physician's  life  and 
disability  coverage  needs  are  different 
than  those  of  other  professionals.  All  of 
our  products  are  designed  to  meet  those 
needs,  and  we  offer  them  at  highly  com- 
petitive rates. 


For  answers  to  your  questions  about: 

• Universal  Life  and  Annual  Renewable 
Term 

• Income  Replacement  and  Business  Over- 
head Expense 

• Deferred  Compensation  (Bonus  Alter- 
native for  the  Incorporated  Physician) 

call  Toll  Free  at  1-800-252-3628,  or  watch 
your  mail  for  more  information  arriving  in 
the  next  few  weeks. 

o 


api^ 

American  Physicians  Life  Insurance  Company  is  a subsidiary  of  American  Physicians 
Insurance  Exchange,  the  doctor-owned  liability  insurance  company  entering  its 
2nd  decade  of  service  to  Texas  physicians. 


the  Rio  Cirandc  N'allcy. 

I'ltiniately,  tlic  Texas  Caneer  Plan  seeks 
to  mobilize  all  public,  private,  and  voliin- 
tar\’  resources  to  make  ever\’  .school  a 
cancer  prevention  center  and  ever)  doc 
tor's  ol'hce  and  public  health  clinic  a can- 
cer detection  and  prevention  center. 

ITie  task  force  report  emphasizes  the 
importance  of  increasing  knowledge 
about  cancer  among  all  Texans  as  a 
means  of  motivating  each  person  to 
adopt  personal  cancer  prevention  habits. 

A major  goal  of  the  plan  is  providing 
more  timely  and  convenient  cancer  care 
in  or  near  communities  where  Texans  live. 

Robert  ()  Kerr.  MD,  Austin,  president 
of  the  American  dancer  Socier\’’s  Texas 
Division,  said  he  "applauds  the  collab- 
orative .spirit  of  the  Texas  Chancer  Plan." 
TMA  president  Jim  Bob  Bramc,  MD,  Tl- 
dorado,  praised  the  panel's  emphasis  on 
prohibiting  smoking  and  called  the  clean 
indoor  air  act  proposal  “a  step  in  the 
right  direction  to  protect  the  public 
health.” 

Joseph  T.  Painter,  MD,  a member  of 
TMA's  board  of  trustees,  served  as  stafl 
director  for  the  task  force.  ITic  task  force 
executive  committee  included  TMA 
members  Joaquin  G.  Cigarroa,  Laredo; 
Charles  A.  LeMaistre,  MD,  Houston;  and 
Austin  physicians  Robert  Bernstein,  Ml); 
Grover  L.  Bynum,  Jr,  MD;  (diaries  B. 
Mullins.  MD;  and  Donald  C.  Spencer,  MD. 

League  membership  grows 
to  212,  including  92  cities 

As  of  Oct  6.  membership  in  the  Texas 
Civil  Justice  League  (T('JL)  had  grown  to 
272,  with  92  members  representing  city 
governments.  Jerry  "Nub  " Donald.son, 
league  coordinator,  predicts,  "By  the  time 
the  legislature  convenes,  we  should  have 
well  over  300  dues-paying  members  ' 

ITie  league  is  a nonprofit  corporation 
organized  to  promote  tort  reform.  Texas 
Medical  Association  is  a member  of  the 
league,  along  with  hospitals,  railroads, 
newspapers,  builders,  engineers,  physi- 
cians, architects,  certified  public  ac- 
countants, and  other  busines.ses  and 
professions. 

ITie  TCJL  recommends  that  the  ^Oth 
Texas  Legislature,  w'hich  convenes  in 
January  1987,  should  enact  laws  that 
would: 


1.  Impose  limitations  and  reporting  re- 
quirements for  contingent  fee  contracts: 

2.  Abolish  joint  liability; 

3-  Correct  venue  statutes  to  prevent 
forum  shopping  at  the  will  of  the 
claimant; 

4.  Set  statutoty-  limits  on  the  award  of 
punitive  damages  and  change  the  burden 
of  proof  upon  which  such  awards  may  be 
predicated; 

3.  Offset  collateral  sources  of  pay- 
ments against  the  final  judgment; 

6.  Structure  awards  for  future  damages 
exceeding  SI 00, 000  with  provisions  for 
cessation  of  payment  for  future  medical 
expense  and  future  noneconomic  dam- 
ages upon  death  of  the  claimant; 

7.  Set  statutory’  limits  on  all  noneco- 
nomic damages;  and 

8.  Provide  appropriate  sanctions  for 
filing  frivolous  lawsuits. 


i\/{\vsmaki:rs 


CRLIGIITON  EDWARDS,  MD,  Houston, 
has  been  named  executive  director  for 
professional  services  at  The  I'niversity  of 
Texas  M.D.  Anderson  Hospital  and  Tumor 
Institute.  A g\  necologist.  Dr  Edwards  has 
been  a member  of  the  M.D.  Anderson 
st;iff  since  1966  and  last  year  was  named 
the  first  holder  of  the  Ann  Rife  (diair  in 
Gynecolog)’. 

RICHARD  S.  MATERSON,  MD.  a Houston 
physiatrist,  is  the  new  president  of  the 
American  Academy  of  Physical  Medicine 
and  Rehabilitation. 

Dl'RWOOD  E.  NEAL,  Ml),  Eort  Worth, 
was  honored  as  Tex;i.s  Family  Physician  of 
the  Year  by  the  Texas  Academy  of  Family 
Physicians.  Dr  Neal  is  a past  president  of 
the  TAFP  and  the  Texas  Medical  Associa- 
tion, and  has  served  as  a delegate  to  the 
American  Academy  of  Family  Physicians 
and  to  the  American  Medical  As.sociation. 
Hie  TAFP  presents  the  award  to  one  of 
its  members  who  not  only  has  received 
recognition  and  respect  medically  in  his 
or  her  community,  but  who  also  has  par- 
ticipated civically,  religiously,  educa- 
tionally, and  socially  in  the  community. 


JOSEPH  T AINSWORTH,  Ml),  Houston, 
has  been  named  the  1986  recipient  of 
the  American  Medical  A.ssociation's  Doc- 
tor Benjamin  Rush  Award  for  Citizenship 
and  (Y)mmunity  Service. 

11  (iRANT  TAYLOR,  MD,  profes.sor  emer- 
itus of  pediatrics  at  The  I'niversity  of 
Texas  M l).  Anderson  Ho.spital  and  Tumor 
Institute,  has  received  the  Sidney  ICiliski 
Award  from  the  Texas  Pediatric  Society,  a 
chapter  of  the  American  Academy  of  Pe- 
diatrics. The  award  is  presented  to  a 
person  who  has  made  significant  contri- 
butions to  the  medical  care  of  children  in 
Texas.  Dr  Taylor  was  the  first  head  of  the 
division  of  pediatrics  at  I'  T M.D.  Ander- 
son Hospital.  At  the  hospital,  he  devel- 
oped a program  of  care  for  pediatric 
cancer  patients  that  incorporated  meet- 
ing their  social  and  emotional  needs  as 
well  as  their  medical  needs.  Although  for- 
mally retired  since  19'’~,  Dr  Taylor  con 
tinues  to  work,  study,  write,  and  to  see 
patients  at  a City  of  Houston  health 
clinic. 

ROBER  T O.  Kl-RR,  MD,  Austin,  was 
elected  to  a second  consecutive  term  as 
president  of  the  American  Cancer  So- 
ciety, Texas  Division.  Dr  Kerr,  an  A('S  vol- 
unteer for  1 2 years,  is  past  chairman  of 
the  division's  Medical  and  Scientific 
Committee. 

GCNTER  VON  NOORDEN,  Ml),  Houston, 
chief  of  ophthalmology  at  Texas  (chil- 
dren's Iktspital  and  professor  of  opthal- 
mologN'  at  Baylor  (.ollege  ot  Medic'int*. 
has  assumed  the  presidency  ot  the  Inter- 
national Strabismological  Association. 


)1M  GILMORE,  MD,  a Dallas  cosmetic- 
surgeon,  has  been  elected  secretary - 
treasurer  of  the  Texas  division  of  the 
International  College  ot  Surgettns. 
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“Eating  steering  wheels  isn’t  all  it’s  aacked  up  to  be.  But  it’s 
the  only  way  to  prove  how  safety  belts  save  lives.  So  buckle  up 
the  ne^d  time  you  hop  in  the  car.  Sure,  itll  eliminate  our  job.  But 
that’s  fine.  It’s  a job  we  can  live  without.” 

VOUCOULDlEARNAIOrFROMAIMIMMY  BUCKLE  VOUR  SAFETY  BBI 


A Public  Service  Message 


U.S.  Department 
of  Transportation 


Texas  Medicine 


ncrican  College  of  Physicians  presents: 


In  Tune  with 
Today’s  Medicine 

68th  ANNUAL  SESSION 

NEW  ORLEANS  CONVENTION  CENTER 


APRIL  2-5.  1987 


Take  advantage  of  medicine’s 
educational  opportunity  of  the  year. 


Over  300  scientific  presentations  by  some  of  the 
most  respected  names  in  internal  medicine. 


• Plan  vour  own  curriculum,  choosing  topics,  taculn’,  and  program  tormats  best  suited  to  your 
individual  needs. 

• Discuss  problem  cases  with  medieine’s  leading  clinicians  and  educators. 

• Hear  Robert  Gale,  MD  discuss  his  experience  in  Chernobyl. 


• Learn  the  clinical  implications  of '■'’How  Cells  Talk  to 

• Choose  from  three  Pre-Session  courses  on  Critical  Car 
Myocardial  Intarction. 

Bring  vour  spouse  and  tamilv  for  w hat  promises 
to  be  a memorable  ewent  in  one  of  America’s 
ta\'orite  cities. 

Send  for  your  1987  Annual  Session 
Scientific  Program  Guide. 

The  Scientific  Program  Guide  with  scheciules,  taeulty 
listings,  registration  forms,  and  spouse/guest  activities  is 
vour  kev  to  planning  the  most  valuable,  personalized 
Session  possible.  Request  vour  Guide  today  using  the 
coupon  at  right.  Many  popular  programs  fill  up  quickly, 
so  vou'll  want  to  start  planning  vour  curriculum  soon. 
Be  assured  of  attending  the  presentations  that  will 
benefit  you  most. 


f.aeh  Other.” 

■,  AIDS,  or  Management  of  Acute 


YES,  please  mail  me  the  ’87  Program  Guide. 

PLEASE 

PRINT 


NAME 


ADDRESS 


CITV/STATE/ZIP 

Telephone  toll-free:  (800)  523-1546  ext.  3675 
In  Pennsylvania:  (215)  243-1200  ext.  3675 

D ACP  member  Membership  #: 

n non-member 

American  College  of  Physicians 

4200  Pine  Street,  Philadelphia,  PA  19104 


MD6017 


A Referral  Center  for  Cardiopulmonary  Diseases 


Clinical  Services  and  Consultations 


• Cardiovascular  Diagnosis  and  Surgery 

• Infectious  Disease 

Atypical  Mycobacteria,  Pneumonia 
& Related  Diseases,  Tuberculosis 

• Oncology 

• Outpatient  Care 

• Pediatric  Respiratory  Disorders 
Allergy,  Asthma,  Cystic  Fibrosis 
Pneumonia,  Tuberculosis 


• Pulmonary  (Adult) 

Emphysema  & Chronic  Bronchitis 
Occupational  Lung  Diseases 
Pulmonary  Physiology 
Pulmonary  Infiltrative  Disease 
Sleep-Related  Breathing  Disorders 
Pulmonary  Rehabilitation 
LIndiagnosed  Pulmonary  Masses 

• Radiology  • Smoking  Cessation 

• Thoracic  Surgery 


The  Universify  of  Texas  Health  Center  at  Tyler 

Located  on  Highway  271  at  SH  155,  5 miles  north  of  Tyler,  Mailing  address: 

F O Box  2003,  Tyler,  TX  75710.  For  information  and  referral  call:  1-800-442-8842 


B Better  Patient  Records 

SUBJECTIVE 

OBJECTIVE 

ASSESSMENT 

PLAN 

The  S-O-A-P  Medical  Record  System  is  designed  for  keeping  CLINICAL  RECORDS.  S-O-A-P  utilizes  the  power  of  the  computer  to  flag  interactions 

of  the  patient’s  drugs,  characteristics,  habits,  allergies  and  diseases. 

S-O-A-P  provides  an  updated  problem  list  and  patient  profile.  A WORD  PROCESSOR  formated  for  the  clinical  records  is  provided,  and  both 
DATA  SEARCH  and  DRUG  INFORMATION  UPDATE  abilities  are  included.  S-O-A-P  is  comparable  with  PC  computers. 

• Developed  by  Practicing  Physicians  • Protection  with  Medicare  audits  and  malpractice 
• Assists  with  Practice  Marketing  • Over  2100  Durgs  with  interactions  and  side  effects 

• Records  become  Progressively  Better  • Improved  Nurse  and  Physician  Efficency 

‘^Better  Patient  Care  from  Better  Medical  Records" 

901  Tahoka  Road 

PATIENT  MEDICAL  RECORDS,  INC.  (806)  637-2556  Brownfield,  Texas  79316 
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Deposit  $ 1 00  Before 
the  Tax  Man  won’t  let  You. 


Time  is  running  out.  Whether  you 
have  a sole  proprietorship,  partner- 
ship, or  small  corporation,  you  only 
have  until  December  31,  1986,  to 
establish  a qualified  retirement  plan 
for  the  1986  tax  year. 

But  it's  not  too  late.  Open  an 
account  at  Independent  American 
Savings  by  December  31.  You  only 
need  to  deposit  $100,  and  you  can 
add  up  to  $30,000  (or  25%  of  your 
earned  income)  until  your  tax  filing 
deadline  in  1987. 

Independent  American  offers  a variety 
of  retirement  plans,  including: 

• Profit  Sharing 

• Money  Purchase 

• SEP 

• 401  (k) 

• Target  Benefit 

• Defined  Benefit 

• IRA 

• IRA  Rollover 

• Supplemental  voluntary  plan  for 
State  or  Government  employees, 
non-profit  organizations,  or  teachers. 

All  our  plans  are  FSLIC  insured.  And 
best  of  all,  there  are  no  high  fees 
to  start  your  plan  at  Independent 
American. 

Call  the  Independent  American 
Savings  office  nearest  you,  and  have 
a happy  new  year. 

Join  our  Revolution  in  Banking! 

Independent 

American 

Savings  Association 

Ask  for  the  Regional  Retirement 
Coordinator  at  the  office  nearest  you. 
Abilene:  (915)  673-5171;  Brownsville:  (512) 
541-2221;  Corpus  Christi:  (512)  851-6700; 
Grand  Prairie:  (214)  264-1591;  Tyler:  (214) 
597-2091;  Wichita  Falls:  (817)  767-8510. 
Serving  Texas  with  47  locations. 


FSLIC 


fed  McMahon,  of  NBC's  "Tonight  Show. 


UNSUFERVISED  CHILDREN 
IDLE  TEENACERS 
THE  ELDERLY  ALONE 
BROKEN  STREETLIGHTS 
BROKEN  WINDOWS 

Good  crime  prevention  begins 
with  watching  and  reporting 
crime.  But  to  really  make  it  work, 
take  away  what  crime  is  watching 
you  for.  Advantages.  Sur- 
prise. Isolation.  Fight  back.' 

Don’t  let  crime  take  advan- 
tage of  your  neighborhood. 

Fix  broken  streetlights. 


Provide  transportation  and  escorts 
for  the  elderly.  Keep  an  eye  on  aU 
the  neighborhood  children  and 
start  a McGruff  ' House  Pro- 
gram as  weU.  But  you  can’t  do 
it  all  yourself,  so  report  any- 
thing suspicious  to  your 
local  Police  or  Sheriffs 
Department.  For  more  infor- 
mation on  how  to  get  more 
actively  involved,  write  the 
National  Crime  Fi?evention 
Council,  733  15th  Street 
T NW,  Dept.  M,  Washington, 

' D.C.SOOOS.Andhelp... 


A message  from  ihe  Crune  Prevention  Coalition  and  the  Ad  Council 
c 1986  The  Advertising  CouncU 
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for 

Accounts  Receivable: 

I.C.  System,  Inc. 

When  the  problem  is  uncollected  debts,  the  prescription  is  I.C.  System. 

If  your  medical  practice  is  suffering  from  a case  of  delinquent  accounts, 
call  in  the  specialist  for  help:  I.C.  System.  This  company  understands  the 
special  collections  needs  of  health  care  professionals.  I.C.  System 
provides  effective  collection  services  while  remaining  sensitive  to  the 
unique  doctor/patient  relationship. 

The  Texas  Medical  Association  began  endorsing  I.C.  System  in  February 
1983.  Since  then,  I.C.  System  has  recovered  $8,825,000  in  overdue 
accounts  for  Texas  Medical  Association  members.  Presently,  almost 
2,500  members  have  enrolled  in  the  System  and  are  benefiting  from  this 
vigorous  collection  program. 

As  a member  of  the  Association,  you  are  eligible  for  this  service.  So,  if 
you  want  to  bring  your  accounts  receivables  under  control,  arrange  to 
enroll  in  I.C.  System's  easy-to-use  program.  For  more  information,  just 
return  the  form  below. 

If  you  are  already  using  I.C.  System's  program,  here's  how  to  get  the 
most  value  from  it.  Refer  your  delinquent  accounts  to  I.C.  System  within 
60  to  90  days  after  they  become  due.  The  more  promptly  you  do  this,  the 
more  money  you  will  recover. 

To  keep  your  practice  financially  healthy,  consult  with  I.C.  System. 


Tell  me  more  about  this  program  endorsed  by  the  Texas  Medical 
Association. 

Practice  

Address 

City  State Zip Phone 

Send  to:  I.C.  System,  Inc. 

444  East  Highway  96 
P.O.  Box  64444 

St.  Paul,  Minnesota  55164-0444 
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Precautions  for  health 
care  workers  in  the 
care  of  AIDS  patients 


Paul  R C.u.stafson,  MD, 
Staff  Oncologist,  Mac- 
(ircgor  Medical  Cilinic; 
Cilinical  Instructor,  The 
University  of  Texas 
Health  Science  Center 
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ment of  Internal  Medi- 
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MPH,  Clinical  Nurse 
Specialist  in  Infection 
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son Hospital  and  Tu- 
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(iregor  Medical  Cilinic, 
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Data  continue  to  indicate  that  AIDS  is  trans 
mitted  through  sexual  contact,  paretiteral  ex- 
posure through  infected  blood,  and  by  perinatal 
transmission.  While  additional  recommendations 
for  specific  groups  have  been  published  elsewhere, 
the  precautions  outlined  in  this  article  apply  to  a 
broad  range  of  situations  likely  to  be  encountered 
by  health  care  ivorkers.  We  also  review  recent  re- 
ports on  the  transmissibility  and  relative  infec- 
tivity  of  the  AIDS  virus. 


Despite  published  comprehensive  recom- 
mendations regarding  precautitfns  for 
health  care  workers  caring  for  AIDS  patients 
( 1—4),  much  confusion,  fear,  and  uncertain^'  char- 
acterize the  actual  care  these  workers  give  to  AIDS 
patients  in  the  hospital  and  ambulatoiA'  setting.  Be- 
cause of  this,  we  believe  it  appropriate  to  review 
recent  reports  on  the  transmissibility'  and  relative 
infectivity'  of  the  AIDS  virus  ( H ITAMIITAV' ) and  dis- 
cuss published  recommendations  in  regard  to  the 
care  of  AIDS  patients  and  the  handling  of  potentially 
infectious  material.  Additional  publications  do  exist, 
and  health  care  per.sonnel  shtfuld  understand  pre- 
cautions that  apply  to  their  circumstances. 

Hirsch  et  al  ( 5 ) described  their  experience  with 
medical  per.sonnel  who  had  worked  closely  w ith 
AIDS  patients  over  a sustained  period  of  time.  None 
of  the  health  care  workers  studied  showed  serocon 
version  to  HTLV-III/IAV.  None  of  the  health  care 
w'orkers  w'ho  accidentally  stuck  themselves  with 
needles  used  in  drawing  blood  from  AIDS  patients 
showed  seroconversion.  ITie  Centers  for  Disease- 
Control  (CD(;)  recently  reported  on  1,498  health 
care  wxyrkers,  666  of  whom  had  direct  parenteral  or 
mucous  membrane  exposure  to  patients  with  AIDS 
or  irn.V-IlI/IAV  infection  (6).  Of  these  w'orkers.  26 
were  found  to  be  HTLV-III/IAV  positive  when  tested 
(some  were  tested  months  after  exposure).  All  ex- 
cept three  of  these  health  care  workers  were  found 
to  be  members  of  high-risk  groups.  ITiese  three- 
workers  may  represent  the  first  cases  in  the  United 
States  of  seroconversion  following  occupational 
percutaneous  exposure  to  blood  ( 7,8 ).  ITie  lack  of 
serologic  data  on  these  three  people  at  the  time  of 
exposure,  and  the  lack  of  serologic  data  and  health 
status  information  on  the  donors  of  the  blood  prod- 
ucts to  which  one  health  care  worker  was  exposed, 
prevent  definitive  conclusions  from  being  drawn. 
One  of  the  cases  is  also  complicated  by  the  inability 
to  rule  out  hetero.sexual  transmission.  Finally.  Barre- 
Sinoussi  et  al  ( 9 ) reported  on  1 2 ho.spital  w orkers 
with  frequent  contact  with  AIDS  patients  over  a sus- 
tained period  of  time.  None  of  these  health  care 
workers  showed  seroconversion  to  irri.V-IlI/IAV. 
Iliese  results  are  encouraging  for  those  of  us  who 


work  closely  with  AIDS  patients  or  who  come  into 
contact  with  infected  materials.  A report  by  Ger- 
berding  et  al  (10)  documenting  transmission  of 
hepatitis  B without  transmission  of  AIDS  by  acci- 
dental needle  stick  would  tend  to  indicate  that  the 
risk  of  acquiring  hepatitis  B by  this  route  is  a much 
more  serious  and  practical  risk.  Current  data  sup- 
port the  notion  that  the  risk  tor  hepatitis  B virus 
transmission  in  health  care  settings  far  exceeds  that 
for  HTI.V  IIUIAV  infection  (11). 

All  available  data  indicate  that  AIDS  is  a commu- 
nicable di.sease  spread  by  intimate  sexual  contact 
or  by  exposure  to  infected  blood  or  body  fluids 
( 1 2, 1 3 )■  ITie  aforementioned  data  would  further 
suggest  that  AIDS  is  not  casually  transmitted  and 
that  either  accidental  needle  stick-type  injuries  do 
not  provide  a sufficient  inoculum  or  that  HTLV-III/ 
lAV  is  not  higlily  pathogenic  in  the  normal  host. 
Close  household  contact  to  patients  yvith  either 
AIDS  or  AIDS-related  complex  (ARC)  does  not  .seem 
to  be  an  efficient  mechanism  for  virus  transmission. 
Redfield  et  al  ( l4  ) noted  that  only  one  of  1 1 chil- 
dren living  in  the  households  studied  was  found  to 
be  seropositive  for  H I LV-III/IAV  ITie  1 4-month-old 
child  was  the  youngest  of  the  1 1 examined.  Her 
father  had  AIDS  and  her  mother  had  ARC.  Both  par- 
ents were  HTI.V-llI/IAV'  positive.  Five  of  seven 
spouses  married  to  men  with  AIDS  or  ARC  who 
were  seropositive  for  H ITA'-lIl/IAV  were  found  to 
have  antibodies  to  H ITA'  IIITAV  them.selves,  sug- 
gesting that  H'I'l.V  IIl/IAV  can  be  transmitted  by  re- 
peated heterosexual  contact.  A larger  study  of  101 
nonsexual  contacts  of  either  AIDS  or  ARC  patients 
found  only  one  contact  with  evidence  of  infection 
( a S-year-old  child  thought  to  have  been  infected 
perinatally ) ( 15).  Fhe  Centers  for  Disease  Control 
has  recently  reported  the  apparent  transmission  of 
HTT.V-llI/IAV  from  an  infected  child  to  a mother 
providing  health  care  for  the  child  (16).  The 
mother  in  this  ca,se  wore  no  gloves  and  daily  was 
exposed  to  stool,  urine,  blood,  and  other  presum- 
ably infected  body  fluids.  Given  our  present  knowl- 
edge, AIDS  patients  can  be  cared  for  in  a rational 
and  compa,ssionate  manner  and  provided  with  the 
necessary'  services  rendered  to  all  other  patients.  At 
the  same  time,  health  care  workers  can  take  ade- 
quate precautions  in  dealing  with  this  infectious 
disease. 

Recommendations 

Hie  following  recommendations  have  been  drawn 
largely  from  the  Centers  for  Disease  Control  pub- 
lications ( 1,3,1 1,17-20).  More  detailed  information 
and  recommendations  can  be  found  in  the  listed 
references. 

Infection  control  prccautit)ns  for  patients  who 
have  AIDS,  ARC,  or  who  show  serologic  evidence  of 
infection  should  be  divided  into  two  categories: 
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precautions  to  prevent  transmission  of  the  AIDS 
virus  (HTIA’-IIl  lAV)  and  precautions  to  prevent 
transmission  of  other  infections.  For  patients  with 
H riA -Ilf  IA\'  the  precautions  consist  of  standard 
blood  and  body  fluid  precautions  identical  to  those 
required  for  patients  who  have  hepatitis  B.  Although 
these  precautions  are  standard,  all  health  care  work- 
ers must  be  educated  in  the  epidemiology’,  modes  of 
transmission,  and  prevention  of  H riA’-llI/lAV  infec- 
tion and  the  need  for  routine  use  of  appropriate 
barrier  precautions  during  procedures  and  when 
handling  contaminated  instruments.  Pregnant  health 
care  workers  are  now  known  to  be  at  greater  risk  of 
contracting  HTL\'  IILdAV'  infection  than  are  other 
health  care  workers.  However,  if  a pregnant  health 
care  worker  does  develop  HTLV  lU/IAV  infection, 
the  infant  is  at  in-'reased  risk  of  infection  resulting 
from  perinatal  transmission.  Because  of  this  risk, 
pregnant  health  care  workers  should  be  especially 
familiar  with  these  precautions  (11). 

Precautions  against  AIDS  virus 

Separate  waiting,  examination,  treatment  rooms,  or 
bathrooms  are  not  necessary  unless  the  presence  of 
other  infections  mandates  these  measures  ( -f ), 

Breaks  in  the  continuity  of  the  health  care 
worker’s  skin  should  be  covered  with  an  occlusive 
dressing.  Health  care  workers  who  have  exudative 
lesions  or  weeping  dermatitis  should  not  perform  or 
assist  in  invasive  procedures  or  other  direct  patient 
care  or  handle  contaminated  equipment  until  the 
condition  resolves  (17). 

Gloves  should  be  worn  when  touching  blood, 
other  potentially  infective  body  fluids,  mucous 
membranes,  or  open  areas  in  the  patient's  skin.  Oral 
surgeons,  dentists,  dental  hygienists,  and  others  who 
routinely  contact  blood  should  always  wear  gloves. 
Gloves  are  not  necessary  for  casual  contact  such  as 
shaking  hands  or  during  physical  examinations,  ex- 
cept when  they  would  normally  be  worn.  Whether 
or  not  gloves  are  worn,  hands  should  routinely  be 
washed  after  seeing  each  patient  and  immediately 
when  contaminated.  If  there  is  danger  of  aero,sol  or 
.splatter  of  blood  or  other  potentially  infective  fluids 
such  as  occur  during  dental  or  endoscopic  proce- 
dures, the  health  care  worker’s  mucous  membranes 
should  be  adequately  protected  with  masks  and 
goggles.  Gowns  or  other  protective  clothing  should 
be  worn  as  necessary.  Masks  are  not  otherwise  re- 
quired unless  the  patient  has  a secondary  infection 
or  is  coughing  excessively.  Recommendations  for 
health  care  workers  who  perform  invasive  proce- 
dures have  been  published  (17). 

Extreme  care  should  be  taken  to  avoid  accidental 
skin  punctures  from  needles  or  other  sharp  objects. 
Needles  and  syringes  should  be  di.sposable.  Gnly 
needle-lock  syringes  or  one-piece  units  should  be 
used  to  aspirate  blood  or  other  fluids  from  patients 


so  that  the.se  fluids  can  be  .safely  discharged  through 
the  needle.  Needles  should  not  be  recapped,  bent, 
broken,  or  removed  from  .syringes.  Needles,  sy- 
ringes, and  other  shaq")  objects  should  be  put  into  a 
rigid  puncture-resistant  container  as  close  as  prac- 
tical to  the  area  in  which  they  are  used.  These  con- 
tainers should  be  incinerated  or  otherwise  dispo.sed 
of  as  infectious  waste.  All  other  contaminated  dis- 
posables should  be  put  into  impervious  plastic  bags 
and  disposed  of  as  infectious  waste  (11). 

Specimens  from  the.se  patients  should  be  clearly 
labeled  “Blood  Precautions’’  or  "Blood  and  Body 
Fluid  Precautions”  The  label  should  accompany  the 
.specimen  througli  all  phases  of  processing  until  dis- 
posal. ITie  outside  of  the  specimen  container  should 
be  clean,  and  blood  .specimens  should  be  put  into  a 
second  container  for  transport.  Procedures  within 
the  clinical  laboratoiv  are  the  .same  as  those  recom- 
mended for  processing  specimens  from  patients 
known  to  be  carriers  of  hepatitis  B surface  antigen. 
More  extensive  recommendations  for  laborator\’ 
personnel  can  be  found  in  the  Centers  for  Disease- 
Control  publications  ( 1,18 ). 

Resuscitation  equipment  should  be  easily  avail- 
able near  areas  where  it  may  be  needed.  Special 
attention  should  be  given  to  the  use  of  disposable 
equipment  and  wearing  of  gloves  during  resuscita- 
tion procedures.  If  nondisposable  equipment  is 
used,  it  should  be  cleaned  and  disinfected  or  ster- 
ilized according  to  hospital  policy. 

Housekeeping,  laundry  , and  dishwashing  proce- 
dures commonly  used  in  hospitals  are  adequate. 
However,  surfaces  exposed  to  blood  or  body  fluids 
should  be  cleaned  with  an  absorbent  material  and 
detergent.  ITie  area  should  then  be  decontaminated 
with  a mycobactericidal  disinfectant  approved  by 
the  US  Environmental  Protection  Agency  In  addi- 
tion, a freshly  prepared  1 : 10  dilution  of  5.25%  so- 
dium hypochlorite  ( household  bleach ) in  water  is 
an  inexpensive  and  eliective  germicide.  Gloves 
should  be  worn  during  this  procedure  (11). 

Health  care  workers  expo.sed  to  potentially  in- 
fectious secretions  via  the  parenteral  or  mucous 
membrane  route  should  wash  the  involved  area 
thoroughly  w’ith  .soap  and  w'ater  or  rinse  with  copi- 
ous amounts  of  water  and/or  .saline.  The  source- 
patient  should  be  evaluated  to  determine  the  likeli- 
hood of  HTLV-lIl/LAV  infection.  If  judged  to  be  po- 
tentially infectious,  or  if  the  source  patient  refu.ses 
evaluation,  the  health  care  worker  should  be  noti- 
fied and  a.sked  to  be  evaluated  for  potential  HTI.V- 
Ill/IAV  infection.  If  results  are  seronegative,  repeat 
evaluation  should  be  performed  3,  6,  and  1 2 months 
after  exposure.  If  the  source  patient  is  documented 
to  be  seronegative  for  H l’EV  III/IAV,  no  further  fol- 
low-up is  recommended.  Exposed  health  care  work- 
ers should  receive  counseling  in  regard  to  the 
significance  of  exposure  and  should  follow  the  US 
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Public  Health  Service  recommendations  for  pre- 
venting transmission  of  AIDS  ( 2,19 ) 

Martin  et  al  ( 2 1 ) of  the  CDC  have  shown  that 
several  liquid  chemical  germicides  in  common  use 
are  capable  of  inactivating  HTLV-lll/LAV  in  ten 
minutes  at  concentrations  much  lower  than  those  of 
the  commercially  available  solutions.  Some  of  the 
substances  and  their  concentrations  were:  hydrogen 
peroxide  0.3%,  ethyl  alcohol  50%,  isopropyl  alco- 
hol 35%,  and  household  bleach  ( 5.25%  sodium  hy- 
pochlorite) 0.1%.  In  addition,  they  found  that  the 
virus  was  inactivated  by  heating  at  56°  C ( 1 33°  F) 
for  ten  minutes.  Spire  et  al  ( 22 ),  using  a reverse 
transcriptase  assay,  fo'und  that  .0 1 % glutaraldehyde 
resulted  in  95%  inactivation  of  HTLV-lll/lAV  in  one 
hour.  Inactivation  was  a logarithmic  function  of  con- 
centration, and  with  .0125%  glutaraldehyde  much 
of  the  enzyme  activity  was  lost  in  the  first  five 
minutes. 

These  studies  show  the  effectiveness  of  ver\  low 
concentrations  of  these  solutions.  However,  as 
stated  above,  the  recommended  concentration  of 
sodium  hypochlorite  is  made  up  by  diluting  one 
part  of  commercially  available  5.25%  sodium  hy- 
pochlorite ( household  bleach ) with  nine  parts  of 
water.  Other  solutions  mentioned  in  these  studies 
should  also  be  used  in  their  stronger,  more  com 
monly  available  concentrations. 

The  CDC  recommends  that  instruments  or  other 
non-disposable  items  that  touch  intact  mucous 
membranes  receive  high-level  disinfection.  Glu- 
taraldehyde is  a liquid  sterilant  and  can  be  used 
either  for  cold  sterilization  or  high-level  disinfec- 
tion, depending  on  contact  time.  This  agent  is  in 
widespread  use  in  hospitals. 

Instruments  and  equipment  used  during  invasive 
procedures  should  be  appropriately  sterilized.  If 
chemical  germicides  are  used  for  disinfection  or 
sterilization,  they  should  be  registered  w ith  and  ap- 
proved by  the  Environmental  Protection  Agency  as 
“sterilants.”  CDC  recommends  use  of  germicides 
that  are  mycobactericidal  because  mycobacteria 
represent  one  of  the  most  resistant  groups  of  micro 
organisms;  therefore,  germicides  that  are  effective 
against  mycobacteria  are  also  effective  against  other 
bacteria  and  viral  pathogens  (11).  ITiese  agents 
should  be  used  as  directed  for  inactivation  of  my 
cobacteria.  Instruments  and  equipment  should  of 
course  be  thoroughly  cleaned  by  hand  or  machine 
before  disinfection  or  sterilization.  Proper  barrier 
precautions  should  be  used.  Current  evidence  indi 
cates  that  the  risk  of  hepatitis  B transmission  far 
exceeds  that  of  HTLV  Ill/IAV.  The  above  recommen 
dations  are  those  for  the  control  of  hepatitis  B and 
should,  if  followed,  effectively  prevent  the  transmis- 
sion of  HTLV  llI/lAV  in  the  workplace  (11) 


Precautions  against  other  infections 

ITie  second  categoty’  of  precautions  is  for  patients 
who  develop  additional  infections  from  other  orga- 
nisms. Fortunately,  most  of  the  infections  that  AIDS 
patients  develop  are  caused  by  opportunistic  orga- 
nisms of  very'  low  virulence  for  those  with  normal 
immune  systems  and  require  no  special  isolation  or 
precautions  other  than  those  recommended  for  han- 
dling of  blood  and  body  fluids.  If  more  easily  trans- 
missible infections  occur,  the  CDC^  guidelines  (20) 

( or  those  of  individual  hospitals ) for  these  in- 
fections should  be  added  to  blood  and  body  fluid 
precautions.  Overly  stringent  i.solation  should  be 
avoided  since  it  is  of  no  value,  expensive,  and  pro- 
motes unreasonable  fear  in  patients  and  personnel 
alike. 

Adherence  to  these  relatively  simple  precautions 
will  result  in  improved  and  standardized  care  for 
AIDS  patients.  Our  knowledge  of  the  transmission 
of  the  AIDS  virus  is  now'  sufficiently  precise  to  al- 
low health  care  workers  to  render  optimal  care  to 
IDS  patients  while  taking  appropriate  precautions 
leased  on  scientific  fact  and  not  fear  and  unfounded 
hysteria. 
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Many  authors  have  emphasized  that  physicians 
treating  patients  of  other  cultures  should  under- 
stand the  medical  systems  of  those  patients.  Some 
folk  remedies  are  used  because  they  are  efficacious 
and/or  because  they  are  less  expensive  than  west- 
ern biomedical  therapy.  This  article  discusses  so- 
cial and  economic  factors  that  ynay  encourage 
Mexican -Americans  to  use  folk  remedies  instead 
of  or  in  addition  to,  treatment  offered  by  Texas 
physicians. 
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Godfrey  Ripley’s  article,  “Mexiean-American 
Folk  Remedies:  ITieir  Place  in  Health  (iare  " 

( 1 ),  focuses  on  an  issue  that  has  long  been 
of  concern  in  the  social  sciences.  A large  number  of 
monographs  focusing  on  this  and  related  issues  have 
been  published  since  the  early  195()s.  I’hat  articles 
arc  still  published  bearing  Ripley’s  thesis  “that  we, 
as  physicians,  need  to  be  as  aware  of  these  beliefs  as 
we  are  of  our  own  science  ” reflects  the  need  for  the 
medical  profession  to  heed  the  issue  continually. 
Heeding  this  advice  is  .seen  to  lend  to  a more  ef- 
fective health  care  .system,  just  as  the  ubiquitous 
warnings  on  cigarette  cartons  and  other  media  that 
smoking  can  be  hazardous  to  one’s  health  are  stated 
in  a public  interest. 

Ripley’s  article  focuses  on  the  question  “What  lies 
behind  the  use  of  traditional  folk  remedies?"  He  in- 
dicates that  .some  of  the  remedies,  such  as  the  be 
juco  de  cundeamor  ( 2 ),  follow’  closely  along  the 
lines  proposed  by  biochemists.  Additionally,  he,  like 
Professor  David  Hufford  of  the  Pennsylvania  State 
College  School  of  Medicine,  at  Hershey,  Penn,  advo 
cates  that  physicians  incorporate  their  patient's  val- 
ues and  practices  into  their  treatment  programs. 
Hufford  has  observed  that  doing  so  enhances  the 
patient-physician  relationship  and  encourages  the 
patient’s  stricter  adherence  to  the  physician’s  treat 
ment  program  than  would  otherwise  be  the  ca.se 
(3). 

I readily  accept  Dr  Ripley’s  comment  that  tradi 
tional  remedies  are  .sometimes  efficacious.  After  all, 
many  of  the  drugs  used  by  western  biomedical  phy 
sicians  were  originally  found  in  the  pharmacopoeia 
of  traditional  societies  (eg,  quinine,  cocaine,  caf- 
feine ).  flowever,  1 believe  their  coexi.stence  w ith 
the  remedies  offered  by  western  biomedical  science 
is  as  much  a result  of  economic  considerations  as  it 
is  of  biological  factors.  In  other  words,  the  use  of 
traditional  remedies  is  a result  of  their  proven  ef- 
ficacy— or  the  belief  that  they  are  efficacious — after 
centuries  of  trial  and  error;  but  their  continued 
use — given  the  availability  of  alternative  curing 
strategies — is  influenced  by  economic  factors. 

Fergu.son  ( 2 ) has  observed  that  folk  remedies 
tend  to  be  less  expensive  than  the  we.stern  bio- 


medical treatments  prescribed  by  physicians. 
Ethnographic  studies  also  indicate  the  poorer  the 
patient,  the  le.ss  he  or  she  will  use  the  western  bio- 
medical treatment.  C^onversely,  the  wealthier  the 
patient,  the  more  readily  he  tends  to  reduce  his 
involvement  w ith  folk  remedies  and  more  fully  ac- 
cept western  biomedical  practices  (2,3).  Patients 
between  the  two  extremes  are  observed  to  “cut,”  or 
dilute,  the  pre.scribed  remedies  ( 2 ),  thereby  pos- 
sibly reducing  the  effectiveness  of  the  prescribed 
treatment  program.  ITius,  economic  factors  play  a 
direct  role  in  the  persistence  of  folk  remedies. 

At  the  same  time,  however,  economic  factors  are 
also  indirectly  linked  to  the  use  of  these  remedies 
via  the  social  system.  The  typical  Latin — and  this 
includes  Mexican-Americans — places  heav)’  empha- 
sis on  extended  family  kinship.  A typical  family  unit 
may  include  the  parents,  children,  in-laws,  god- 
parents, cousins  ( and  possibly  their  extended  rela- 
tions ),  and  even  more  distant  relatives.  In  many 
cases,  the  local  priest,  one’s  employer,  and  others 
w ho  have  no  biological  relationship  to  the  patient 
are  also  included  as  part  of  the  family  unit.  These 
individuals  frequently  become  godparents  to  a child 
and  thus  become  a part  of  the  family. 

ITie  family  unit  is  important  in  the  health  care 
system  of  the  Mexican-American  in  at  least  two 
ways.  First,  family  members  are  often  integral  par- 
ticipants in  the  health  care  system.  It  is  infrequent 
that  a Mexican-American  goes  to  a hospital  or  phy- 
sician’s office  alone.  More  often  he  is  accompanied 
by  at  least  one  member  of  his  family.  Al.so,  the  pur- 
chase and  often  the  administration  of  remedies  are 
effected  by  these  “ancillaty”  individuals,  who  also 
provide  social  and  moral  support  to  the  patient. 

That  these  members  are  an  integral  part  of  the  cur- 
ing process  is  at  odds  with  the  western  biomedical 
ideology  which  is  based  on  the  “germ  theory”  and 
calls  for  the  patient,  in  effect,  to  heal  himself 

The  importance  of  social  patterns  in  the  curative 
process  in  Mexican-American  households  is  espe- 
cially evident  in  the  .so-called  psychosomatic  ill- 
nesses, such  as  susto,  which  is  also  discu.ssed  in 
Ripley’s  ( 1 ) work.  Studies  which  have  focused  on 
this  illness  among  Mexican-American  and  other 
Latin  American  populations  (4,5,  among  others)  re- 
veal that  susto  results  when  an  individual  is  not  able 
to  perform  up  to  society 's  expectations.  The  individ- 
ual is  perceived  to  be  ill  when  he  or  she  begins  to 
withdraw  from  socially  accepted  and  socially  antici- 
pated patterns  of  behavior.  There  are  reports  from 
.some  Latin  populations  that  the  initiation  of  the  cur- 
ing process  may  take  place  without  the  patient’s 
active  involvement  ( 6 ),  a concept  totally  at  variance 
with  the  established  western  biomedical  system. 
While  the  particular  curing  methods  vary  from 
community  to  community  ( 5 ),  there  is  a common 
theme  uniting  them. 
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Ilic  typical  treatment  tor  snsto  requires  the  par 
tieipation  of  the  patient  s social  network.  My  own 
studies  (7,8)  reveal  that  during  the  treatment  pro- 
cess, the  “patient  ” receives  a ma.ssage,  prayers,  and 
other  benign  treatments,  but  it  is  the  wider  .social 
network — the  other  participants  in  the  curing  rit 
ual — who  receive  the  "medicines,”  ie,  tho.se  “folk 
remedies”  that  are  integral  parts  of  the  pharmaco- 
poeia. Once  the  curing  ritual  has  taken  place,  the 
“patient”  does  appear  to  get  healthier.  In  fact,  Rubel 
et  al  (9)  have  demonstrated  that  a statistically  sig 
nificant  number  of  people  who  receive  folk  reme- 
dies were  demonstrably  healthier  after  treatment 
than  were  those  who  did  not  1 do  not  believe  this  is 
necessarily  because  of  the  treatment  he  or  she  has 
received,  but  rather  becau.se  the  society — those  in- 
dividuals involved  in  the  patient’s  .social  network — 
has  lowered  its  perceptions  vis-a-vis  the  patient. 

I'his  allows  the  patient  to  set  the  limits  at  which  he 
or  she  is  able  to  participate  in  the  society.  This 
concept  is  ver\'  similar  to  the  thesis  presented  by 
Sigerist  ( 10)  regarding  the  role  of  the  patient 

I’he  family  unit  is  also  involved  in  the  curing  pro- 
cess in  a more  indirect  manner,  one  which  is  heavily 
based  in  the  notion  of  the  family  as  an  economic 
unit.  As  mentioned,  the  family  is  involved  in  the 
acquisition  of  the  remedies  and  also  in  their  prepa- 
ration and  administration.  But,  even  more  impor- 
tant, the  typical  Mexican-American,  like  his  or  her 
Mexican  counterpart,  the  pea.sant,  is  socially  and 
economically  disadvantaged.  I'he  children  and  both 
parents  are  often  responsible  for  keeping  the  house- 
hold economically  solvent.  Grandparents,  god- 
parents, and  other  relations  are  often  observed  to 
serve  as  “free”  babysitters  and  to  perform  other 
menial  chores  “gratis.”  ITiese  services  are  not  actu- 
ally free.  They  provide  time  for  other  members  of 
the  family  unit  to  perform  tasks  that  bring  economic 
gain  to  the  larger  family  (11), 

llie  presence  or  absence  of  a single  individual  — 
in  terms  of  their  economic  contributions  to  the 
family  coffers  (whether  directly  or  indirectly  ) — 
may  make  the  difference  between  improving  or  im- 
periling the  family’s  economic  condition  (7,8). 
Whether  the  patient  is  economically  absent  as  a re 
suit  of  psychosomatic  or  physiologic  illness,  the 
result  of  his  or  her  absence  on  the  total  functioning 
of  the  family  unit  is  the  same:  llis  or  her  economic 
inactivity  imperils  the  rest  of  the  household. 

Given  that  the  typical  Mexican  American  family 
is  economically  di.sadvantaged  to  begin  with,  the 
longer  a patient  is  economically  inactive,  the  longer 
grave  stre,ssors  are  placed  on  the  family  as  a whole. 
ITius  it  makes  sense  to  get  the  patient  economically 
active  as  quickly  as  po.ssible.  litis  is  effectuated  by 
going  to  the  physician  (whether  western  biomedical 
or  traditional  curer,  or  both  ),  obtaining  prescrip 


tions,  and  following  the  directions  given  by  the 
health  provider. 

Folk  remedies  may  be  used  in  addition  to  the 
western  biomedical  treatment  program  in  order  to 
.speed  the  recovety  proce.ss.  However,  equally  pos- 
sible, depending  upon  the  economic  condition  of 
the  family  in  question,  the  remedy  prescribed  by 
the  western  biomedical  physician  may  be  diluted 
( 2 ),  or  not  u.sed  at  all.  Each  of  these  courses  of 
action  is  also  economically  rational:  The  patient’s 
family  attempts  to  minimize  its  expenditures  while 
the  patient  is  economically  inactive  and  the  family 
is  economically  imperiled. 

ITius,  as  Ripley  a.sserts  in  his  paper,  there  may  be, 
indeed,  a biological  reason  for  the  continued  use  of 
some  folk  remedies.  However,  there  are  important 
economic  factors  as  well.  In  considering  the  role  of 
traditional  folk  remedies  in  health  care,  both  sets 
of  factors — biological  and  economic — must  be 
considered. 
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What  he’s  inherited  is  Duchenne,  the  most 
common  and  devastating  form  of  muscular 
dystrophy. 

Like  all  twelve  forms  of  MD,  Duchenne 
can  be  passed  from  parent  to  child  by  a 
defective  gene.  Parents  can  “carry”  the  gene, 
but  be  unaffected  by  the  disease. 

The  Muscular  Dystrophy  Association 
is  striving  to  find  the  gene  responsible 


for  Duchenne.  Because  not  only  is  that 
the  first  big  step  in  finding  a cure,  it’s  also 
a 100%  certain  way  to  identify  parents 
at  risk. 

MDA  is  pouring  all  possible  resources 
into  the  fight  against  Duchenne.  Because 
although  it’s  said  that  you  can’t  take  it  with 
you,  there  are  some  things  no  one  wants  to 
leave  behind. 


Muscular  Dystrophy  Association,  Jerr>'  Lewis,  National  Chainnan 
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or  clinical  course  of  patients  with  acute  abdominal  conditions. 

PRECAUTIONS: 

Special  Risk  Patients:  VICODIN  should  be  used  with  caution  in  elderly  or  debilitated 
patients  and  those  with  severe  impairment  of  hepatic  or  renal  function,  nypothyroidism, 
Addison's  disease,  prostatic  hypertrophy  or  urethral  stricture. 

Information  For  Patients:  VICODIN,  like  all  narcotics,  may  impair  the  mental  and/or  physical 
abilities  required  for  the  performance  of  potentially  hazardous  tasks  such  as  driving  a car 
or  operating  machinery;  patients  should  be  cautioned  accordingly. 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  caution  should  be  exercised 
when  VICODIN  is  used  postoperatively  and  in  patients  with  pulmonary  disease. 

Drug  Interactions:  The  CNS-depressant  effects  of  VICODIN  may  be  additive  with  that  of 
other  CNS  depressants  When  combined  therapy  is  contemplated,  the  dose  of  one  or  both 
agents  should  be  reduced  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with 
hydrocodone  preparations  may  increase  the  effect  of  either  the  antidepressant  or 
hydrocodone.  The  concurrent  use  of  anticholinergics  with  hydrocodone  may  produce  para- 
lytic ileus 

Usage  in  Pregnancy:  Pregnancy  Category  C,  Hydrocodone  has  been  shown  to  be 
teratogenic  in  hamsters  wFien  given  in  doses  700  times  the  human  dose  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women  VICODIN  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 
Nonteratogenic  Effects;  Babies  born  to  mothers  who  have  been  taking  opioids  regularly 
prior  to  delivery  will  be  physically  dependent  The  intensity  of  the  syndrome  does  not 
always  correlate  with  the  duration  of  maternal  opioid  use  or  dose 

Labor  and  Delivery:  Administration  of  VICODIN  to  the  mother  shortly  before  delivery  may 
result  in  some  degree  of  respiratory  depression  in  the  newborn,  especially  if  higher  doses 
are  used. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk,  therefore, 
a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug, 
taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS; 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy,  impairment  of 
mental  and  physical  performance,  anxiety,  fear,  dysphoria,  dizziness,  psychic  dependence, 
mood  changes 

Gastrointestinal  System:  Nausea  and  vomiting  may  occur;  they  are  more  frequent  in 
ambulatory  than  in  recumbent  patients  Prolonged  administration  of  VICODIN  may  pro- 
duce constipation 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary  retention 
have  been  reported 

Respiratory  Depression;  (See  WARNINGS  ) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the  severity  of 
the  pain  and  the  response  of  the  patient.  However,  tolerance  to  hydrocodone  can  develop 
with  continued  use.  and  the  incidence  of  untoward  effects  is  dose  related 
The  usual  dose  is  one  tablet  every  six  hours  as  needed  for  pain.  (If  necessary,  this  dose  may 
be  repeated  at  four-hour  intervals.)  In  cases  of  more  severe  pain,  two  tablets  every  six  hours 
(up  to  eight  tablets  in  24  hours)  may  be  required 
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Only  one  tablet  at  bedtime 

Cmibols  nochmui  aM 
to  relieve  pain  mtd  he^ 
tkiodenal  ukers 


Heals  active  duodena!  ulcers  after  4 weeks 
in  most patients^^ 


ZANTAC  300  mg  h.s. 

270/320 

84% 

ZANTAC  150  mg  b.i.d. 

292/345 

85%) 

In  well-controlled,  double-blind,  multicenter  trials.  ZANTAC  300  mg  h.s.  healed 
. active  duodena!  ulcers  in  84%  of  patients  after  4 weeks.  After  8 weeks, 
healing  rates  may  be  higher  with  ZANTAC  150  mg  b.  i.  d.  (92%)  than  with  ZANTAC 
300  mg  h.s.  (87%,). 

Relieves  pain  and  other  symptoms  as  effectively 
as  ZANTAC150  mg  b.i.dA 


4 4 
4 


ranitidine  HCI/Glaxo 


300 mg  tablets 


Once-daity  dosing  may  enhance  compliance  in  patients  for 
whom  dosing  convenience  is  important 


Side-effects  profile  comparable  to  ZANTAC  150  mgb.i.d^-^ 

Headache-sometimes  severe— has  been  reported.  Rare  effects  on  the  CNS.  cardiovas- 
- cuiar.  GL  hepatic,  and  integumentai  systems  have  been  observed,  as  well  as  rare  cases 
of  hypersensitivity  reactions.  See  ADVERSE  REACTIONS  section  of  Brief  Summary  of 
Product  information  before  prescribing. 


No  significant  interference  with 
the  hepatic  cytochrome  P-450 
enzyme  system  at  recommended 
doses 

ZANTAC  300  mg  h.  s.  had  no  significant  drug 
interactions  with  theophylline  or  warfarin.  The 
bioavailability  of  certain  medications  whose 
absorption  Is  dependent  on  a low  gastric  pH 
may  be  altered  when  ZANTAC  or  other  medica- 
ions  which  decrease  gastric  acidity  are 
iministered. 
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' is  not  known  exactly  how  much  acid  inhibition 
needed  to  heal  ulcers. 


Glaxo 

See  next  page  for  references  and 
Brief  Summary  of  Product  Information 
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IN  ACTIVE  DUODENAL  ULCERS 

(hwe-a~ni^tt  h.s.  therapy 
controls  acid  rain 


ranitidine  HCI/Glaxo 


Two  effective 
regimens  to  treat  active 
duodenai  uicers: 


References:  1.  Data  available  on  request,  Glaxo  Inc  2.  Ireland  A, 
Colm-Jones  DG.  Gear  P et  al  Ranitidine  150  mg  twice  daily  vs  300 
mg  nightly  m treatment  of  duodenal  ulcers.  Lancet  1984;2;274- 
275.3.  Colm-Jones  DG,  Ireland  A,  Gear  R et  al;  Reducing  overnight 
secretion  of  acid  to  heal  duodenal  ulcers.  Am  J Med  1984.  77 
(suppi  5B)  116-122. 

ZANTAC " 150  Tablets  BRIEF  SUMMARY  OF 

(ranitidine  hydrochloride)  PRODUCT  INFORMATION 

ZANTAC  “ 300  Tablets 
(ranitidine  hydrochloride) 

See  complete  product  information  before  prescribing.  The  follow- 
ing IS  a brief  summary. 

INDICATIONS  AND  USAGE:  ZANTAC^  is  indicated  in 

1.  Short-term  treatment  of  active  duodenal  ulcer  Most  patients 

heal  within  four  weeks. 

2 Maintenance  therapy  for  duodenal  ulcer  patients  at  reduced  dos- 
age after  healing  of  acute  ulcers. 

3 The  treatment  of  pathological  hypersecretory  conditions  (eg, 
Zollinger-Ellison  syndrome  and  systemic  mastoc^osis). 

4 Short-term  treatment  of  active,  benign  gastric  ulcer.  Most 
patients  heal  within  six  weeks  and  the  usefulness  of  further  treat- 
ment has  not  been  demonstrated. 

5 Treatment  of  gastroesophageal  reflux  disease  (GERO)  Symptom 
atic  relief  commonly  occurs  within  one  or  two  weeks  after  starting 
therapy.  Therapy  for  longer  than  six  weeks  has  not  been  studied. 

In  active  duodenal  ulcer;  active,  benign  gastric  ulcer;  hyper- 
secretory states;  and  GERD,  concomitant  antacids  should  be 
given  as  needed  for  relief  of  pain. 

CONTRAINDICATIONS:  ZANTAC"  is  contraindicated  for  patients 
known  to  have  hypersensitivity  to  the  drug. 

PRECAUTIONS:  General:  1,  Symptomatic  response  to  ZANTAC" 
therapy  does  not  preclude  the  presence  of  gastric  malignancy.  2, 
Since  ZANTAC  is  excreted  primarily  by  the  kidney,  dosage  should 
be  adjusted  in  patients  with  impaired  renal  function.  Caution 
should  be  observed  in  patients  with  hepatic  dysfunction  since 
ZANTAC  IS  metabolized  in  the  liver. 

Laboratory  Tests:  False-positive  tests  for  urine  protein  with 
Multistix"  may  occur  during  ZANTAC  therapy,  and  therefore  test- 
ing with  sulfosalicylic  acid  is  recommended. 

Drug  Interactions:  Although  ZANTAC  has  been  reported  to  bind 
weakly  to  cytochrome  P 450  in  vitro,  recommended  doses  of  the 
drug  do  not  inhibit  the  action  of  the  cytochrome  P-450- 1 inked  oxy- 
genase enzymes  in  the  liver.  However,  there  have  been  isolated 
reports  of  drug  interactions  which  suggest  that  ZANTAC  may  affect 
the  bioavai lability  of  certain  drugs  by  some  mechanism  as  yet  un- 
identified (eg,  a pH -dependent  effect  on  absorption  or  a change  in 
volume  of  distribution) 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility;  There  was  no 
indication  of  tumorigenic  or  carcinogenic  effects  in  lifespan  stud- 
ies in  mice  and  rats  at  doses  up  to  2,000  mg/kg/day. 

Ranitidine  was  not  mutagenic  in  standard  bacterial  tests 
(Salmonella,  E coli)  for  mutagenicity  at  concentrations  up  to  the 
maximum  recommended  for  these  assays. 

In  a dominant  lethal  assay,  a single  oral  dose  of  1.000  mg/kg  to 
male  rats  was  without  effect  on  the  outcome  of  two  matings  per 
week  for  the  next  nine  weeks. 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  B:  Reproduc- 
tion studies  have  been  performed  in  rats  and  rabbits  at  doses  up  to 
160  times  the  human  dose  and  have  revealed  no  evidence  of 
impaired  fertility  or  harm  to  the  fetus  due  to  ZANTAC.  There  are. 
however,  no  adequate  and  well-controlled  studies  in  pregnant 
women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  preg- 
nancy only  if  clearly  needed. 

Nursing  Mothers:  ZANTAC  is  secreted  in  human  milk.  Caution 
should  be  exercised  when  ZANTAC  is  administered  to  a nursing 
mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established 

Use  in  Elderly  Patients:  Ulcer  healing  rates  in  elderly  patients  (65  to 
82  years  of  age)  were  no  different  from  those  in  younger  age 
groups.  The  incidence  rates  for  adverse  events  and  laboratory 
abnormalities  were  also  not  different  from  those  seen  m other  age 
groups. 


ADVERSE  REACTIONS:  The  following  have  been  reported  as  event 
in  clinical  trials  or  in  the  routine  management  of  patients  treate 
with  oral  ZANTAC"  The  relationship  to  ZANTAC  therapy  has  bee 
unclear  in  many  cases.  Headache,  sometimes  severe,  seems  to  b 
related  to  ZANTAC  administration. 

Central  Nervous  System:  Rarely,  malaise,  dizziness,  somnolence 
insomnia,  and  vertigo  Rare  cases  of  reversible  mental  confusion 
agitation,  depression,  and  hallucinations  have  been  reported,  pre 
dominantly  in  severely  ill  elderly  patients. 

Cardiovascular:  Rare  reports  of  tachycardia,  bradycardia,  and  pre 
mature  ventricular  beats. 

Gastrointestinal:  Constipation,  diarrhea,  nausea/vomiting.  an 
abdominal  discomfort/pain. 

Hepatic:  In  normal  volunteers.  SGPT  values  were  Increased  to  a 
least  twice  the  pretreatment  levels  in  6 of  12  subjects  receivin 
100  mg  qid  IV  for  seven  days,  and  in  4 of  24  subjects  receivin 
50  mg  qid  IV  for  five  days.  With  oral  administration  there  hav 
been  occasional  reports  of  reversible  hepatitis,  hepatocellular  c 
hepatocanalicular  or  mixed,  with  or  without  jaundice. 
Musculoskeletal:  Rare  reports  of  arthralgias. 

Hematologic:  Rare  reports  of  reversible  leukopenia,  granuloc^ 
topenia,  thrombocytopenia,  and  pancytopenia. 

Endocrine:  Controlled  studies  in  animals  and  man  have  shown  n 
stimulation  of  any  pituitary  hormone  by  ZANTAC  and  noantiandrc 
genic  activity,  and  cimetidine-induced  gynecomastia  and  tmpC 
tence  in  hypersecretory  patients  have  resolved  when  ZANTAC  ha 
been  substituted.  However,  occasional  cases  of  gynecomastic 
impotence,  and  loss  of  libido  have  been  reported  in  male  patient 
receiving  ZANTAC,  but  the  incidence  did  not  differ  from  that  in  th 
general  population. 

Integumental:  Rash,  including  rare  cases  suggestive  of  mild  er^ 
thema  multiforme,  and,  rarely,  alopecia. 

Other:  Rare  cases  of  hypersensitivity  reactions  (eg,  bronchospasrr 
fever,  rash,  eosinophilia)  and  small  increases  in  serum  creatinine 
DOSAGE  AND  ADMINISTRATION:  Active  Duodenal  Ulcer;  The  currer 
recommended  adult  oral  dosage  is  150  mg  twice  daily.  An  alter 
nate  dosage  of  300  mg  once  daily  at  bedtime  can  be  used  fc 
patients  in  whom  dosing  convenience  is  important.  The  advar 
tages  of  one  treatment  regimen  compared  to  the  other  in  a partiCL 
lar  patient  population  have  yet  to  be  demonstrated. 

Maintenance  Therapy:  The  current  recommended  adult  oral  dosag 
IS  150  mg  at  bedtime. 

Pathological  Hypersecretory  Conditions  (such  as  Zollinger-Elliso 
Syndrome);  The  current  recommended  adult  oral  dosage  is  150  m 
twice  a day.  In  some  patients  it  may  be  necessary  to  administf 
ZANTAC"  150-mg  doses  more  frequently.  Dosesshould  beadjuste 
to  individual  patient  needs,  and  should  continue  as  long  as  din 
cally  indicated.  Doses  up  to  6 g/day  have  been  employed  i 
patients  with  severe  disease. 

Benign  Gastric  Ulcer;  The  current  recommended  adult  oral  dosag 
IS  150  mg  twice  a day.  i 

GERO:  The  current  recommended  adult  oral  dosage  is  150  m 
twice  a day.  ; 

See  full  prescribing  information  for  dosage  adjustment  fci 
patients  with  impaired  renal  function. 

HOW  SUPPLIED:  ZANTAC"  300  Tablets  (ranitidine  hydrochloridj 
equivalent  to  300  mg  of  ranitidine)  are  yellow,  capsule-shape 
tablets  embossed  with  “ZANTAC  300“  on  one  side  and  “Glaxo"  0| 
the  other.  They  are  available  in  bottles  of  30  (NDC  0173-0393-4(i 
and  unit  dose  packs  of  100  tablets  (NDC  0173-0393-47).  i 
ZANTAC*  150  Tablets  (ranitidine  hydrochloride  equivalent  t, 
150  mg  of  ranitidine)  are  white  tablets  embossed  with  “ZANTA 
150“  on  one  side  and  “Glaxo"  on  the  other.  They  are  available  i 
bottles  of  60  tablets  (NDC  0173-0344-42)  and  unit  dose  packsr 
100  tablets  (NDC  0173-0344-47). 

Store  between  15'’  and  30  C (59  and  86  F)  in  a dry  place.  Prote*; 
from  light.  Replace  cap  securely  after  each  opening. 

(,c;  Copyright  1983,  Glaxo  Inc.  All  rights  reserved.  June  198 
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Management  of 
urolithiasis:  an  analysis 
of  1,293  lithotriptor 
procedures 


In  recent  years  the  trend  has  been  to  aroid  open 
surgery  on  kidtieys  and  ureters  for  urolithiasis  in 
favor  of  closed  ( ureterorenoscopy  lithotripsy)  or 
semi-closed  (percutaneous  nephrolithotomy ) pro 
I cediires.  .4  modem  means  of  managemoH  is  the 
\ “extracorporeal  shock  ivave  lithotripsy  ” (ESW’IJ 
ESI.),  which  is  performed  with  the  patient  ini 
j mersed  in  water  in  a special  hath  We  have  re- 
viewed  1.293  ESWI.  procedures  on  1, 19~  patients. 
While  the  procedure  itself  causes  little  pain,  the 
\ subsequent  passage  of  the  stone  fragments  and 
j blood  clots  can  lead  to  postoperative  renal  colic. 

I Thus,  while  both  general  anesthesia  and  epidural 
j block  can  cover  anesthetic  requirements,  epidural 
analgesia  via  an  indivelling  catheter  has  obvious 
advantages.  Immersion  produces  circulatoty  and 
respirator}'  changes  that  influence  anesthetic  tech- 

Inique.  Complications  of  ESWI  include  cardiac 
arrhythmias,  perirenal  and  subcutaneous  hema- 
toma fever,  and  colics.  Considering  anesthesiolo- 
gic  and  urologic  aspects,  these  results  appear  to 
justify  ESWI  as  a primary  treatment  for  urolithia- 
sis. whenever  applicable. 


Our  study  was  a retrospective  analysis  of  the 
course  of  ESWI.  treatment  with  respect  to 
possible  complications  associated  with  this 
new  form  of  treatment.  Urolithiasis,  one  of  the 
plagues  of  mankind  since  the  time  of  the  pharaohs 
and  beyond  ( 1 ),  has  recently  become  a major 
health  hazard,  partly  due  to  today’s  higher  living 
standards,  especially  with  respect  to  increased  pro- 
tein consumption.  The  prevalence  of  concretions  in 
the  urinarj'  tract  resembles  that  of  diabetes  mellitus 
in  the  western  world,  putting  a medical  and  eco- 
nomical burden  on  society.*  Males  are  :tffected 
more  frequently,  showing  a peak  at  the  age  of  35, 
while  females  show  two  peaks,  at  30  and  55.  Most 
(70%  ) kidney  stones,  especially  tho.se  with  a diame- 
ter of  less  than  5 mm  to  8 mm,  leave  the  urinan' 
tract  spontaneously.  ITie  remaining  30%  need  active 
treatment.  The  rate  of  recurrence  is  higli  ( up  to 
S0%  ).  When  surgical  reintervention  becomes  nec- 
essary, operative  complications  increase,  leading 
sometimes  to  terminal  uremia  ( 2 ).  IJiis  has  in- 
creased interest  in  other  less  invasive  ways  of  treat- 
ment, like  ureterorenoscopy,  percutaneous  nephro- 
lithotomy ( PNL,  litholapaxy  ),  and  lithotripsy. 


‘The  incidence  of  "first  stones”  in  higlily  developed  conn 
Ties  is  considered  to  be  0. 1 2% , annually  Thirty  percent  of 
hese  (0.04%  ) will  be  subject  to  active  treatment  and  up 
o 70%  of  those  ( 0.03%  ) are  primary  candidates  for  E.S'WI.. 
sVith  a capacity  of  approximately  1 ,000  patients  per  year, 
)ne  lithotriptor  would  cover  a population  <jf  3 million 
veople,  once  the  backlog  had  been  worked  up. 


I'hc  E.SWl,  technique  was  developed  in  a unique 
cooperation  between  an  aerospace  company  and  a 
medical  school  ( Dornier  GmbH,  and  Klinikum 
(irosshadern  of  the  Ludwig  Mtcximilians  University, 
both  in  Munich).  Research  began  in  I9"^2.  In  Febru- 
ary 1980,  the  first  patient  was  treated  In  1985,  the 
device  was  approved  by  the  FDA  for  use  on  patients 
in  the  United  States.  A shock  wave  is  frequently 
referred  to  as  an  ultrasonic  wave;  the  latter,  how- 
ever, has  one  frequence  only,  while  a shock  wave  is 
the  sum  of  a number  of  frequencies.  Furthermore, 
the  shock  wave  cycle  has  no  negative  phase  ( Fig  I ). 
A shock  wave  pa,sse.s  almost  undiminished  through 
media  ot  similar  acoustic  density,  but  exerts  force  at 
interfaces  of  media  of  different  densities.  To  create  a 
medium  of  homogeneous  acoustical  density,  the  pa- 
tient is  immersed  in  a .special  1,000  I,  bath,  which 
circulates  decalcified,  deioniz,ed,  and  gas-free  water 
at  body  temperature.  Without  the  surrounding 
water,  the  wave  would  exert  force  on  the  skin  when 
entering  and  leaving  the  body. 

Fhe  shock  wave  is  produced  by  a spark  plug  posi- 
tioned in  the  bottom  of  the  tub  in  the  FI -focus  of  an 
elliptic  cup  { Fig  2 ).  ITie  patient  is  fixed  to  a special 
stretcher  ( Fig  3 ) and  immersed  .semi-recumbent 
into  the  water  by  a hydraulic  crane.  Under  ' three- 
dimensional”  fluoroscopic  control,  the  stretcher  is 
maneuvered  to  bring  the  kidney  stone  into  the  F2- 
focus  of  the  ellip,se  ( Fig  2 ).  Hie  quality  of  the  un- 
derwater x-ray  image  is  improved  by  inflatable  pil- 
lows, located  on  both  sides  of  the  elliptic  cup.  An 
FKG-R-wave  triggered  higli  energy  discharge  of  1 8 
kV  to  24  kV  vaporizes  the  w'ater  at  the  .spark  gap. 

ITiis  explosion  produces  a shock  wave  w4iich  spreads 
out  omnidirectionally  from  FI,  is  reflected  by  the 
walls  of  the  elliptic  cup,  and  refocuses  at  F2.  There, 
for  some  nanoseconds,  it  creates  a pressure  of  800 
bar  to  1,000  bar,  exerting  a pushing  and  tearing 
force  on  the  front  and  rear  surfaces  of  the  calculus. 
ITie  stone  usually  fragments  into  a small  number  of 
large  pieces  ;ifter  the  first  few^  "shots  ' llie  high  total 
number  of  shots  is  required  to  reduce  these  pieces 
to  fragments  small  enough  to  leave  the  urinary  tract. 
Generally,  after  an  average  1,I40  .shots  the  stone 
crumbles  to  fragments  of  less  than  2 mm  in  diame- 
ter. A larger  number  of  smaller  shocks  minimizes 
tissue  damage. 

ITie  indication  for  FSWI,  has  been  extended  to 
stones  that  have  been  impacted  in  the  ureter  for  up 
to  six  weeks — or  even  longer  If  these  are  located 
in  the  upper  third  of  the  ureter  where  the  pelvic 
bones  do  not  interfere  w'ith  x-ray  localization,  they 
are  loosened  with  a ureter  catheter,  pushed  back 
into  the  renal  pelvis,  and  crumbled  by  shock  waves. 
Nowadays,  we  consider  ever)’  patient  with  repeated 
stone  formation  in  the  kidney  or  the  upper  ureter  a 
candidate  for  FSWI.  treatment  unle.ss  contraindica- 
tions apply  ( Fig  4 ).  In  this  respect  it  should  be 
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noted  that,  according  to  Weber  et  al,  a cardiac 
pacemaker  is  not  necessarily  an  absolute  contra- 
indication ( 3 ) However,  caution  is  required  for  cal- 
culi that  lodge  in  the  more  cranial  calices  in  close 
proximity  to  the  lungs.  Here,  at  the  pleural  interface 
between  media  of  different  acoustical  densities, 
ti.ssuc  damage  can  occur.  The  same  holds  true  if 
shock  waves  are  traveling  through  the  lungs.  Open 
surger)'  is  still  indicated  when  a distal  stenosis  may 
hamper  passage  of  the  stone  debris.  This  applies  to  a 
caliceal  neck  stenosis  with  a calix  stone,  a uretero- 
pclvic  stenosis  with  a pelvis  stone,  a prostatic  ade- 
noma, or  a urethral  stricture — unless  these 
obstacles  are  corrected  surgically  before  stone  re 
moval.  Another  reason  for  open  surgert’  is  a big 
peripheral  stone  mass  located  in  the  calices. 

ESWL  has  gained  acceptance  as  an  immediate 
treatment  for  acutely  impacted  stones.  Currently, 
approximately  10%  of  our  lithotripsies  are  done  on 
such  emergency  cases.  Although  one  shock  wave  is 
not  ver)’  painful,  it  does  produce  a bruising  sensa- 
tion, and  fragments  of  the  stones  cause  colics  during 
the  postoperative  period.  Adequate  analgesia  is  thus 
required  for  the  repeated  waves  necessary  for  com- 
plete fragmentation  of  the  stones  and  the  subse- 
quent passage  of  those  fragments.  We  use  general  or 
regional  anesthesia.  Intravenous  analgesia  with  fen- 
tanyl  or  ketamine,  local  infiltration  with  sedation,  or 
both  are  used  at  other  lithotriptor  units.  The  proce- 
dure so  described  requires  awareness  of  several  key 


points,  summarized  in  the  following  six  paragraphs. 

1.  Hydrostatic  pressure  resulting  from  immersion 
in  water  up  to  the  clavicles  affects  circulation  and 
gas  exchange  in  the  lung.  The  seat  is  about  35  cm 
under  water  so  that  the  thorax,  abdomen,  and  legs 
are  subject  to  pressures  up  to  35  cm  H,0  above 
atmosphere.  This  pressure  displaces  venous  blood 
from  the  lower  part  of  the  body  upwards  towards 
the  surface  to  increase  central  venous  pressure  and 
the  intrathoracic  blood  volume  ( 4 ),  which  in  turn 
reduces  the  functional  residual  capacity  (FRC), 
changes  the  ventilation-perfusion  relation.ship  up 
and  down  the  lungs,  and  raises  the  pulmonary  ar- 
tery pressure.  The  external  pressure  on  thorax  and 
abdomen  also  reduces  the  intrathoracic  volume, 
particularly  the  FRC,  increases  the  work  of  breath- 
ing, and  may  destabilize  small  airways,  thereby  in- 
creasing the  closing  volume  and  airw  ay  resistance 

( 5,6 ).  The  combination  of  these  circulator)'  and 
ventilatory  effects  can  compromise  gas  exchange  in 
the  lungs  ( Fig  5 ). 

2.  Lower  esophageal  sphincter  tone  ri.ses,  but  less 
than  intragastric  pressure,  and  thus  the  risk  of  regur 
gitation  is  increased  (7). 

3.  Cardiac  dysrhythmias  are  very  common;  their 
cause  is  still  unknown.  Firing  of  the  spark  plug  must 
be  EKG-triggered  to  fall  during  the  absolute  refrac- 
tory period. 

4.  The  normal  vascular  response  to  anesthesia  is 
modified  by  immersion  in  warm  water.  The  “immer- 


I Characteristics  of 
ultrasonic  and  shock 
waves  Note  that  there 
is  no  negative  pressure 
phase  in  shock  waves 
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2 Shock  ivnt'e 
generator  Shock  waves 
radiating  from  the 
explosion  in  the 
elliptic  Clip"  are 
reflected  from  the  cup's 
walls  and  reunite  at 
the  target  (stone) 
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sion  polyuria,"  which  incliitlcs  a signiticant  natri 
uresis  and  kaliuresis  ( 4 ).  is  possibly  mediated  by 
atrial  stretch  receptors  or  caused  by  a “natriuretic 
factor"  (8  ).  Hormonal  changes  caused  by  immersion 
include  a decrease  of  plasma  arginine  vasopressin, 
renin,  and  aldosterone  (4,9  ) During  ESVC  L these 
changes,  brought  about  by  immersion  alone,  are 
combined  with  the  circulatory,  respiratory,  and  en 
docrinologic  effects  of  general  or  regional 
anesthesia. 

5.  Positioning  of  the  patient  is  of  essential  impor 
tance  for  the  success  of  the  procedure  and  for  the 
avoidance  of  unnecessary  trauma  to  tissue. 

6.  Scrupulous  attention  must  be  paid  to  electrical 
safety  , especially  with  the  use  of  monitors  and  de- 
fibrillators. Certainly,  the  use  of  the  latter  is  impos- 
sible during  immersion. 

Methods  and  material 

ITie  charts  of  1,293  ESWL  procedures  were  re- 
viewed for  duration  of  the  operative  procedure,  the 
number  of  shock  waves,  the  incidence  of  auxiliary 
adjuvant  treatment,  and  lithotripsy-.specific  com 
plications.  In  this  instance,  fever  in  the  postop- 
erative period  was  defined  as  a temperature  of  at 
least  38”  C ( 1 00.4°  E)  for  at  least  one  day.  A request 
by  the  patient  for  an  analgesic  was  counted  as 
“colic."  The  urological  preoperative  workup  in- 
cluded ultrasound  and  roentgenographic  examina- 
tion of  the  kidney,  including  intravenous  pyelogram, 
urine  analysis,  and  urine  culture  Integrity  of  the 
clotting  state  had  to  be  established  both  for  the 


i.  ESWL:  Coniniimlictilions 


Local  relative 

Kadiolucent  stones 

L'rcter  stones,  impacted  for  more  than  6 weeks 
Big  stones  (greater  than  2 cm  0) 

Local/absolute 

Obstruction  distal  from  concrement 

Acute  urmars  tract  infection 

Systemic 

Severe  cardiac  arrhythmias 

Pacemaker 

Clotting  disorders 

Body  heiglit  less  than  1 00  cm 

Extreme  obesity 

lithotripsy  and  the  epidural  block. 

Vi  ard  preparation  included  administration  of  laxa- 
tives and  antiflatulants  to  reduce  .spaces  of  different 
acoustical  density  and  improve  x-ray  imaging.  Pa- 
tients with  infected  stones  received  antibiotics  for 
two  days  preoperatively,  according  to  an  antibio- 
gram or  until  the  urine  was  sterile.  Postoperative 
management  included  administration  of  antibiotics, 
urine  analysis,  and  repeated  kidney  examinations  by 
ultrasound  and  plain  films. 

ITie  terminal  success  rate  of  the  shock  wave  ap- 
plication was  evaluated.  Preoperatively,  all  patients 
( except  for  some  of  the  emergency  ca.ses ) were  ex- 
amined by  a member  of  the  anesthesia  consultation 
service,  who  assigned  an  ASA-cla.ssification  and  pre- 
scribed premedication.  ITie  applicable  anesthetic 
techniques  were  explained  to  the  patients,  and  the 
advantages  of  epidural  analgesia  for  this  special  pro- 
cedure were  outlined.  ITiis  resulted  in  a high  level 
of  acceptance,  and  we  could  limit  general  anesthe- 
sia to  ca.ses  in  which  there  were  contraindications 
to  regional  techniques.  Anesthetic  care  included 
monitoring  of  the  EKG,  the  blood  pressure  (oscil- 
lometry’, Dinamap,  Critikon ),  and  urine  output 
(Eoley  catheter)  Intravenous  infusion  of  electrolyte 
solutions  was  given  through  a large-bore  peripheral 
venous  line  Because  of  the  retroflexion  of  the  arms, 
the  intravenous  cannula  and  the  blood  pressure  cuff 
remained  above  the  water  level  and  did  not  require 
special  protection.  Prior  to  immersion,  the  EKG 
pads  and  leads  and  the  insertion  site  of  the  epidural 
catheter  were  draped  with  a watertight  self- 
adhesive  foil  (Ensure  it,  Deseret  Medical  Inc). 

Anesthetic  management  was  reviewed  for  the 
type  of  anesthesia  given.  Epidural  blocks  were  clas- 
sified for  the  local  anesthetic  used,  the  achieved 
level  of  analgesia,  and  the  need  for  analgosedative 
supplementation,  Elie  incidence  of  cardiocircula- 
tory  complications  with  respect  to  cardiac  arrhyth- 
mias and  blood  pressure  changes  during  anesthesia 
and  immersion  were  noted.  Hypotension  was  de- 
fined as  a drop  in  mean  arterial  pressure  ( MAP ) by 
at  least  20%  from  the  baseline. 


5.  Effects  of  immersion  on  respirnlion  nml  circiilntion. 


Vital  capacity 

1 (-10%) 

Heart  rate 

1 (-10%) 

Functional  residual  capacity 

i (-.40  to -60%) 

Systolic  arterial  blood  pre.ssure 

] (-15%) 

Closing  volume 

t ( f 1 S%  ) 

Diastolic  .irterial  blood  pressure 

Compliance 

1 

Central  venous  pressure 

] 1 ( + 1 00%  ) 

Respiratory  work 

T 

Pulmonarc  arterc’  pressure 

T T ( 1 80'i& ) 

Airway  impedance 

I 

Pulmotiarv  cap  wedge  pressure 

t T ( + 1 10%  ) 

Maximum  voluntary  ventilation 

i (-12  to  - 1 S%  ) 

Cardiac  output,  cardiac  index 

t ( + 50'!'o  ) 

Diffusion  capacity 

i (-10%) 

Stroke  volume 

T 

pO, 

i (-S  to  -10%) 

Ejection  fraction 

T 

Alveolar  arterial  oxygen  gradient  ( AaDOj ) 

t (115%) 

Total  peripheral  resistance 

1 

CO2  response 

T 

Cardiac  blood  volume 

Pulmonary  blood  volume 

t ( 4 50%  ) 
t t ( -1-80%  ) 

Derived  from  references  4,  S,  6,  I 2,  and  I-t 
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Results 

From  December  1983  to  August  1985,  there  \sere 
1,19"'  patients  treated  with  F.SXX'I,,  totaling  1,293  ap 
plications.  Sex  ratio  was  ^16  to  577  in  favor  of 
males,  llie  age  distribution  ( mean  = -t8  ± 15  years ) 
showed  a peak  for  the  age  group  from  40  to  49 
years,  llie  ASA-cla.ssitication  documents  a majority 
of  "good  risk  patients.”  However,  280  patients 
(22%  ) presented  with  arterial  hypertension.  Mean 
height  was  168  cm  with  a standard  deviation  of  ± 
9.5  cm  (range  of  lO-t  cm  to  195  cm  ),  and  mean 
body  weight  was  72  kg  with  a standard  deviation  of 
± l4  kg  ( range  of  38  kg  to  92  kg ).  Hie  average  ‘ 
duration  of  the  shock  wave  application  was  41  min 
±18  min  (ranging  from  5 min  to  170  min).  For  a 
single  treatment,  an  average  number  of  1,140  shots 
was  required,  and  6.4%  of  the  patients  required 
auxiliarv’  treatment  in  addition  to  ESWF.  In  17%, 
adjuvant  endourological  treatment  ( eg,  ureteral 
catheterization  or  FNI.)  w'as  performed  before 
shock  wave  therapy,  Urologic  complications  in- 
cluded perirenal  and  subcutaneous  hematoma, 
(0.9%,  and  0.15%,  respectively),  fever  ( 10%  ),  and 
colics  ( 36%  ). 

Anesthetic  management  was  either  with  general 
anesthesia  (66  patients  = 5%  ),  epidural  block 
( 1.213  patients  = 93%  ),  or  spinal  anesthesia  ( l-t 
patients  = 2%  ).  Techniques  of  general  anesthesia 
included  total  intravenous  anesthesia  ( 3%  ) and 

j administration  of  halothane  ( 24%  ),  or  entlurane 
( 73%  ).  Epidural  anesthesia  was  provided  by  the  in- 
termittent cathether  technique. 

Fig  6 summarizes  the  anesthetic  levels  and  the 
anesthesiologist's  habits  concerning  analgosedative 
supplementation  A lower  dermatome  level  of  epi- 
dural block  W'as  associated  with  more  generous 
administration  of  benzodiazepines  and  ketamine. 
Complications  included  cardiac  arrhythmias  in 
5.6%  ot  patients  with  65%  being  of  supraventricular 
origin.  Hypotension  follow  ing  application  of  the  epi- 
dural block  was  noted  in  2-14  patients  ( 20%  ).  Sig- 
nificant cardiovascular  changes  associated  with 
immersion  were  not  seen.  ITiree  ESWE  treatments 
had  to  be  aborted  (0.2%  ) because  of  intractable 
cardiac  arrhythmias  in  two  patients  and  one  asth- 
matic attack.  Eiglit  percent  of  the  patients  required 
more  than  one  ESWE  treatment,  and  less  than  0.5% 
of  the  patients  required  more  than  two  ESWE  treat- 
ments. ITie  overall  rate  of  success  ( defined  as  symp- 
tom-free. x-ray-stone-negative  patient  three  months 
after  ESWE-treatment ) was  75%. 

Discussion 

We  reviewed  the  application  of  ESWE  for  uroli- 
thiasis in  1,293  cases,  llie  overall  success  rate  with 
respect  to  clinical  symptoms  and  roentgenographic 
evidence  of  stone  disappearance  ( 75%  ) is  in  accor- 
dance with  the  80%  reported  by  Schmiedt  et  al 
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(10)  and  75%  as  reported  by  Riehle  et  al  ( 1 I ), 
Frequency  and  duration  of  shots  administered  to 
our  patients  ( 4 1 min,  1 , 1 40  .shots  ) were  similar  to 
those  reported  by  others  (12)  Of  the  patients 
treated,  23-4%  required  some  additional  therapy, 
which  is  in  agreement  with  the  experiences  of 
Riehle  et  al  ( 1 1 ),  In  30%  of  the  ca.ses,  postoperative 
analgesia  was  needed.  An  epidural  block  running 
into  the  postoperative  period  obviously  has  advan- 
tages. Systemic  (fever,  arrhythmias)  and  local  (he- 
matoma, colics)  complications  occurred  at  an  in- 
cidence similar  to  that  described  elsew'here  ( 10,12 ). 
Several  authors  have  aEso  reported  the  same  inci- 
dence of  perirenal  hematoma  ( 0.9%  ) found  in  our 
study  ( 10. 1 2 ).  Hie  use  of  lower  energv’  waves  has 
the  advantage  of  producing  finer  stone  particles. 
t)nly  two  cases  of  .severe  subcutaneous  hematoma 
were  observed,  both  in  verv’  obese  women  Ninety- 
three  percent  of  the  procedures  w'ere  carried  out 
under  epidural  anesthesia,  lliis  is  in  agreement  with 
Duvall  et  al  ( 100%  ) ( 13  ),  but  different  from  other 
authors  ( 1%  ) ( l4 ).  We  considered  epidural  anes- 
thesia advantageous  for  a number  of  rea.sons: 

1 Perioperatively,  the  patient  is  moved  back  and 
forth  between  induction  room,  x-ray  unit,  bath, 
and — in  some  cases — the  operating  room  (15). 
During  this  transportation,  monitoring  and  mainte- 
nance of  vital  functions  is  considerably  easier  w'hen 
regional  anesthetic  techniques  are  used  instead  of 
general  anesthesia  with  intubation. 

2.  Correct  positioning  on  the  patient  support  re- 
quires retroflexion  o(  the  arms  ( Fig  3 ),  involving  the 
risk  of  stretching  the  brachial  plexus.  Tliis  is  noted 
immediately  by  awake  patients  but  may  go  unrecog- 
nized in  patients  under  general  anesthesia. 

3 Epidural  block  with  a shtirt-acting  anesthetic 
allows  early  postoperative  mobilization  of  the  pa- 
tient, enabling  him  to  participate  in  physical  maneu- 
vers ( "jumping”),  which  improve  passage  of  debris 
In  case  of  severe  postoperative  colic,  the  discomfort 
can  be  diminished  easily  by  epidural  administration 
of  a low  percentage  local  anesthetic  througli  the  in- 
dwelling catheter. 

4.  As  combined  effects  of  immersion  and  general 
anesthesia  are  as  yet  poorly  understood,  the  risks 
are  more  difficult  to  a.ssess. 

One  problem  during  ESWE  is  that  the  stone 


6 Dutu  of  analgosedative  supflementatunt 
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moves  in  and  out  of  tlie  F2  focus  witti  each  breath 
The  maximum  energv  of  the  shock  wave  is  concen 
trated  in  an  elliptic  area  around  F2  with  a longitudi- 
nal diameter  of  about  2 cm  At  a distance  of  15  cm 
from  F2,  the  delivered  energv  is  reduced  by  50%. 
Idle  movements  of  the  "target  ’ during  contraction 
of  the  diaphragm  relocate  the  stone  along  the 
shorter  axis  of  the  “energv  ellipse”  from  1 5 mm  to 
-iO  mm  with  everv'  full  breath,  thus  reducing  the 
energv’  delivered  to  the  stone  to  -t8%  ( lb).  This 
could  be  overcome  by  higli  frequency  jet  ventila 
tion.  Using  frequencies  betw  een  200  inin  and  300 
min,  Schulte  am  Fsch  et  al  ( 16 ) demonstrated  that 
respiratorv’  stone  movements  around  F2  could  be 
reduced  to  :2-2  to  ±3  mm.  W hether  this  promising 
technique  will  signiticantly  improve  the  results  with 
respect  to  tissue  damage,  number  of  shots,  or  dura- 
tion of  the  procedure  requires  further  inv  estigation, 
as  does  the  aspect  of  possible  interferences  of  the 
impulses  delivered  by  the  jet  stream  and  the  shock 
wave  Epidural  block  requires  a father  high  drug 
volume  in  order  to  achieve  a sufficient  level  of  anes- 
thesia. While  the  skin  over  the  kidney  is  adequately 
anesthetized  with  a level  of  TIO,  pain  sensation 
from  the  kidneys  is  probably  transmitted  by  the  au 
tonomic  nervous  system,  too  ( "peritoneal  pain"  ) 
Blockade  of  the  sympathetic  innerv  ation  of  the  ce- 
liac plexus  requires  a level  of  T5  Even  at  these 
levels  patients  occasionally  complain  about  some 
discomfort,  especially  those  with  calculi  in  the 
more  cranial  calices.  This  might  possibly  indicate  a 
"pleural”  pain  sensation  ( 13  ) 

ITie  blood  pressure  of  our  patients  w as  more- 
stable  than  could  be  expected  from  the  data  derived 
from  the  literature  on  immersion  (-i ).  One  obvious 
explanation  is  that  our  patients  are  in  a semirecum- 
bent  position  w ith  the  legs  higlier  than  the  pelv  is, 
resulting  in  a lower  hydrostatic  pressure  on  the  legs 
and  a less  pronounced  blood  shift  to  the  central 
compartment  than  with  the  standard  sitting  position 
( 4 ),  Besides  that,  everv  tendency  to  change  in  cir- 
culatory performance  was  treated  early  with  a posi 
tive  inotropic  dnig  (Akrinor,  not  av  ailable  in  the  US, 
1 16  cases  = 1 1%  ) or  with  both  Akrinor  and  a vag- 
olytic (atropine)  ( 178  cases  = 17%  ).  The  generous 
use  of  these  drugs,  which  are  not  giv  en  in  experi 
mental  settings,  has  certainly  contributed  to  the  ob 
served  cardiovascular  stability 

It  was  our  impression  that  the  control  of  cardio- 
circulatory’  parameters  was  somew  hat  easier  in  the 
gioup  with  epidural  block  than  in  those  patients 
receiving  spinal  or  general  anesthesia.  However,  the 
latter  groups  are  too  small  to  allow  statistical  sub 
stantiation  of  that  impression.  A number  of  patients 
under  regional  anesthesia  receiv  ed  analgosedative 
supplementation.  Benzodiazepines  ( 505  patients  = 
42%  ) w ere  frequently  given  to  ov'ercome  the  pa- 
tient’s discomfort,  caused  by  the  loud,  hammering 


noise  of  the  shock  w ave  generator  ( 1 7 ) or  to  deal 
with  exaggerated  breathing  of  the  patient.  Opioid 
ty  pe  analgesics  (110  patients  - 9%  ) w-ere  admin- 
istered to  reduce  discomfort  in  the  upper  portion  of 
the  body,  and  ketamine  w as  the  drug  of  choice  in 
cases  w ith  an  insufficient  spinal  level  of  analgesia 
( 44  patients  4%  ). 

As  seen  from  Eig  6,  there  is  an  inverse  relation 
ship  between  the  need  for  analgosedation  and  the 
achieved  level  of  epidural  block  W e supplemented 
epidural  block  with  benzodiazepines  in  43%  of  our 
cases.  Others  hav  e reported  supplementation  in 
35%  of  epidural  anesthesia  (18)  and  64%  of  spinal 
anesthesia  ( 19 ).  No  adverse  clinical  effects  on  ven- 
tilation were  seen  in  the  patients  receiving  any  of 
these  drugs.  Cardiac  arrhy  thmias  were  mentioned  in 
5 6%  of  the  anesthesia  records.  Suprav  entricular 
dysrhy  thmias  were  seen  in  44  cases  and  occasion- 
ally treated  w ith  a calcium  channel  blocker  ( ve- 
rapamil ).  Tho.se  of  ventricular  origin  (28  cases) 
could  be  treated  with  lidocaine. 

Two  ESW'E  procedures  had  to  be  aborted  because 
of  intractable  arrhythmias.  Iltc  cause  was  not  clear, 
but  a mechanism  currently  under  di.scussion  is  a 
direct  mechanical  irritation,  eg,  stretching  of  the 
my  ocardial  my  ofibrils  by  the  shock  wave,  that  leads 
to  a depolarization  ( 20 ).  When  ESW^L  was  pio- 
neered, the  incidence  of  arrhy  thmias  was  around 
80% , Ehe  decrease  to  5%  is  due  to  R-w  ave  trigger- 
ing of  the  shock  w ave,  activating  the  generator  2 
msec  after  the  R wave  signal  from  the  EKG.  The 
hthotriptors  currently  in  use  respond  to  each  R- 
w ave  up  to  a heart  rate  of  1 20  bpm.  Above  that,  the 
generator  w ill  be  activ  ated  only  by  every-  second 
beat. 

Besides  the  two  cases  mentioned  above,  there 
were  no  serious  cardiovascular  complications  in  our 
patients.  Other  authors  have  reported  one  myocar- 
dial infarction  associated  w ith  ESWL  treatment  ( 20). 
W e did  not  observe  serious  complications,  and  75% 
of  our  patients  w ere  stone-  and  symptom  free  after 
up  to  three  ESWI.  treatments.  However,  a proper 
preoperative  workup  of  the  patient  by  the  urologist 
(eg,  providing  an  unobstructed  urine  outflow')  and 
the  anesthesiologist  ( eg,  treatment  of  arterial  hyper- 
tension ) is  mandatory.  Intraoperatively,  adequate 
monitoring  of  the  cardiov  ascular  sy  stem  is  neces- 
sary, and  adverse  effects  of  anesthesia  and  im- 
mersion must  be  treated  by  early  and  judicious 
administration  of  vasoactive  drugs  ( eg,  ephedrine, 
atropine).  Postoperative  care  has  to  include  control 
of  a sufficient  urine  flow  and  adequate  analgesia. 

In  summary,  ESW4.  is  an  elegant,  noninvasive 
treatment  of  urolithiasis.  Ihe  uniqueness  of  the  pa- 
tient’s position  and  environment  is  a challenge,  es- 
pecially to  the  anesthesiologist.  W^e  have  found 
ESWL  treatment  under  epidural  anesthesia  to  be 
both  safe  and  effective  in  the  1,293  cases  we  have 
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' reviewed — with  the  risks  probably  lower  than  those 
associated  with  con\entional  urological  siirger\-  for 
kidney  stones. 
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Rejection  treatment 
with  monoclonal  OKT3 
antibodies  after  renal 
transplantation — a case 


A patient  with  endstage  diabetic  nephropathy 
received  a kidney  transplant.  On  the  second  post 
operative  day,  a severe  accelerated  rejection  took 
place.  The  kidney  shut  down  and  did  not  recover 
despite  a foiir  day  course  of  intravenous  steroid 
boluses.  Subsecptent  therapy  with  monoclonal 
antibodies  against  lymphocyte  antigens  ( OhClf ) 
restored  the  transplant  function  The  mode  of  ac- 
tion of  OAT^  antibodies  is  discussed. 


About  25  years  have  passed  since  the  hrst 
kidney  transplantation  between  two  non- 
identical  twins  was  performed.  During  this 
period,  treatment  of  acute  rejection  episodes  has 
been  one  of  the  major  problems.  An  ideal  rejection 
therapy  should  meet  three  criteria.  First,  it  should 
be  effective  even  thougli  the  whole  immune  re- 
sponse process  has  been  completed  at  the  time.  Sec- 
ond, it  should  be  specific,  not  compromising  the 
part  of  the  immune  defense  system  not  involved  in 
the  allograft  rejection  lliird,  it  should  be  s;ife,  not 
exposing  the  transplanted  patient  to  .serious  side 
effects.  Glucocorticoids  were  soon  found  to  be 
highly  effective  in  the  first  respect  but  were  far  from 
ideal  in  the  latter  two 

'Ilie  development  of  antibodies  to  lymphocytes, 
or  anti-lymphocyte  globulin  (AI.G  ),  has  been  one 
area  of  investigation  over  the  past  25  years  that  has 
been  aimed  at  ameliorating  rejection  episodes  ( 1,2). 
Such  ALG  has  been  prepared  by  immunizing  horses 
or  rabbits  with  leukocv  te  preparations  from  hu- 
mans, collecting  a globulin  fraction  from  the  serum 
of  those  animals,  and  using  that  preparation  to  treat 
rejection  episodes.  In  view  of  two  major  problems 
with  that  approach,  namely,  its  lack  of  specificitv 
and  safety,  interest  in  that  area  of  rejection  drug  de- 
velopment waned.  Since  the  development  of  mono- 
clonal antibodies,  there  is  renewed  interest  in  this 
approach.  For  example,  the  monoclonal  antibody 
OKT3,  which  is  directed  specifically  to  I -lympho 
cytes,  has  been  shown  to  fulfill  each  of  the  above 
outlined  criteria  essential  for  a drug  to  be  used  for 
the  treatment  of  allograft  rejection.  In  this  report 
we  outline  our  experience  with  that  monoclonal 
antibody  for  the  successful  treatment  of  an  acute 
cellular  rejection  episode  in  a patient  who  received 
a cadaveric  renal  transplant  at  our  institution. 

Methods 

Monoclonal  antibodies  are  produced  by  repeated 
injections  of  the  antigen  of  interest  into  mice.  After 
an  appropriate  period  of  time  has  elapsed  for  the 
animal’s  immune  system  to  have  begun  producing 
antibodies  to  that  antigen,  spleen-derived  B-lympho- 
cytes  are  fused  with  mouse  myeloma  cells  using 
polyethylene  glycol.  Any  of  the  successful  hybrid 


cells,  or  hybridomas,  ha\e  inherited  an  important 
characteristic  of  each  of  the  parental  cells  Hie  abil- 
it\  to  produce  one  specific  antibody  is  derived  from 
a single  antibody-producing  mouse  spleen  cell,  and 
the  “immortality”  is  derived  from  a myeloma  cell 
After  such  a hybridoma  has  been  made,  the  cell  is 
cloned  in  special  so-called  1 lA'F  ( hypoxanthine 
aminopterin,  thymidine)  media.  Each  of  the 
hybridoma  clones  that  are  found  to  be  secreting  a 
monoclonal  antibody  that  is  desired  by  the  mves 
tigator  is  then  pa.ssaged  intraperitonealh  in  mice 
in  order  to  produce  large  volumes  of  antibody- 
containing  ascites  fluid,  which  can  be  collected  and 
purified.  Several  such  hybridomas  have  recently 
been  developed  and  are  commercially  available 
( 3.-t ) One  such  monoclonal  antibody,  OKT3,  from 
Ortho  Pharmaceutical  Gorporation,  reacts  with  an 
antigen  present  on  most  peripheral  T lymphocytes. 
Hie  antigen  is  called  T3,  or  by  more  recent  nomen- 
clature, CD3 

Case  report 

llie  patient  was  a 23-year-oid  white  man  with  a 1"^ 
year  historv’  of  insulin-dependent  diabetes  mellitus. 
lie  developed  retinopathy,  neuropathy,  and  renal 
disease  for  which  hemodialysis  was  initiated  in  Janu- 
ar\  1985  He  w as  evaluated  for  a renal  transplant 
During  hemodialysis  he  received  two  units  of  packed 
red  blood  cells.  Finally,  the  patient's  serum  had  no 
detectable  preformed  lymphocytotoxic  antibodies 
to  a panel  of  peripheral  blood  1 -lymphocytes  that 
were  obtained  from  60  unrelated  donors. 

On  July  1-t,  1985,  he  received  an  ABO-compatible 
cadaveric  kidney  transplant  Hie  recipient  and 
donor  were  completely  mismatched  with  respect  to 
the  histocompatibilitA'  loci,  HIA  A,B,  and  DR  Hie 
donor-specific  crossmatch  was  negative  llie  stir 
geiA’  was  uneventful  and  resulted  in  immediate  brisk 
diuresis.  Immunosuppression  was  started  w ith 
('yA,  azathioprine,  and  predni.sone.  Twent)  -four 
hours  after  surger}’  the  serum  creatinine  level  w'as 
8.8  mg/dl,  after  a urine  output  of  6,100  ml.. 

I wenlA’-four  hours  after  the  transplant,  urine  out- 
put suddenly  fell  sharply  and  the  kidney  became 
enlarged.  No  fever  was  observed.  A retrograde 
pyelogram  ruled  out  postrenal  obstruction  and  a 
flow  -scan  showed  a normal  blood  supply  to  the 
kidney.  Rejection  therapy,  w hich  consisted  of  0 5 
gm  of  intravenous  methyl-prednisolone  per  day,  was 
given  for  four  days.  In  spite  of  that  therapy,  the  24- 
hour  urine  output  never  exceeded  500  ml..  Four 
days  after  surgerv’,  hemodialysis  was  resumed.  Hpon 
completion  of  the  steroid  rejection  therapy  on  day 
five,  a tru-cut  renal  allograft  biopsy  was  performed 
It  revealed  a ma.ssive  and  diffuse  infiltration  of 
mononuclear  cell  infiltrates  into  the  kidney.  ITiat 
finding  is  consistent  with  a diagnosis  of  acute  cel- 
lular rejection. 
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The  second  course  of  rejection  therapy  was  ini- 
tiated on  day  six.  Iliat  therapy  consisted  of  the 
monoclonal  antibody,  OKT3,  which  was  given  at  a 
dose  of  5 mg^day  for  14  days.  Five  days  later  the  urine 
output  exceeded  900  mL,  and  the  last  hemodialysis 
was  given  eight  days  after  initiation  of  OKT3  therapy. 
On  the  second  day  of  OKT3  therapy,  lymphocytes 
that  possessed  the  T3  antigen  were  virtually  elimi- 
nated from  the  peripheral  circulation.  However,  two 
weeks  after  the  therapy  was  completed,  the  number 
of  T3  cells  had  returned  to  normal.  The  patient’s 
serum  creatinine  level  stabilized  at  2.1  mg/dl.  after 
therapy. 

A rebound  rejection,  diagnosed  two  weeks  after 
OKT3  therapy,  was  successfully  ameloriated  with 
steroid  treatment.  Five  weeks  after  the  transplant, 
the  patient  was  discharged  with  a creatinine  level  of 
2.6  mg/dk.  No  adverse  effects  of  the  OKT3  therapy 
were  noted  in  this  patient  througliout  his  course. 
Three  months  after  the  transplantation,  the  pa- 
tient was  seen  regularly  in  outpatient  clinic  with  a 
fairly  well-functioning  transplant  ( serum  creatinine 
2.5  m^dL). 

Discussion 

ITie  development  of  the  monoclonal  antibody 
OKT3  is  of  clinical  significance  with  respect  to  suc- 
cessful treatment  of  acute  rejection  episodes,  and  it 
can  now  be  added  to  the  growing  list  of  drugs  to 
combat  rejection.  The  specificity  of  C)K'F3  resides  in 
its  abilitv’  to  bind  to  the  T3  antigen  on  T-lympho- 
cytes  and  subsequently  cause  these  cells,  which  are 
involved  in  the  rejection  process,  to  be  destroyed 
or  removed  from  the  circulation  ( 5,6 ).  Within 
minutes  of  infusion  of  OKT3.  the  T-lymphocytes  dis- 
appear from  peripheral  circulation.  As  daily  therapy 
continues,  T3-negative  1 -lymphocytes  begin  to  ap- 
pear in  the  circulation.  A patient  can  only  receive 
one  cycle  of  OKT3  therapy  because  80%  of  patients 
so  treated  develop  antibodies  to  the  mouse  antigen 
on  the  monoclonal  antibody.  This  will  make  the  pa- 
tient refractor}’  to  any  additional  use  of  C)KT3.  Fhe 
actual  mechanism!  s ) responsible  for  clearance  of 
the  T3-positive  lymphocytes  by  tfKT3  are  not  com- 
pletely understood  ( 7 ). 

ITie  most  important  observation  in  this  report  is 
the  use  of  ()KT3  therapy  to  successfully  ameliorate 
an  aggressive,  accelerated,  cellular  rejection  episode 
in  a patient  who  had  received  a renal  transplant.  In 
our  experience,  a rejection  episode  of  such  severity 
is  rare,  and  normally  the  end  result  is  a nephrec- 
tomy. The  efficacy  of  ()KT3  therapy  that  reversed 
the  rejection  episode  of  this  patient  amply  demon- 
strates the  clinical  significance  of  OKT3. 

Although  several  clinical  trials  using  OKT3  for  re- 
jection therapy  for  kidney,  liver,  and  other  organs 
are  in  progress,  one  multicenter,  randomized  trial  is 
available  for  evaluation  (8).  In  that  study,  123  re- 


cipients of  a cadaveric  renal  allograft  who  under- 
went an  acute  rejection  episode  were  treated  in  a 
random  fashion  with  OKT3  therapy  or  standard 
bolus  steroid  therapy.  The  OKT3  patients,  as  com- 
pared to  the  conventionally  treated  group,  had  a sig- 
nificantly increased  acute  rejection  reversal  rate 
(94%  versus  75%  ) as  well  as  improved  one-year 
graft  survival  (62%  versus  45%  ).  Although  the  long- 
term effect  of  OKT3  therapy  on  these  patients  can 
only  be  ascertained  by  follow-up,  one  important 
benefit  of  this  therapy  is  that  the  steroid-sparing 
effect  will  most  likely  diminish  the  frequency'  of 
steroid-induced  complications. 

It  is  important  to  be  aware  of  certain  adverse  re- 
actions that  are  associated  with  OKT3  therapy.  The 
more  serious  reactions  include  pulmonary’  edema 
and  hypotension.  After  the  initial  dose,  the  majority' 
of  patients  have  fever  and  chills.  ITie  response  usu- 
ally occurs  within  60  minutes  after  the  initial  dose. 
Finally  , occasional  symptoms  of  bronchospasm  have 
been  noted.  The  most  likely  explanation  of  those  re- 
actions is  that  they  are  the  result  of  the  release  of 
endogenous  pyrogens  from  the  T3-lymphocy'tes  that 
have  undergone  rapid  cytolysis  after  the  OKT3 
therapy. 

In  conclusion,  monoclonal  antibodies  have  pro- 
vided clinicians  involved  with  transplantation  a new 
anti-rejection  drug.  In  our  experience  with  the 
monoclonal  antibody  OKT3,  it  has  been  an  ex- 
tremely powerful  agent  in  lessening  rejection  epi- 
sodes, not  only  in  kidney  transplant  patients,  but 
also  in  patients  who  have  received  liver  transplants. 
No  serious  side  effects  have  occurred  in  any  of  our 
1 5 patients  so  treated.  Therefore,  OKT3  fulfills 
each  of  the  criteria — effectiveness,  specificity',  and 
safety’ — needed  by  a drug  used  for  rejection 
therapy.  In  the  future,  as  the  immunologically- 
mediated  rejection  process  is  further  understood, 
other  even  more  specific  monoclonal  antibodies 
may  be  used  in  the  successful  treatment  of  acute 
transplantation  rejection  episodes  and  in  the  treat- 
ment of  autoimmune  diseases. 
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The  new  Marriott  Hotel  is  linked  to  the 
Texas  Medical  Center  by  an  enclosed  walkway. 
No  hotel  is  more  convenient  or  as  special. 

All  guest  rooms  are  spacious  and  richly 
appointed  Our  concierge  level  offers  you  a 
pin  ate  lounge,  continental  breakfast, 
complimentary  hors  d'oeuvres,  and  honor  bar. 

Our  recreation  facilities  feature  an  indoor 
pool  and  whirlpool,  plus  adjoining  fitness 
center  with  an  indoor  track,  racquethall, 
complete  weight  training,  and  excercise 
e(|uipment. 

We  have  9,000  sq.  ft.  of  conference  space 
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business  meetings,  or  product  introductions. 

Our  three  restaurants  and  lounge  offer  a \ariety 
of  food  and  beverage  options. 

Make  your  next  trip  to  the  Texas  Medical 
Center  convenient,  and  we  will  make  sure  it  is 
special.  For  reservations,  call  us  direct  at 
713-796-0080.  call  your  travel  agent,  or  call 
Marriott  toll  free  1-800-228-9290. 


Now  you  can  have 
convenience  to  the 
Medical  Center 
with  the  luxury  of 
Marriott. 
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Coyote  branding  injury: 
a case  report 


Many  methods  have  been  used  to  illegally  trans 
port  aliens  from  Mexico  to  the  United  States.  We 
have  treated  several  patients  who  sustained  dis- 
crete, deep  third-degree  hums  of  the  buttocks  from 
riding  on  a hot  tnick  muffler  during  their  illegal 
crossing  to  the  United  States.  This  report  describes 
such  a case.  Bums  similar  to  those  described  in 
this  report  may  suggest  an  illegal  border  crossing 
and  thus  help  explain  other  aspects  of  the  patient  's 
medical  history  and  behavior 


A problem  unique  to  the  southern  border  ot 
the  United  States  is  the  smuggling  of  illegal 
aliens.  Many  aliens  are  transported  oxer  the 
border  on  or  in  portions  of  motor  vehicles  not  de- 
signed for  passenger  use.  One  method  xve  have  .seen 
used  is  to  have  the  illegal  alien  installed  under  a 
truck  sitting  on  some  portion  of  the  chassis  Occa 
sionally  the  muffler  is  used  as  a seat  by  someone  not 
sophisticated  in  the  ways  of  truck  smuggling,  and 
the  result  is  a severe  but  well  locali/ed  burn  of  the 
buttocks. 

Since  Houston  is  a popular  destination  hir  illegal 
aliens,  and  since  medical  care  is  available  here  for 
them,  we  have  had  occasion  to  treat  several  of  these 
injuries,  which  we  have  dubbed  the  "coyote  brand 
ing  injury”  after  the  slang  term  for  the  smuggler, 
who  is  known  as  a “coyote.”  A typical  case  report 
follows. 

Case  report 

A 24-year-old  Mexican  man  was  smuggled  oxer  the 
border  by  truck  in  late  June  198S  According  to  the 
patient’s  history,  he  had  been  sitting  on  the  muffler 
of  the  truck  which  heated  up  during  the  trip  burn 
ing  his  buttocks.  He  presented  to  Ben  l aiib  Hospital 
in  Houston  on  June  29,  1985,  at  which  lime  he  xvas 
found  to  have  a deep  burn  of  both  hutloc  ks  ( l ig  I ) 
The  burned  area  had  formed  a drx'  eschar,  w hich 
when  debrided  in  the  operating  room  on  |uly  1,  xvas 
found  to  cover  a large  amount  of  necrotic  fat.  I’he 
necrotic  material  was  debrided  away  until  healthx, 
viable  tissues  were  seen  ( Fig  2 ) A split  thickness 
skin  graft  w;is  then  harvested  from  the  undamaged 
lower  back.  The  grafts  were  meshed  and  applied  m 
the  standard  fashion  under  a tie  over  dressing 
Over  the  next  month,  the  grafts  healed  iinexent 
fully,  despite  the  late  presentation  of  this  burn  pa 
tient  to  our  hospital  (Fig  3 ).  The  patient  xxas  subse- 
quently lost  to  follow-up. 

Discussion 

The  epidemiologx'  of  this  injun-  is  dilficult  to  study, 
but  it  is  likely  that  what  happens  is  that  the  rela 
tively  naive  illegal  alien  is  sent  under  the  truck  and 
told  to  “hang  on  ” and  "keep  quiet  ’ He  picks  xvhat 
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appears  to  be  a comfortable  seat  on  the  muffler,  and 
the  truck  starts  on  its  xvax'.  By  the  time  the  muffler 
heats  up.  the  truck  is  going  too  fast  to  allow-  the 
rider  to  disembark,  and  there  is  no  one  to  hear  him 
call  for  help  llie  result  is  a deep  burn,  fortunately 
contined  to  the  buttocks.  Because  the  illegal  alien 
does  not  want  to  attract  the  attention  of  the  authori- 
ties, he  is  likely  to  delay  seeking  treatment  longer 
than  our  other  patients.  Finally,  his  neighbors  ex- 
plain to  him  that  in  the  United  States  there  are  no 
“authorities"  to  xvorrx'  about,  at  least  not  in  the 
coimtx'  hospital,  xvhere  he  exentually  presents 
himself  for  treatment,  niere,  the  alert  physician  rec- 
ognizes the  injury  as  being  ciiiite  likely  due  to  a 
midnight  trip  across  the  border  under  a truck,  re- 
gardless of  the  alternate  ex|ylanalions  given  by  the 
patient.  ITiis  recognition  may  he  helpful  in  explain- 
ing other  aspects  of  the  patient's  medical  history, 
w hich  because  of  his  "illegal  " status  the  patient  may 
not  be  willing  to  rexeal  to  the  physician 

Although  the  prevention  of  this  injury'  should  be 
ea.sy  since  its  cause  is  clear,  getting  the  yvttrd  out  to 
the  prospective  patients  pre.sents  a problem.  For 
tunatcly,  many  of  the  smuggled  aliens  have  made 
the  trip  before  and  can  warn  their  fellow  pa.ssengers, 
if  they  are  so  inclined,  about  the  dangers  of  sitting 
on  mufflers.  Another  yy  ay  to  disseminate  the  infor- 
mation might  he  through  the  immigration  service, 
yy  hich  has  processed  many  of  these  iseoisle  on  previ- 
ously unsuccessful  trips.  Unfortunately,  those  most 
at  risk  are  the  first-time  travelers,  yvho  would  be 
more  difficult  to  reach  yvith  such  a preventive  pro- 
gram. F'urther  experience  xvith  this  type  of  injitry-  is 
likely  as  long  as  illegal  smuggling  of  aliens  across 
the  southern  border  continues. 


Tc.xia  .Mcihctuc 


/ Deep,  full  thickness 
bum  of  both  bullocks 
as  seen  on  cutmission 


2.  The  wound  afler 
deep  debridemenl,  jusl 
prior  lo  skin  grafling 


3 Healed  skin  grafl. 
one  monlh  ialer 
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The  Texas  Supreme  Court  recently  ruled  on  a case 
im’olring  the  failure  of  a psychiatrist  to  give  ade 
quate  infonned  consent  to  a psychiatric  patient 
who  developed  tardive  dyskinesia  The  cinrent 
Texas  statutes  involving  infonned  consent  are 
briefly  reviewed.  It  appears  tlnd  the  court  has  up- 
held the  rights  of  the  patient  to  self  determination 
in  accepting  treatment  and  has  limited  the  discre- 
tion of  the  physician  in  withholding  infonnation 
on  the  risks  of  treatment  in  certain  difficult  cases. 
The  implications  of  this  decision  are  discussed. 


his  paper  examines  the  issue  of  informed 
consent  in  Texas  for  tlie  use  of  antipsychotic 
medications,  an  area  of  increasing  concern 
among  psychiatrists  because  of  a number  of  recent 
malpractice  cases  involving  large  settlements  ( 1 ). 

Ilie  side  effect  of  these  medications  which  is  of 
greatest  concern  at  present  is  tardive  dyskinesia, 
lliis  is  an  involuntary  movement  disorder  which 
can  be  functionally  and  socially  disabling  and  some- 
times permanent  ( 2 ).  Psychiatrists  often  find  them- 
selves in  conflict  over  what  to  reveal  to  their  pa- 
tients about  tardive  dyskinesia.  Current  Texas  law 
requires  that  patients  be  informed  of  the  risks  and 
benefits  of  medical  treatment  In  many  instances, 
there  is  no  problem  as  psychotic  patients  frequently 
recompensate  after  a few  months  of  treatment  with 
antipsychotic  medication  and  are  capable  of  giving 
informed  consent  for  continued  drug  use.  Unfortu- 
nately, some  psychotic  patients  never  fully  recover 
and  are  left  with  residual  thought  disorder  and  poor 
judgment,  which  make  their  ability  to  weigh  risk  and 
benefit  and  give  true  informed  consent  questionable. 

Some  patients  recompensate  after  drug  treatment, 
but  because  of  their  previous  psychiatric  histories, 
the  treating  psychiatrist  is  reluctant  to  fully  discuss 
the  possibility  of  tardive  dyskinesia.  Such  a situation 
arises  when  psychiatrists  are  called  upon  to  treat  pa- 
tients who  have  committed  murder  or  have  been 
seriously  assaultive  during  a psychotic  episode. 
Some  of  these  patients  respond  to  antipsychotic 
medications,  have  been  tried  and  found  not  guilty 
by  rea.son  of  insanity,  and  are  eventually  released  to 
outpatient  clinics  for  follow-up  care.  Hie  issue  for 
the  treating  psychiatrist  is  whether  a patient  with 
such  a histoiy'  should  continue  to  receive  anti- 
psychotic medications  indehnitely,  even  if  he  devel- 
ops tardive  dyskinesia.  Since  the  patterns  of  behav- 
ior during  a p.sychotic  epi.sode  tend  to  repeat  in 
subsequent  episodes,  there  is  concern  that  if  an  in- 
dividual committed  murder  or  a.ssault  in  a past  de- 
compensation, it  can  happen  again  if  the  psychosis 
recurs 

'ITie  legal  issue  in  such  cases  is  how  far  will  the 
law  allow  the  psychiatrist  to  go  in  influencing  such 


patients  to  remain  on  antip.sychotic  medications, 
and  to  what  extent  will  it  allow  the  legal  rights  of 
the  patient  to  be  compromised  in  the  process. 

liie  Texas  Supreme  Court  recently  ruled  on  the 
issue  of  withholding  information  from  psychiatric 
patients  on  the  risks  of  tardive  dyskinesia  (3)  The 
case.  Barclay  v CamphelT  involved  a schizophrenic 
patient  who  souglit  damages  because  he  developed 
tardive  dyskinesia.  ITie  plaintiff  claimed  that  he  was 
not  adequately  informed  of  the  risks  involved  in 
taking  antipsychotic  medication.  The  Texas  Su- 
preme Court  reversed  the  lower  court's  decision 
( 4 ) (which  was  in  favor  of  the  defendant ) and 
ordered  a new  trial.  It  held  that  the  risk  of  tardive 
dyskinesia  was  material  enough  to  influence  a rea- 
sonable person  in  his  decision  to  accept  or  reject 
treatment  and  that,  rather  than  issuing  a directed 
verdict,  the  trial  court  should  have  submitted  the 
issue  of  informed  consent  to  the  jur\’. 

Experts  testified  that  had  the  plaintiff  known  the 
risk  of  side  effects,  such  as  tardive  dyskinesia,  he 
probably  would  have  refused  treatment  no  matter 
how  minimal  the  risk  or  how  great  the  countervail- 
ing risk  of  refusing  medication.  The  court,  however, 
upheld  the  patient’s  right  to  choose  to  accept  or  re- 
ject treatment.  The  decision  states:  "While  we  ap- 
preciate the  dilemma  facing  a psychiatrist  in  such  a 
position,  we  hold  that  it  is  not  the  legislature’s  in- 
tent to  take  away  an  individual's  right  to  make  such 
decisions  for  himself  because  his  doctor  does  not 
believe  his  patient  is  re:isonable.” 

The  Supreme  Court,  in  keeping  with  the  Texas 
Medical  I.iabiliry’  and  Insurance  Improvement  Act 
( 3 ),  applied  the  "objective  standard  of  care”  to  de- 
termine which  risks  a patient  is  entitled  to  be  in- 
formed of  The  question  arising  from  this  standard  is 
whether  disclo.sure  of  risk  could  influence  a reason- 
able person  in  making  the  decision  to  accept  or  re- 
ject treatment.  Since  there  are  no  specific  standards 
for  disclosure  of  risks  when  antipsychotic  medica- 
tions are  prescribed,  the  Medical  Liability  and  Insur- 
ance Improvement  Act  requires  that  the  objective 
standard  be  used  as  a guide  (6).  In  other  words,  the 
Supreme  Court  based  its  decision  on  the  needs  of  a 
reasonable  person  who  has  a decision  to  make.  The 
defense  argued  that  the  individual  in  this  case  was 
not  reasonable  because  of  his  schizophrenic  illness, 
but  the  Texas  Supreme  Court  ruled  that  the  plaintiff 
was  entitled  to  the  .same  disclosure  to  which  any 
reasonable  person  would  be  entitled.  It  appears 
from  this  decision  that  Texas  courts  might  support 
adequate  disclosure  of  the  risks  of  tardive  dyskinesia 
to  patients  who  are  not  presently,  overtly  threaten- 
ing— even  though  previous  psychosis-related  vio- 
lence suggests  that  they  are  at  risk  of  repeated 
violent  episodes. 

In  the  past  in  Texas  ( or  presently  in  some  other 
states ).  the  withholding  of  risks  miglit  have  been 
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justified  by  the  rule  of  tticrapcutic  privilege  or  tlie 
reasonable  physician  standard.  I’he  rule  of  therapeu 
tic  privilege  allows  the  physician  to  withhold  infor 
niation  about  treatment  risks  if  full  disclosure  would 
cause  the  patient  to  become  so  upset  that  he  would 
not  be  able  to  make  a rational  decision  about  ac- 
cepting treatment  or  if  he  would  suffer  psychologi- 
cal trauma.  This  defense  was  discussed  in  a 1980 
article  in  the  Joumal  of  the  American  Medical  As- 
sociation ("').  The  authors  state,  “It  can  only  be 
hoped  that  courts  will  find  some  way  to  clarify  the 
scope  of  this  defense  so  that  physicians  can  know 
with  more  certainU’  when  they  can  rely  on  it  with- 
out unduly  exposing  themselves  to  liability  for  non- 
disclosure." It  does  not  appear  that  this  defense  has 
gained  any  strength  in  Texas  based  on  the  Supreme 
Court  s recent  decision.  In  applying  the  reasonable 
person  standard,  the  Supreme  Court  has  also  made 
irrelevant  the  use  of  testimony  from  a physician's 
peers  to  establish  what  a reasonable  psychiatrist 
would  do  in  the  same  situation  ITiis  has  also  weak- 
ened the  defensive  capabilities  of  physicians  in- 
volved in  malpractice  cases  arising  out  of  failure  to 
give  informed  consent.  It  is  likely  that  psychiatrists 
will  continue  to  encourage  patients  with  a history 
of  violence  when  psychotic  ( especially  if  the  vio- 
lence has  been  repeated ) to  remain  on  medications. 
For  patients  who  are  not  sensitive  to  the  return  of 
symptoms  and  who  have  little  social  support,  this 
recommendation  might  remain  the  same  even  if  tar- 
dive dyskinesia  appears,  VC'hen  patients  with  a his- 
torv'  of  violence  cease  to  be  overtly  threatening, 
there  are  few  legal  means  available  to  keep  them  in 
treatment.  I’he  influence  of  the  psychiatrist  has 
been  a major  factor  in  keeping  such  individuals 
on  medications  and  their  violent  behavior  under 
control. 

In  setting  a uniform  standard  of  disclosure  of  the 
risks  of  tardive  dy.skinesia  for  all  patients,  whether 
they  are  "reasonable  " or  not,  the  Supreme  Court  has 
weakened  that  control  without  providing  an  alter 
native  means  of  protecting  the  public.  One  can  sur- 
mise that  the  legislature  intended  to  make  provi- 
sions for  the  exceptional  patient  when  it  excused  a 
physician  from  making  full  disclosure  of  risks  when 
it  was  not  medically  feasible  ( 8 ).  The  Texas  Su- 
preme Court  has  chosen  to  overlook  the  potential 
application  of  this  standard  in  the  difficult  patients 
described  above.  Perhaps  the  legislature  needs  to 
recognize  the  risks  to  the  public  health  posed  by 
such  patients  and  to  limit  the  consent  liabilitv’  of 
p.sychiatrists  who  treat  them.  A limited  return  to  the 
reasonable  physician  standard  would  be  appropriate 
when  the  public  health  risk  is  the  major  issue  ( 9 ). 
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/;;  Texas,  as  in  the  United  States  as  a whole,  the  in 
ciclence  of  skin  cancer  is  iticreasing  r.ipidly.  In 
creased  e.xposure  to  snn tight  is  probably  respon- 
sible for  much  of  the  rise  in  incidence  of  cancers 
in  the  skin.  Recent  research  in  animals  suggests 
that  exposure  to  sunlight  also  has  systemic  effects 
on  the  immune  system  atid  can  actually  decrease 
the  body  s defense  against  skin  cancer. 


The  most  common  type  of  human  cancer  is 
cancer  of  the  skin  Recent  surveys  indicate 
that  around  4()0,{)()()  new  cases  of  skin  can- 
cer are  diagnosed  each  year  in  the  I'nited  States  ( 1 ). 
Most  of  tliese  skin  cancers  are  thouglit  to  result  di- 
rectly from  excessive  exposure  of  the  skin  to  the 
ultraviolet  (l!V)  rays  in  sunlight  ( 2).  For  this  reason, 
skin  cancers  are  of  particular  concern  in  our  geo- 
graphical region  of  the  country'.  Studies  in  experi- 
mental animals  suggest  that  overexposure  to  sun- 
light not  only  results  in  the  appearance  of  skin 
cancers,  but  also  interferes  with  an  immune  defense- 
mechanism  that  normally  protects  against  the  devel- 
opment of  skin  cancers  ( 3 ) I his  finding  has  two  im 
portant  implications:  First,  it  suggests  that  excessive- 
exposure  of  skin  to  sunlight  miglit  alter  the  immune 
elefense  system  in  humans  also.  Second,  it  implies 
that  normal  skin  has  an  immune  surveillance  mecha- 
nism that  helps  to  eliminate  cancer  cells  arising  in 
the  skin,  lliis  report  addresses  current  concerns 
about  human  skin  cancers  anel  summarizes  the  re- 
cent advances  in  this  field  from  studies  with  experi- 
mental animals. 
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Causes  of  skin  cancer 

It  was  noted  about  100  years  ago  that  excessive  ex- 
posure to  sunliglit  was  associated  with  the  develop- 
ment of  certain  skin  cancers.  F'pidemiologic  studies 
have  confirmed  this  observation  by  demonstrating 
that  basal  and  squamous  cell  carcinomas  occur  most 
frequently  on  skin  that  receives  the  most  exposure 
to  sunlight.  Ihe  incidence  of  skin  cancer  is  directly 
related  to  the  amount  of  accumulated  sunlight  ex 
posure  and  inversely  related  to  the  amount  of  pro- 
tective pigment  in  the  skin.  Studies  in  mice  and  rats 
demonstrated  that  wavelengths  in  the  I IV  region  of 
the  sun’s  spectrum  are  responsible  for  the  carcino- 
genic effect  of  sunlight  (Fig  I ).  Ilie  HV  region  of 
the  spectrum  is  divided  into  three  parts:  I IV  A. 

UV-B,  and  HV'-C,  based  on  their  different  biologic  ac- 
tivities. Wavelengths  responsible  for  both  tanning 
and  skin  cancer  induction  are  found  mainly  in  the 
middle,  UV-B,  region.  These  two  re.sponses  are 
probably  linked  because  tanning  is  the  skin's  re- 
sponse to  damage  inflicted  by  UV  rays,  and  it  serves 
as  a protective  response  against  additional  injur\’  to 
the  skin  UV-U  radiation  is  not  present  in  natural 


sunlight  because  it  is  blocked  out  by  ozone  in  the 
upper  atmosphere.  Wavelengths  in  the  UV-A  region 
cause  aging  and  wrinkling  of  the  skin,  and  they  have 
been  shown  to  cause  skin  cancer  in  animals  when 
given  in  high  doses  over  a long  period  of  time. 

Concerns  about  skin  cancer 
In  the  past,  little  attention  was  given  to  skin  cancer, 
compared  with  the  efforts  devoted  to  cancer  of 
other  organs  This  situation  resulted  mainly  from  the 
fact  that  most  skin  cancers  are  not  life-threatening.  If 
we  exclude  malignant  melanoma,  only  around  2% 
of  skin  cancers  are  lethal.  However,  skin  cancer  is  so 
prevalent  at  present  that  a mortality  of  2%  repre- 
sents quite  a significant  number  of  deaths.  ITie  inci- 
dence of  both  melanoma  and  other  .skin  cancers  is 
thought  to  be  increasing  rapidly  at  the  present  time. 
I’he  increa.se  is  well  documented  for  melanoma,  but 
it  is  difficult  to  estimate  accurately  how  rapidly  the 
incidence  of  non-melanoma  skin  cancer  is  increas- 
ing because  such  cancers  often  are  not  reported  to 
cancer  registries.  Nonethele.ss,  it  is  clear  that  non- 
melanoma skin  cancer  is  becoming  an  increasing 
problem,  particularly  in  states  like  Texas,  where 
there  is  a large,  liglit-skinned  population  living  in  a 
region  of  high  sunliglit  exposure.  It  is  thought  that 
the  increase  in  the  incidence  of  basal  and  squamous 
carcinomas  is  due  primarily  to  increases  in  the 
amount  of  sunlight  exposure  received  by  the  sus- 
ceptible population.  Increased  longevity,  increased 
leisure  time,  the  current  emphasis  on  outdoor 
sports,  the  .southward  shift  in  our  population  as  a 
whole,  clothing  styles,  and  the  fashionability  of  sun- 
tans all  have  contributed  to  the  increase  in  sun  ex- 
posure and,  consequently,  to  the  increased  inci- 
dence of  skin  cancer.  W hether  this  also  accounts  for 
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the  incre;iscd  incidence  of  malignant  melanoma  is 
not  at  all  clear.  Although  melanoma  ocurs  more  fre- 
quently in  geographic  locations  that  receive  the 
most  sun  exposure,  this  association  is  not  nearly  as 
strong  as  it  is  for  non-melanoma  skin  cancers.  Also, 
melanomas  do  not  occur  most  frequently  on  the 
body  sites  that  receive  the  highest  exposure  to  IJV 
light  (face  and  backs  of  the  hands).  ITius,  althougli 
there  appears  to  be  some  association  between  sun- 
light and  melanoma,  the  relationship  is  different 
from  that  betw  een  sunlight  and  other  forms  of  skin 
cancer.  The  possible  role  of  LIV  light  in  the  develop- 
ment of  melanoma  is  an  active  area  of  research  at 
present. 

Another  reason  for  concern  about  skin  cancers  is 
that  although  most  are  not  lethal,  they  can  be  quite 
disfiguring.  Because  sunlight  induced  skin  cancers 
appear  on  body  surfaces  that  are  normally  exposed, 
they  are  cosmetically  undesirable,  and  they  can  re- 
quire extensive  plastic  surgery  and  cause  consider- 
able concern  to  the  patient.  Thus,  the  reasons  for 
concern  about  skin  cancers  are  that  some  are  lethal, 
others  are  disfiguring,  and  the  incidence  is  increas- 
ing steadily. 

The  immune  system  and  skin  cancer 
In  recent  years,  studies  using  laboratory  animals 
have  opened  up  a new  area  of  research  on  the  im- 
munobiology' of  skin  cancer.  Skin  cancers  induced  in 
inbred  mice  by  repeated  exposure  to  TV  sunlamps 
are  highly  antigenic,  and  when  they  are  transplanted 
into  normal,  genetically  identical  mice,  most  are  re- 
jected by  the  immune  system  of  the  recipient  ani- 
mal. However,  the  skin  cancers  grow  and  eventually 
kill  their  host  when  they  are  transplanted  to  mice 
exposed  to  a short  course  of  TV  irradiation.  These 
and  other  observations  led  to  the  conclusion  that 
exposing  mice  to  LV  rays  interfered  with  the  ability' 
of  their  immune  system  to  reject  developing  skin 
cancers.  Thus,  UV  radiation  not  only'  induces  the 
transformation  of  normal  cells  into  cancer  cells,  it 
also  prevents  the  host  from  destroy'ing  the  cancer 
cells  by  interfering  with  its  immune  system. 

Studies  are  being  carried  out  in  many  laboratories 
in  attempts  to  determine  how  exposing  the  skin  to 
UV  light  brings  about  systemic  changes  in  host  im- 
munity and  to  determine  the  extent  of  the  immuno- 
logic alterations  caused  by  exposure  to  LV  rays  (4). 
From  such  studies  we  have  learned  that  there  are 
immune  cells  in  the  skin  that  are  damaged  by  UV 
light.  These  cells,  called  Langerhans  cells,  are  cuta- 
neous macrophages,  which  take  up  foreign  sub- 
stances in  the  skin  and  present  them  to  T-lympho- 
cy  tes,  thereby  initiating  an  immune  response. 
Langerhans  cells  damaged  by  UV  light  can  no  longer 
carry  out  this  antigen-presenting  function.  When 
foreign  substances  are  introduced  through  such  UV- 
damaged  skin,  the  immune  response  is  not  initiated. 


but  instead,  the  suppressive  pathway  of  the  immune 
system  is  activated,  resulting  in  the  production  of 
suppres.sor  lymphocytes.  The  suppressor  lympho- 
cy'tes  prevent  the  induction  of  an  immune  response 
against  subsequent  applications  of  the  .same  antigen. 
ITius  far,  it  is  known  that  exposure  to  LV  radiation 
damages  the  Langerhans  cells  in  human  skin,  but  a 
relationship  between  this  damage  and  the  induction 
of  suppre.ssor  lymphocytes  or  the  development  of 
skin  cancers  has  not  yet  been  established.  However, 
there  are  suggestions  that  the  immune  system  may 
be  important  in  the  development  of  human  skin 
cancers.  It  is  well  documented  that  patients  on 
long-term  immunosuppressive  therapy  have  a greatly 
increased  risk  of  developing  sunlight-as.sociated  skin 
cancers,  particularly  squamous  cell  carcinomas.  It  is 
also  apparent  that  under  some  circumstances  the 
cutaneous  immune  system  can  be  utilized  to  de- 
stroy skin  cancers  in  situ.  Topical  application  of 
contact  sensitizing  chemicals,  such  as  dinitrochloro- 
benzene,  has  been  used  in  the  past  to  induce  regres- 
sion of  multiple  skin  cancers  in  some  patients. 

Hie  recent  findings  on  the  complex  interrela- 
tionships among  skin,  the  immune  system,  and  TV 
light  raise  the  possibility  that  new'  ways  miglit  be 
found  to  employ  the  immune  system  in  the  preven- 
tion or  treatment  of  cutaneous  cancers.  They  also 
suggest  that  sunlight  might  be  more  damaging  than 
we  thought,  due  to  its  potential  ability'  to  affect  host 
defense  mechanisms. 
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Texas  Medicine 


Wcritcige  Soies  Patterns  of 

development  in  Texas 
hospitals,  1836—1935: 
preliminary  survey 


The  first  hospitals  in  Texas  u’ere  foiouied  as  a reac- 
tion to  epidemics  or  to  problems  in  providing  care 
for  individuals  without  a family  to  provide  their 
care.  The  pesthouses.  custodial  institutions,  and 
hospitals  evolved  independently  from  different 
sources  ivithin  our  society — the  federal  govern- 
ment. state  go  vent  men  t.  local  governments,  tell 
gious  congregations,  industr)',  and  individuals  or 
community  associations.  This  article  provides  pre- 
liminaty  data  and  e.xamples  of  the  health  care  in- 
stitutions in  each  of  these  categories. 


Most  Texas  families  provided  their  own 

health  care  during  the  Republic,  the  Civil 
War,  and  the  decades  following.  After  all, 
“Hospitals  offered  patients  no  medical  advantages 
not  available  in  the  home;  actually,  hospital  treat 
ment  in  the  18"'()s  added  the  risks  of  sepsis  or  hos- 
pitalism'" ( 1 ).  Most  Texans  did  not  recognize  the 
hospital  as  a focus  for  health  care  and  began  to 
leave  their  homes  for  treatment  only  after  accep- 
tance of  anesthesia,  the  germ  theoiA’  of  disease,  anti 
sepsis,  and  the  establishment  of  specialized  ho.spitals. 

Hie  idea  for  a survey  of  the  historical  foundations 
of  the  Texas  hospital  system  was  prompted  by  the 
statements  of  two  authors.  C'.harles  Rosenberg  in 
“Inward  Vision  and  Outward  Glance:  the  Shaping  of 
the  American  Hospital,  1880—1914”  ( 2 ) said,  “ . . . 
we  know  little — aside  from  its  most  general  as- 
pects— about  the  evolution  of  American  hospitals 
between  the  Civil  War  and  the  first  decade  of  the 
20th  century  .”  James  A.  Hamilton,  author  of  Patterns 
of  Hospital  Ownership  and  Control  ( 3 ),  said  he 
was  surprised  to  discover  how  little  had  been  writ 
ten  on  the  pattern  of  development.  He  found  ver)' 
few  articles  on  groups  of  hospitals,  such  as  the  hos- 
pitals controlled  by  a specific  religious  organization 
This  led  to  a search  for  reports  on  the  develop- 
ment of  Texas  hospitals.  Such  studies  do  not  appear 
to  exist.  The  hospital  system  seems  to  have  risen 
with  little  written  to  record  its  development.  Tlius, 
this  survey  was  undertaken  to  gain  some  under- 
standing of  the  evolution  of  our  state’s  health  care 
facilities. 

Survey  de.sign 

The  first  step  for  this  survey  was  to  develop  a data- 
base of  Texas  hospitals,  including  information  on 
their  location,  date  of  opening,  type  of  control,  ser- 
vices rendered,  and  number  of  beds.  This  database 
was  built  by  consulting  23  directories  of  hospitals 
I which  were  published  between  1873  and  1949 
(Fig  1 ).  Data  for  all  hospitals  opened  before  1936 
were  added  to  the  database.  The  frequency  with 
w'hich  privately  owned  hospitals  were  .sold  and  re- 
named often  led  to  confusion.  Most  problems  were 


resolved  by  consulting  other  historical  .sources, 
and  only  one  name  (presumably  the  earliest ) was 
chosen.  Subsequent  or  alternate  names  were  re 
corded  in  a geographic  file.  No  hospitals  wa-re  in- 
cluded if  there  were  only  brief  references  to  their 
supposed  existence  and  no  evidence  that  they  were 
actually  built  and  .served  patients 

ITiis  databa.se  on  hospitals  fi)unded  before  the 
Texas  Centennial  was  more  difficult  to  a.ssemble 
than  first  envisioned.  ITie  medical  directories  often 
gave  contradictor)’  and  unreliable  information.  Tlie 
date  given  for  an  individual  hospital’s  founding  or 
opening  might  vaiy’  by  two  or  three  years,  .some 
times  by  five  to  ten  years.  If  there  were  directories 
covering  the  same  year,  hoth  had  to  be  perused  be- 
cau.se  the  lists  were  not  comparable.  For  example, 
the  American  Medical  Directory,  1912,  listed  I 
Texas  institutions  and  the  Polk's  Medical  Register. 
1912,  listed  180,  but  they  differed  by  43  institutions. 

Hie  database  contains  information  on  733  institu- 
tions that  were  in  existence  sometime  between 
1836  and  the  end  of  1935  These  include  psychi- 
atric a.sylums;  militar)'  and  veterans  hospitals;  prison 
hospitals;  eleemosynaiA’  institutions  for  de:if,  blind, 
and  epileptic  patients,  tuberculosis  sanatoriums; 
homes  for  the  aged  and  infirm;  orphanages;  mater- 
nity and  rescue  homes;  and  general  ho.spitals,  .Such  a 
broad  range  of  institutions  provided  health  care  for 
individuals  who.se  families  could  not  care  for  them 
Most  of  the  early  custodial  institutions  ( 4.3%  of 
the  institutions  in  this  survey)  allotted  some  por- 
tion of  their  facilitv'  for  an  infirmar\’  used  by  their 

/ .Medical  directories. 

1 American  .Medical  Directon'  a register  of  legally  qualified  phy 
sicians  of  the  llnited  States  and  Canada  Chicago,  American 
Medical  Association  1906,  1909,  1912,  19H,  1916,  1918, 

192S 

2 Butler  SVC  The  Medical  Register  and  Oirectorr  of  the  United 
States,  Systematically  Arranged  by  States  Philadelphia,  Office  of 
the  .Medical  and  Surgical  Reporter,  187a 

3 Chatterton  .\l.  Flint's  Medical  and  Surgical  Directory  of  the 
United  States  and  Canada  New  York,  I B Flint  and  Co,  189’ 

a Fifield  JC  American  and  Can.adian  Mospitals  Minneapolis,  Mid 
west  Publishing  Co,  193.3 

5 Alphabetical  listing  of  hospitals,  allied  schools  and  organi/a 
tions  Hospitals  23  I9S-2()a,  June  (Part  2).  19a9 

6 Hospital  service  in  the  FInited  State.s  |AMA  76(  16)  1083- 
1 10a,  1921 

~ Ho,spital  service  in  the  United  States,  tenth  annual  presentation 
of  hospital  data  by  the  Council  on  .Medical  Fducation  and  Hos 
pitals  of  the  American  .Medical  Association  | A,M.\  96(  13) 

1009- lO’S,  108’ -1088.  19  31 

8 Medical  and  Surgic.al  Directory  of  the  Ifiiited  States  Detroit, 

R I.  Polk  and  Co,  1886,  1890,  1896 

9 Polk's  Medical  Register  and  Directory  of  the  United  .States  and 
C.in,ada  Detroit.  R I,  Polk,  1902,  1906,  1908,  1910,  1912 

10  Standard  .Medical  Directoryof  North  .America,  1903- 190a 
Chicago,  Cl  P Hngelhard,  1903 

1 1 Toner  JM:  Statistics  of  regular  medical  a.s,sociations  and  hospi 
tals  of  the  United  States  Transactions  of  the  .American  Medical 
Association  24  283-333,  I8'’3 
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residents.  Ilie  Atnericcui  Medical  Directoty  tor 
1909  states  that  tlie  Cktnfedcrate  Veterans  Home, 
Austin  ( 1882  ),  had  .^SO  barracks  beds  and  100  addi 
tional  hospital  beds.  Other  facilities,  such  as  the 
Buckner  Home  lor  Cdiildrcn,  Dallas,  18'^9,  and  St 
Anthony  s Home  for  the  Aged  and  Crippled.  Hous- 
ton, 190  t,  appeared  to  be  forerunners  in  providing 
pediatric  and  geriatric  care. 

Hie  first  hospitals  were  founded  as  a reaction  to 
epidemics  and  to  care  for  particular  groups — sick 
and  wounded  militar)’  conscripts,  unsupervised 
mentally  unstable  individuals,  and  immigrants. 

Hiere  were  no  licensing  boards  or  certifying  agen- 
cies. Initially,  governmental  bodies  and,  later,  other 
associations  provided  the  physicians,  nurses,  or  fa 
cilities  to  respond  to  these  problems.  Festhouses, 
quarantine  stations,  custodial  institutions,  and  hospi 
tals  evolved  independently  from  dililerent  entities 
within  our  society — the  federal  government,  state 
government,  local  governments,  religious  congrega- 
tions, industry,  and  individuals  or  privately  funded 
community  associations.  F.ach  of  these  sLx  catego 
ries  w ill  now  be  reviewed  and  exemplified 


2.  Hospital  of 
Contagious  Diseases. 
Ton  Sam  Houston,  San 
Antonio  (e  VCorlcl  Vt  ar 
I)  Photo  was  copied 
from  hand  limed 
postcard  Prom 
postcard  collection  of 
the  Houston  Academy 
of  Medicine  Texas 
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Federal  hospitals 

The  first  well  documented  hospital  in  Spanish  lexas 
w as  opened  in  1805  at  the  Mission  of  Valero,  the 
Alamo  { 4 ).  It  w .us  established  to  care  for  the  soldiers 
sent  to  control  the  province  for  the  Spanish  govern 
ment.  ITiis  hospital,  closed  in  1812,  may  be  consid- 
ered the  precursor  of  all  hospitals  in  Texas,  espe- 
cially the  militaru’  hospitals  founded  by  the  Republic 
of  lexas  and  later  by  the  United  States  as  their  sol 
diers  were  deployed  to  protect  the  citizens  from  In- 
dian attacks  and  from  Mexican  invasion. 

Military  hospitals  were  the  first  health  care  in 
stitutions  established  by  the  llnited  States  in  the 
state  of  Texas  ( 5 ) Fort  Brown,  Fort  Ringgold,  Fort 


McIntosh,  and  Fort  Duncan,  along  the  Rio  Grande, 
and  Fort  Clark,  Fort  McKavett,  Fort  Croglian,  Fort 
Gates,  and  Fort  Griffin,  along  the  western  edge  of 
the  settled  territory',  provided  hospital  facilities  for 
the  troops  (6).  During  the  state's  first  50  years,  12 
militaiy  hospitals  were  founded.  This  was  23.5%  of 
the  total  number  of  hospitals  founded  prior  to  1886. 

During  the  state's  second  50  years,  18  federal  in- 
stitutions were  established.  In  1895,  the  US  Marine 
Hospital  Service  temporarily  erected  C^amp  Jenner 
near  Fagle  Pass  to  halt  a smallpox  epidemic  (7). 

Soon  after  the  turn  of  the  century.  Marine  Hospital 
services  were  established  in  Laredo,  C^orpus  Christi, 
and  (ialveston  These  facilities  are  not  well  docu- 
mented because  many  Marine  hospitals  existed  only 
as  contracts  with  other  established  facilities.  In  Gal- 
veston, the  patients  were  first  cared  for  by  St  Mary  ’s 
Hospital,  and  it  w';us  not  until  1931  that  a separate 
Marine  Hospital  w as  constructed. 

During  World  War  I,  the  Corpus  Beach  Hotel  in 
Corpus  Christi  first  served  as  a hospital  for  the  War 
Department  and  then,  from  1919  to  1922,  the  Pub- 
lic Health  Service.  'Hie  property  was  transferred  to 
the  US  Veterans  Bureau  in  1922  and  sold  in  1927. 
Phis  was  the  second  general  veterans  hospital  in 
lexas.  Fhe  first  had  been  opened  on  the  Camp 
Logan  site,  Houston,  from  1919  to  1923  Later,  the 
Veterans  Bureau  established  two  specialized  hospi- 
tals in  lexas,  one  for  tuberculosis  patients  at  Legion 
( 1926,  this  town  was  later  incorporated  into  Ker- 
rville ) and  one  for  nervous  and  mental  diseases  in 
Waco  ( 1932)  'Hie  tuberculosis  hospital  had  ’ ecn 
established  in  1923  by  the  American  Legiou,  and 
was  purchased  and  expanded  by  the  Veterans 
Bureau 

I’hese  .specialized  hospitals  along  with  a federal 
prison  hospital  in  La'l'una  ( 1932),  and  seven  addi- 
tional military  hospitals — Fort  Sam  Houston  (1886) 
(Fig  2 ),  Fort  Bliss  (c  1908,  later  William  Beaumont 
General  Hospital  w;ts  added,  1921 ),  Fort  Crockett 
(1911),  Fort  D.  A.  Ru.ssell  (1916),  Kelly  Field  ( 1917), 
Brooks  Field  ( 1928),  and  R.mdolph  Field  ( 1932) — 
composed  only  2.6%  of  the  682  hospitals  founded 
in  lexas  from  1886  until  1936.  Although  the  num- 
ber of  federal  hospitals  had  increased  by  50% , other 
segments  of  Texas  .society  expanded  their  role  in 
health  care  much  more  rapidly. 

State  hospitals 

The  state's  first  health  care  facilities  were  estab- 
lished to  care  for  some  of  the  specialized  needs  of 
its  population.  There  were  institutions  for  Confeder- 
ate veterans,  the  blind,  the  deaf,  the  insane,  college 
students,  and  pri.soners.  Perhaps  the  earliest  state 
facility  w as  the  pri.son  infirmary  at  Huntsville 
(c  1847).  This  was  followed  by  four  eleemosynary 
institutions  in  Austin,  the  Agricultural  and  Mechani- 
c;il  College  Hospital  at  College  Station  (c  1876),  an- 
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other  prison  infirmary  at  Rusk  ( and  a psychi 

atric  asylum  at  Terrell,  lliese  eight  state  institutions 
represented  15.7%  of  the  hospitals  founded  in 
Texas  during  the  first  50  years.  Four  of  the  first 
eight,  including  the  previously  mentioned  (ionfed 
erate  Veterans’  Home,  were  built  in  Austin  In  1856, 
the  State  Asylum  for  the  Blind  was  opened,  and  one 
year  later  the  State  Deaf  and  Dumb  Asylum  In  1861, 
the  Texius  State  Lunatic  A.sylum  ( Fig  5 ) was  opened 
with  facilities  for  1 2 patients,  llie  need  for  care 
must  have  been  great,  because  this  faeiliU’  expanded 
to  100  beds  by  18"'2  and  tt)  600  beds  by  1885. 

To  relieve  crowded  conditions  at  the  Austin  psy- 
chiatric asylum,  a branch  hospital  was  opened  in 
Terrell  in  1885.  Tliis  facility,  the  North  Texas  Luna- 
tic Asylum,  doubled  its  capacity'  from  400  beds  to 
over  800  beds  during  its  first  decade.  Tlie  psychi 
atric  facilities  soon  became  the  largest  hospitals  in 
Texas  and  their  rapid  expansion  continued  through- 
out the  state’s  first  100  years. 

Acknowledging  its  continuing  and  increasing 
responsibility  to  care  for  citizens  with  mental  dis 
orders,  the  state  government  constructed  five  addi- 
tional psychiatric  ho.spitals.  These  were  the  South 
western  Insane  Asylum  in  San  Antonio  ( 1892  ),  the 
State  Epileptic  Colony  in  Abilene  ( 1904 ),  the  East 
Texas  Hospital  for  the  Insane  in  Rusk  ( 1919),  the 
Wichita  Ealls  State  Hospital  ( 1922),  and  the  Gal 
veston  State  Psychopathic  Institute  ( 1931 ) The  epi- 
leptic colony  is  listed  with  the  psychiatric  asylums 
because  its  first  patients  were  transferred  from  these 
asylums  (8),  after  epilepsy  was  recognized  as  a sepa- 
rate disorder. 

Three  of  the  17  state  institutions  founded  be- 
tween 1886  and  1936  were  located  in  Austin  lliese 
were  the  Deaf,  Dumb,  and  Blind  Institute  for  Col- 
ored Youths  ( 1887 );  a small,  1 2 bed  Confederate 
Woman’s  Flome  ( 1908);  and  the  Austin  State  School 
for  Mental  Retardation  (1917).  Recognizing  tuber- 
culosis as  an  infectious  disease,  the  state  moved  tu- 
bercular prisoners  to  Wynne  Farm  near  Huntsville, 
1905,  and  started  the  State  Tuberculosis  Sanattirium 
near  Carlsbad,  1912.  In  1915,  Galveston  was  chosen 
as  the  site  for  the  State  Hospital  for  Crippled  Chil 
dren.  The  remaining  institutions  were  college  hospi- 
tals, such  as  the  facility  at  Prairie  View  A&M  College 
(1918),  or  domiciliary  facilities  with  infirmaries  to 
care  for  children. 

State  hospitals  constituted  only  2.5%  of  the  hospi- 
tals established  between  1886  and  1936,  down  from 
15.7%  during  the  first  50  years,  lliis  small  percent- 
age does  not  reflect  the  impact  of  these  facilities  on 
the  health  of  the  state.  Most  were  large  institutions 
that  served  individuals  without  a family  or  without 
resources  for  care  in  other  facilities. 


Local  government  hospitals 

W'hether  founded  by  cities,  counties,  or  some  com- 
bination of  these  two,  hospitals  established  by  local 
governmental  bodies  appear  to  h;ive  followed  the 
same  pattern  as  that  for  the  federal  and  state  hospi- 
tals. During  the  first  50  )’ears,  these  institutions 
compri.sed  2"^. 5%  of  the  facilities  in  Texas:  then  they 
fell  to  8.1  % for  the  second  5()-year  period.  Only  l-t 
institutions  were  identified  for  the  years  before 
1885.  Hiis  list  is  tentative  because  some  of  these  fa- 
cilities may  have  been  founded  by  private  commu- 
nity associations.  Local  government  supported  ho.s- 
pitals seem  to  have  developed  in  a variety  of  ways — 
contractual  agreements  with  local  physicians,  the 
lease  of  private  hospitals,  or  the  donation  of  private 
facilities.  'These  are  nearly  impossible  to  trace  in  the 
directories  and  other  historical  sources.  This  makes 
a definitive  list  of  early  government  hospitals, 
locally  owned  or  locally  controlled,  difficult  to 
compile. 

'I’here  are  brief  references  to  city  hospitals  in  Gal- 
veston and  in  Houston  during  the  Republic  (-t).  but 
the  first  city-  ho.spital  that  made  a lasting  impact  on 
its  community  appears  to  be  the  Island  City  Hospi 
tal  established  in  Galveston  in  l8-i5.  'This  was  fol- 
lowed by  the  Bexar  C^ounty  Hospital  in  1861,  a city 
hospital  in  Houston  ( 1868),  the  Dallas  County'  Farm 
( 1872  ),  Austin  (aty  Hospital  ( later  Brackenridge  ). 
1880,  and  the  Dallas  City  Hospital  ( Parkland ),  1884 
(Fig  -i  ).  These  early  city  and  county  facilities  were, 
for  the  most  part,  general  ho.spitals.  This  trend 
continued  during  the  state's  .second  50  years  with 
some  specialized  hospitals  in  the  larger  urban  areas 
A Children’s  Ho.spital  was  opened  in  Dallas  in  1898 
and  Bexar  County  opened  its  tuberculosis  sana- 
torium in  1912 

After  World  War  1,  the  population  west  of  the  Bal 
cones  Escarpment  increa.sed  significantly.  'ITiis 
movement  in  the  state’s  population  is  reflected  in 
the  number  of  city  or  county  hospitals  established 
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in  the  Panhandle  and  North  Plains.  Between  1920 
and  1929,  West  Texas  Hospital  in  Lubbock  ( 1920), 
North  Plains  Hospital  in  Borger  ( 1923),  Northwest 
Texas  Hospital  in  Amarillo  ( 1924),  Deaf  Smith 
County  Hospital  in  Hereford  ( 1924),  Swisher  County 
Hospital  in  Tulia  ( 1927),  and  W.  Q.  Richards  Memo- 
rial Hospital  in  Paducah  ( 1929)  were  opened.  Each 
represented  an  attempt  to  provide  a local  focus  for 
health  care. 

Private  hospitals 

The  privately  funded  or  individually  owned  hospi- 
tals had  the  most  dynamic  growth  of  any  category, 
growing  from  1 5.7%  during  the  first  50  years  to 
over  76%  of  the  health  care  institutions  founded  by 
1930.  (Fig  5 shows  one  such  institution,  Aikin  Hos- 
pital, established  in  1892.)  For  the  most  part,  these 
were  proprietary’  institutions  designed  to  generate 
income  for  the  owners.  For  this  preliminary  survey, 
however,  many  private,  nonprofit,  charitable  institu- 
tions were  included  in  this  category.  More  research 
would  need  to  be  done  on  the  contracts,  charters, 
or  arrangements  under  which  many  of  these  facili- 
ties began,  before  a reliable  separation  could  be 
made  between  private,  nonprofit,  charitable  institu- 
tions and  those  designed  as  for-profit  institutions. 
Some,  such  as  the  King’s  Daugliters  Hospital  in 
Temple  ( 1897),  the  Masonic  Home  and  School  Hos- 
pital in  Fort  Worth  ( 1898),  and  the  Salvation  Army’s 
Woman’s  Home  and  Hospital  in  San  Antonio  (1910) 
are  easy  to  distinguish  from  proprietary  hospitals. 
Additional  research  would  allow  further  differentia- 
ti(jn  of  the  privately  funded  hospitals  and  resolve 
some  of  the  questions  about  the  early  hospitals. 

1 lowever,  two  groups  of  private  hospitals,  those 
affiliated  with  a religious  organization  and  those 
serving  a particular  industry,  were  easy  to  differenti- 
ate and  are  discussed  in  separate  sections.  I’he  data 
for  this  preliminary’  survey  indicate  that  less  than 
25%  of  the  privately  hinded  hospitals  could  be  clas- 
sified as  nonprofit,  charitable  institutions  with  no  re- 
ligious affiliation. 

Only  eight  private  facilities  have  been  identified 
as  existing  during  the  state’s  first  50  y'ears.  I’he  first 
of  these,  the  Bayland  Oqihans’  Home  Association  lo- 
cated near  Galveston  Bay',  1867,  was  established  to 
care  for  the  sons  of  deceased  Confederate  soldiers. 
Later,  the  home  was  moved  closer  to  Houston  and 
accepted  any  Lexas  orphans.  Other  private  facilities 
included  Dr  Sledge’s  Female  Infirmary’  ( 1870),  and 
Dr  Hadra’s  infirmary  ( 1873),  both  in  Austin,  the 
Houston  Infirmary  Sanitarium  ( 1872),  and  the  40- 
bed  Texas  Sanitarium  for  Consumptives  founded  in 
Dallas  ( 1885). 

During  the  next  50  years,  nearly  19%  of  the  523 
private  facilities  existed  as  specialized  facilities.  Of 
these,  the  largest  number,  30,  were  for  the  treat- 
ment of  tuberculosis.  These  were  nearly  all  founded 
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after  the  turn  of  the  centur>'  and  were  located 
throughout  the  state.  Many,  such  as  the  Alpha  Sani 
tarium  in  Llano  ( 1901  ),  (^amp  Reliance  in  Comfort 
( 1902 ),  Camp  Concho  in  San  Angelo  ( 1902  ),  the 
Huglies  Open  Air  Sanitarium  in  San  Antonio  ( 1905), 
and  Mountain  View  Sanatorium  in  Kerrville  ( 1925), 
were  fairly  small.  ITiey  ranged  from  1 5 to  30  beds. 
Others,  such  as  the  Albert  Baldwin  Sanatorium  in  El 
Paso,  ( 1907),  (later  called  Homan  Sanatorium ), 
grew  to  more  than  100  beds. 

Among  the  specialized  hospitals  were  14  for  the 
treatment  of  diseases  of  the  eye,  ear,  nose,  and 
throat.  The  first  two  of  these  were  the  Flunter  Sani 
tarium  in  Dallas  (1891 ),  and  the  Texas  Throat,  Eye, 
and  Ear  Charity  Hospital  in  Austin  ( 1895).  There 
were  also  1 4 hospitals  for  drug  and  alcohol  addic- 
tion. The  Hagey  Institution  of  Austin  ( 1893 ),  the 
Matthews  Home  in  San  Antonio  ( 1 899 ),  the  Prudy 
Sanitarium  in  Houston  ( 1906),  the  Rountree  Sani- 
tariums in  Mineral  Wells  and  in  Port  Worth  ( 1907), 
and  the  Glenwood  Sanitarium  opened  in  Amarillo 
(ca  1908)  were  among  those  founded  for  the  treat- 
ment of  addiction.  Eleven  private  hospitals  were 
founded  for  the  treatment  of  nervous  and  mental 
diseases.  These  hospitals  included  Dr  Moody’s  Sani- 
tarium in  San  Antonio  ( 1903),  the  Elm  Grove  Lodge 
in  Austin  ( 1907),  and  Dr  Greenwood’s  Sanitarium  in 
Houston  (1912). 

Additionally  there  were  hospitals  for  maternity 
care,  electrical  treatments,  pediatrics,  homeopathic 
medicine,  mental  retardation,  orthopedics,  os- 
teopathic medicine,  and  urology.  I’his  diversity  in 
the  special  hospitals  and  the  wide  distribution  of 
the  424  general  hospitals  are  indications  of  the 
changes  and  dynamic  growth  in  health  care  during 
the  state’s  second  50  years.  The  laymen,  nurses,  and 
physicians  who  opened  these  private  facilities  were 
responding  to  the  extraordinary  advances  in  the 
medical  sciences  and  to  changing  perceptions  of 
Texans  about  the  proper  place  for  care  during 
illne.ss. 

Religious  hospitals 

The  Catholic  bishops  were  the  first  to  actively  re- 
cruit individuals  to  come  to  Texas  to  establish  hos- 
pitals and  to  care  for  the  sick.  The  Sisters  of  Charity 
of  the  Incarnate  Word,  responding  to  their  plea, 
came  from  Erance,  established  a convent,  and 
opened  their  first  hospital,  St  Mary’s  Infirmary',  in 
Galveston  in  1867.  Within  three  years,  they  had  es- 
tablished another  convent  in  San  Antonio  and 
opened  the  Santa  Rosa  Hospital.  The  work  of  these 
sisters  then  spread  to  Fort  Worth  (St  Joseph’s  Hospi- 
tal, 1885),  Houston  (St  Joseph’s  Hospital,  1887), 
Boerne  (St  Mary’s  Sanitarium,  1896),  Beaumont 
(Hotel  Dieu,  1897),  Amarillo  (St  Anthony’s  Hospital, 
1900),  Corpus  Christ!  (Spohn  Sanatarium,  1905, 

Fig  6),  and  four  other  cities.  Ultimately,  these  hospi- 


tal sisters  were  responsible  for  16  hospitals,  or- 
phanages, and  homes  for  the  aged. 

lliese  (Catholic  sisters,  along  with  the  Daughters 
of  (diarity  of  St  Vincent  de  Paul  whose  first  Texas 
hospital  was  Hotel  Dieu  in  El  Paso,  1892,  and  the 
Sisters  of  Mercy  w ho  founded  Mercy  Hospital  in 
laredo,  1894,  established  nearly  half  of  the  church- 
affiliated  hospitals  in  Texas.  With  the  exception  of 
the  Methodist  Orphanage  in  Waco  ( 1893 ),  other  de- 
nominations did  not  sponsor  health  care  facilities 
until  after  the  turn  of  the  century'. 

The  Baptists  began  their  ho.spital  work,  by  charter 
ing  the  Texas  Baptist  Memorial  Sanitarium  in  Dallas 
in  1903  and  purchasing  the  Rudisill  Sanitarium  in 
Houston  in  1907.  By  the  time  of  the  Centennial, 
they  had  seven  hospitals  in  Texas  including  the 
large  Southern  Baptist  Sanatorium  for  tuberculosis 
in  El  Paso  ( 1918).  Hospitals  owned  or  controlled  by 
religious  organizations  have  had  a lasting  impact  on 
the  health  care  of  Texans.  During  the  state's  first  50 
years,  the  five  church-affiliated  institutions  com- 
prised 9.8%  of  the  state’s  hospitals.  During  the  next 
50  years,  with  52  institutions  being  founded,  this 
dropped  slightly  to  7.6% . 

Industrial  hospitals 

As  the  railroads  crossed  Texas,  opening  new'  ter- 
ritory and  founding  new  towns,  their  employees 
were  often  far  away  from  their  families  and  from 
any  urban  area  with  health  facilities.  Therefore,  the 
railroad  companies  founded  hospitals  along  their 
lines  to  care  for  their  employees  during  illness  and 
after  accidents.  Two  of  the  earliest  were  the  Gal- 
veston, Harrisburg,  and  San  Antonio  Railroad  Hospi- 
tal in  Columbus  ( 1880),  and  the  Missouri,  Pacific 
Railway  Hospital  in  Marshall  ( 1876).  At  least  four 
hospitals  were  founded  before  1886,  and  14  more 
were  built  before  the  Centennial.  These  small  num- 
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bers  belie  the  impact  of  these  facilities  on  health 
care  in  Texas.  Since  they  were  often  the  first  health 
facilities  constructed  in  their  locale,  they  helped 
spread  the  concept  of  a hospital  as  a focus  for  treat- 
ment and  care.  They  were  staffed  for  the  most  part 
through  contracts  with  local  physicians.  The  in- 
come generated  through  these  contracts,  along 
with  the  mobility  provided  by  railway  passes,  must 
have  been  a great  help  to  rural  physicians,  whose 
farm  and  ranch  clientele  could  provide  few  cash 
payments. 

ITiese  railroad  hospitals  and  three  others— the  El 
Pa,so  Smelter  Hospital  ( 1898),  the  Pantex  Hospital 
in  Whittenburg  ( 1 926 ),  and  the  Texas  Gulf  Sulphur 
Company  Hospital  in  Newgulf  ( 1930) — are  all  of 
the  know  n industrial  hospitals  founded  during  the 
state’s  first  centuty’.  The  first  four  railroad  hospitals 
comprised  7.8%  of  the  hospitals  prior  to  1 886,  and 
the  17  industrial  hospitals  (eg.  Sunset  Hospital, 
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Houston,  Fig  7)  founded  from  1886  to  1935  ac- 
count for  2.5%. 

Summary 

The  changing  patterns  in  control  and  ownership  of 
Texas  hospitals  (Fig  8)  during  these  100  years  re- 
flect significant  social  changes.  Initially,  the  military 
was  the  source  of  leadership  and  protection,  and  its 
hospitals  were  a significant  portion  of  the  number 
founded  during  the  early  years  of  statehood.  As  state 
government  became  more  organized,  a system  of 
eleemosynaty’  institutions  was  developed  to  allevi- 
ate the  problems  of  dependent  individuals.  Gradu- 
ally state  officials  accepted  more  responsibility  for 
the  specialized  needs  of  some  individuals,  particu- 
larly those  with  mental  disorders,  but  they  left  gen- 
eral medical  care  up  to  families,  local  governments, 
and  private  facilities.  The  dynamic  growth  of  private 
institutions  and  their  diversity  indicates  that  early 
health  care  providers  were  able  to  find  an  economic 
niche  in  their  communities  by  providing  the  ser- 
vices desired  by  the  people  of  Texas.  These  proprie- 
tary’ facilities  were  predominant  by  the  state’s  cen- 
tennial year.  Today’s  expanding  corporate  health 
care  conglomerates  are  but  a part  of  the  continuing 
evolution  of  Texas  hospitals,  a story’  that  began  at 
the  Mission  of  Valero,  the  Alamo. 

Note 

The  author  would  like  to  expand  this  preliminary 
survey  and  would  appreciate  hearing  from  those 
who  can  provide  additional  information  about  the 
historical  development  of  health  care  institutions  in 
Texas.  The  complete  database  for  this  survey  is 
available  to  researchers  preparing  articles  for  the 
new  edition  of  the  Handbook  of  Texas.  Portions  of 
the  database  can  be  made  available  to  others  with 
local  or  regional  historical  projects. 
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Clinical  abstracts  are  selected  from  current  rerieus  in  100 
internationally  recognized  journals  receded  by  the  TMA  Me- 
morial Library  each  month 

Nerve  growth  factor  and  Alzheimer’s  disease.  Franz  Hcfti, 
PhD,  and  William  J.  Weiner,  MD.  Uttle,  Brown  and  Company, 
Annals  of  Neurology,  vol  20,  1986,  pp  275  — 281 

Alzheimer’s  disease  is  associated  with  a pronounced  loss  of  the 
cholinergic  neurons  that  form  the  ascending  cholinergic  pro 
jections  of  the  basal  forebrain.  Even  though  the  disease  is  afso 
characterized  by  changes  in  other  neuronal  systems  and  by  a 
high  frequency  of  neuronal  plaques  and  tangles,  the  cho- 
linergic deficit  seems  to  be  a principal  element  responsible  for 
the  memory  loss  ty  pical  of  Alzheimer’s  disease.  This  review 
summarizes  findings  in  experimental  animals  that  indicate  that 
nerve  growth  factor  (NGF),  a well-characterized  protein,  acts 
as  a neurotrophic  factor  for  cholinergic  neurons  of  the  basal 
forebrain.  NGF  is  present  in  the  target  areas  of  these  cho- 
linergic neurons  and  affects  their  survival,  fiber  growth,  and 
expression  of  transmitter-specific  enzymes.  Furthermore,  NGF 
is  able  to  prevent  the  degeneration  of  cholinergic  neurons  in 
adult  rats  with  experimental  lesions  mimicking  the  cholinergic 
deficit  in  Alzheimer’s  disease.  These  findings  suggest  that  in- 
creasing the  availability  of  NGF  to  human  cholinergic  cells 
might  promote  their  survival  in  certain  disease  processes.  Ad- 
ditional steps  are  discussed  for  establishing  the  possible  in- 
volvement of  NGF  in  the  pathogenesis  of  Alzheimer’s  disease 
and  the  development  of  an  effective  therapy. 

Hazardous  agents  in  agricultural  dusts  and  methods  of 
evaluation.  Kelley  J.  Donham,  MS,  DVM.  Alan  R.  Liss,  Inc, 
American  Journal  of  Industrial  Medicine,  vol  10,  1986,  pp 
205-220. 

Organic  dusts  in  agriculture  vary  with  type  of  agriculture, 
weather  conditions,  geographical  location,  and  agricultural 
practices.  It  is  difficult  to  ascribe  a specific  biological  effect  to 
a specific  agent  in  agricultural  dusts,  and  we  are  only  able  to 
develop  a list  of  candidates  for  disease-causing  agents  Future 
studies  should  be  designed  to  define  more  specifically  the  haz- 
ardous agents  in  agricultural  dusts  by  using  more  precise  ana- 
lytical techniques  and  documenting  the  clinical  effects  to  man, 
developing  dose-response  relationships. 


Sonographic  evaluation  of  normal  and  induced  ovula- 
tion. William  G.M.  Ritchie,  MD.  The  Radiological  Society'  of 
North  America,  f?«z//o/o,gy,  vol  l6l,  1986,  pp  1 — 10. 

The  adult  premenopausal  ovary  exists  in  a dynamic  state  of 
flux,  with  ovarian  position,  size,  activity',  and  structure  con- 
stantly undergoing  changes.  Pelvic  sonograms  must  be  inter- 
preted with  knowledge  of  the  stage  of  the  menstrual  cycle  and 
the  expected  normal  range  of  sonographic  findings,  because 
features  that  are  normal  in  one  phase  may  be  abnormal  in 


another.  Only  against  this  background  knowledge  can  the  chal- 
lenging task  of  interpretation  of  pelvic  sonograms  be  success- 
fully performed.  liltra.sound  also  plays  an  increasingly  impor- 
tant role  in  monitoring  ovulation  induction  and  alternative 
methods  of  fertilization  and  has  improved  pregnancy  rates  by 

(a)  distinguishing  between  the  presence  of  one  or  more  ma- 
ture follicles  as  opposed  to  a cohort  of  immature  follicles, 

(b)  suggesting  the  possibility’  of  multiple  ov-ulation  with  the 
risks  of  hyperstimulation  or  poor  pregnancy  outcome  from 
multiple  gestation,  (c)  indicating  optimum  timing  of  human 
chorionic  gonadotropin  administration,  (d)  allowing  detection 
and  confirmation  of  normal  follicular  rupture  and  ovulation, 
(e)  indicating  optimum  timing  of  oocyte  retrieval  in  programs 
of  in  vitro  fertilization  with  embryo  transfer  (lYF-ET)  or  in 
semination  programs,  and  (f)  assessing  pathologic  pelvic  con- 
ditions and  ovarian  accessibility  in  rV'F-ET  programs.  Oocyte 
retrieval  and  embryo  transfer  are  also  being  performed  under 
liltra.sound  guidance. 

Cardiopulmonary  stress  testing.  A review  of  noninvasive 
approaches.  Juliette  Vfait,  MD,  American  College  of  Chest 
Physicians,  Chest,  vol  90,  no  4,  October  1986,  pp  504-510. 

With  readily  available  techniques,  cardiopulmonary  exercise 
testing  permits  noninvasive  measurement  of  such  parameters 
as  heart  rate,  cardiac  output,  oxygen  saturation,  ventilation, 
and  gas  exchange  to  bring  out  abnormalities  that  are  either 
underestimated  or  not  detectable  at  rest.  These  parameters 
may  be  used  to  characterize  a patient’s  primary  limitation  of 
exercise  tolerance  as  either  cardiac  or  pulmonary’  in  origin, 
'niey  can  also  provide  data  to  assess  response  to  treatment. 
Pulmonary’  gas  exchange  is  evaluated  primarily  by  measure- 
ment of  oxygen  consumption,  carbon  dioxide  production,  and 
ventilation  over  time.  The  relationship  of  these  parameters  to 
one  another  changes  throughout  the  course  of  incremental  ex- 
ercise testing.  By  appreciating  these  basic  relationships,  the 
more  complex  abnormalities  found  in  disease  states  can  be 
understood. 


Neuropathology  of  heart  transplantation:  23  cases.  Carlos 
C.  Montero.  MD,  and  A.  Julio  Martinez,  MD.  American  Acad- 
emy of  Neurology  , Aewro/o,^)',  vol  36,  September  1986,  pp 
1149-113-4. 

ITie  authors  reviewed  the  clinical  histories,  operative  results, 
and  neuropathologic  findings  of  23  consecutive  patients  who 
had  heart  transplants.  Prolonged  preoperative  hypotension  and 
failure  of  cerebral  autoregulation  of  blood  flow',  followed  by 
postoperative  elevation  of  blood  pressure  beyond  the  limits  of 
cerebral  autoregulation,  may  account  for  the  high  incidence  of 
neurologic  complications  ( 70%  );  60%  were  vascular.  Immuno- 
suppressive therapy  may  have  been  responsible  for  the  high 
incidence  (20%  ) of  opportunistic  intracranial  infections.  Lym- 
phoproliferative  disorders  occurred  in  three  patients  ( 1 3%  ). 


Volume  82  December  1 986 


Z. X 


^ X 


AND  ONLY 


auto  leasing  company  endorsed 


by  both  the  Texas  Medical  Association  and  the 
Tarrant  County  Medical  Society,  with  good  reason. 


Call  our  toll-free  number  for  more  information. 


1-800-442-6158 


TRANS-TEXAS  LEASING 
9330  LBJ  Frwy,  Suite  635 
Dallas,  TX  75243 

1-214-699-9494 


Texas  Medicine 


\nfon)icilk)i  i foi  • A/  (tho}  s 


Ic.xtts  Mctlicinc  has  l\s o As  a comimimg  iilui.  atioii  \ fine  If 

tor  plnsifians,  it  piihlishfs  fliiiifalh  usfkil  sf ifiuilif  arllfifs  aiul  olhfr 
tffhnifal  iiiformatittn  As  thf  ollifial  puhlifation  ol  thf  Ifxas  Mftlifal 
AssDfiatioii,  it  inlDrins  mfiiilxrs — thiDugh  felitorials,  iifws  pagfs,  and 
rfgular  dfpartnifiits — about  nifilifal  fVfuts,  kgislativf  aiul  go\frn- 
mental  nf\e's,  mcftings,  fontinuing  fdiifation  coursfs,  and  programs 
and  prtlicifs  of  thf  Association 

Material  for  I'c.ws  Mi’(/ichie  may  be  sent  to  the  Managing  fditor, 

1801  North  baniar  lllvd,  Austin  ~8^01  It  must  be  offered  sokh  to  this 
journal,  bach  article  is  reviewed  by  a consultant  specialist  and  an  edi 
torial  board,  and  is  accepted  or  rejected  on  the  basis  ol  its  individual 
merit  and  the  availabilitr  of  other  material  Rex  iew  s usually  take  six  to 
eight  weeks 

Copyright  assignment 

In  view  of  The  CA)p\  right  Rev  ision  Act  of  19”’6,  eflective  Jan  1,  19^8, 
all  transmittal  letters  to  the  editor  must  eontain  the  following  lan- 
guage; "In  consideration  of  the  Texas  Medical  Association  taking  action 
in  reviewing  and  editing  m\  submission,  the  authorfs)  undersigned 
hereb)'  transfers,  assigns,  or  otherwi,se  conveys  all  copyright  ownership 
to  the  Texas  Medical  Association  in  the  e\  ent  that  such  work  is  pub- 
lished by  the  TM.A  ” 

W'e  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  b\  all  authors  of  the  manuscript  will  necessitate  return  of 
the  manuscript. 

Scientific  articles 

Manuscripts  should  be  typed  double-spaced  with  ample  margins.  Three 
copies,  including  illustrations,  should  be  submitted  and  the  author 
should  keep  a copy. 

Please  indicate  six  key  words  for  indexing. 

Titles  should  include  the  words  most  suitable  for  indexing  the  ar- 
ticle in  "Index  Medicus,”  should  stress  the  main  point,  and  should  be 
brief.  Subtitles  should  not  be  connected  grammatically  with  the  main 
title. 

Include  a mailing  address  and  telephone  number  for  each  author 

An  introductory  summarx’  of  100—  1 50  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  For  spelling  and  usage  the  editors  follow 
"Dorland's  Illustrated  Medical  Dictionary,”  26th  edition,  and  "'X  ebster's 
Third  New  International  Dictionary  , I nabridged.” 

The  text  of  observational  and  experimental  articles  is  usually — but 
not  necessarily — divided  into  sections  with  the  headings;  Introduction, 
Methods,  Results,  and  Discussion.  Subheadings  may  be  needed  to  clar- 
ify content.  Other  types  of  articles  may  need  different  formats 

For  more  extensive  information  about  preparing  medical  articles  for 
publication,  the  editors  suggest  the  following  sources; 

International  Committee  of  Medical  Journal  Fditors;  Uniform  re- 
quirements for  manuscripts  submitted  to  biomedical  journals  The 
complete  document  is  available  in  the  June  1982  issue  of  the  Annals 
of  Internal  Medicine 

Barclay  Vi'R,  Southgate  MT,  Mayo  R'X’;  Manual  for  authors  and  edi- 
tors; editorial  style  and  manuscript  preparation.  Los  Altos,  Calif 
Lange  Medical  Publications,  1981.  Compiled  for  the  American  Medical 
Association. 

CBE  Style  Manual  Committee;  Council  ol  Biology  Fditors  style  man- 
ual; a guide  for  authors,  editors,  and  publishers  in  the  biological  sci- 
ences. 4th  ed.  Council  of  Biology  Editors,  Inc,  19‘'8.  Distributed  by  the 
American  Institute  of  Biological  Sciences,  Arlington  VA 

In  addition,  many  excellent  books  and  manuals  are  devoted  to  prin 
ciples  and  techniques  of  clear,  concise  writing,  and  are  applicable  to 
scientific  as  well  as  general  topics. 

References 

References  to  scientific  publications  should  be  listed  in  numerical  order 
at  the  end  of  the  article,  with  reference  numbers  placed  in  parentheses 
at  appropriate  points  in  text. 

Minimum  acceptable  data; 

Journals.  Author,  article  title,  journal,  volume,  inclusive  pages,  year 

Books-.  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources.  Enough  information  must  be  included  so  that  the 
information  can  be  identified  and  retrieved 

Letters,  personal  communications,  and  sources  not  readily  available 
should  be  excluded  from  the  reference  list,  but  may  be  mentioned 
parenthetically  or  in  footnotes. 


Illustrations 

llluslrations  shoiikl  be  black  and  white  tlrawings  or  positive  photo 
graphs,  with  neat,  umlorm,  lairb  large  lelUTing  label  pasted  to  the 
back  of  each  illustration  should  indicate  its  luimber,  topic,  author's 
name,  and  title  of  article  m brief 

Legends  shouki  be  in  complete  sentences,  numbered,  and  t\  ped  on 
a separate  sheet  ol  paper 

Tables  shouki  be  ty  ped  on  separate  sheets  (.okimn  headings  shouki 
show  points  of  similarity ; siele  headings,  points  of  difference 

Previemsly  published  material 

Vt  ritten  permission  shouki  be  obtained  from  the  publishers  and  the 
authors  for  use  of  any  previously  published  material  (extensive  textual 
matter,  illustrations,  tables)  used.  Short  verbatim  quotations  in  the  text 
may  be  used  without  permission,  but  should  be  quoted  exactly  with 
the  source  credited  (iopies  of  permission  letters  shouki  be  submitted 
with  manuscript 

Editorials 

Editorials  should  be  written  in  clear,  concise  language  Length  should 
be  about  two  or  three  pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor,  con- 
sultants, and  Board  of  Publication. 

News 

News  items  should  be  sent  to  the  Editorial  Offices,  1801  North  I^mar 
Blvd.  Austin  ’’B'^Ol 

Obituaries 

Brief  obituaries  of  deceased  TMA  members  are  published  if  adequate 
information  is  received  within  four  months  of  date  of  death.  With  noti- 
fication, please  include  the  name  and  address  of  next  of  kin 

Policy  on  columns 

Few  contributors  recognize  beforehand  the  demands  of  producing  a 
monthly  column  that  will  consistently  be  of  interest  and  value  to  the 
reader  Although  a few  regular  columns  appear,  it  has  not  been  the 
policy  to  grant  monthly  pages  to  specific  committees,  councils,  or 
groups 

The  Editorial  Committee  and  the  editors  do,  however,  encourage 
committees,  councils,  and  individuals  to  submit  original  material  which 
they  consider  valuable  to  readers.  Should  regular  publication  in  col- 
umn form  be  deemed  appropriate,  the  committee  and  the  editors  will 
consider  development  of  a column 

Editing 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication  After  the  article  is  sent  to  the  printer,  only 
minimal  revision  may  be  made 

Reprints 

Reprints  are  available  directly  from  the  printer  at  an  established  sched- 
ule of  costs.  Authors  automatically  receive  order  blanks  when  their 
articles  are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  As.sociation 
VTritten  permission  from  the  managing  editor  must  be  obtained  be- 
fore reproducing,  in  part  or  in  whole,  any  material  published  in  Texas 
Medicine 

Point  of  View 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  endorse- 
ment of  the  views  expressed  therein,  nor  shall  publication  of  any  ad- 
vertisement be  considered  an  endorsement  of  or  approval  of  the 
product  or  service  involved 


Volume  82  December  1986 


feature  I Line  Williston 

A legacy  of  service 


C Lincoln  Williston.  CAE.  steps  to  the  microphone 
after  accepting  TM.\‘s  liistingiiishetl  Semice  .Awartl. 
.\mong  all  his  honors.  Mr  Williston  consitlers  the 
awanl  the  "most  emotional  " 
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He  cfuickly  paces  the  bright  con  ictors  of 
Texas  Medical  Association  s headquar- 
ters building  in  Austin,  delivering  his 
own  memos,  offering  friendly  smiles 
to  everyone  he  passes.  Although  his  red 
hair  is  graying.  Line  Williston  still  has 
the  spark  of  energy  that  younger  em 
ployees  eniy.  Lie  arrives  at  am,  and 
doesn't  leave  the  office  until  the  last 
letter  is  answered,  and  the  last  phone 
call  is  returned. 

After  years  of  this  rigorous  sched- 
ule. which  stretches  the  work  week  to  as 
many  as  60  hours.  C.  Lincoln  Williston, 
CAE,  will  leave  his  position  as  executive 
director  of  the  Texas  Medical  Association 
at  the  end  of  I9H6.  As  the  association 
moves  into  a new  era,  I cxas  Medicine 
reviews  Mr  Williston’s  accomplishments, 
and  the  man  who  has  held  the  organi 
zation  to  a steady  course  offers  his  view 
of  the  future  of  medicine. 

Line  Williston  .s  blue  eyes  take  on  an 
intense  gaze  when  conversation 
turns  to  the  subject  of  success,  lie 
leans  forward  in  his  chair,  hands  clasped, 
and  looks  his  listener  in  the  eye.  ‘1  be 
lieve  that  if  you  are  committed  to  ser 
vice,  and  if  you’re  willing  to  give  the  time 
and  the  dedication,  then  yon  will  be  re- 
warded for  your  accomplishments,”  he 
says. 

Mr  Williston's  own  success  demon 
strates  that  philosophy.  His  commitment 
to  the  Texas  Medical  Association  took 
root  with  his  first  trip  to  Austin  He  re 
turned  to  his  family  in  Chicago  with  a 
vision  of  success,  jane  Williston  recalls 
that  her  husband  never  had  an)'  doubts 
about  leaving  Illinois  to  relocate  in  'Texas 
as  the  association's  Held  representative, 
public  relations  representative,  and  as 
sistant  to  the  executive  secretar)’.  He  left 
his  position  as  public  information  mana- 
ger for  the  University  of  Illinois,  Chicago 
Professional  Colleges,  and  the  young  fam- 
ily— Mrs  Williston,  who  was  seven 
months  pregnant,  and  their  4-  and  5 year 
old  daughters — made  the  move.  Mr 
Williston  was  reluctant  to  leave  Chicago, 
but  the  first  painful  adjustments  to  life  in 
a new  city  are  long  past,  and  considering 
Mr  Williston’s  joy  in  his  work,  she  sur- 
mises, ' It  probably  was  one  of  the  best 
things  we  ever  did  in  our  lives.” 

The  Willistons’  move  w as  one  of  the 


best  things  that  has  happened  to  TMA, 
too  Hnder  Tine  Vi'illiston’s  management, 
the  association  has  made  great  strides. 
Membership  has  grow  n from  6,400  to 
more  than  26,000  During  the  same  time, 
the  number  of  fidl  time  employees  has 
quadrupled.  The  as.sociation’s  assets  have 
grown  from  less  than  $1  million  to  more 
than  S17  million. 

Mr  Williston  rates  the  development  of 
the  association  into  an  organization  that 
effectively  represents  the  state’s  physi- 
cians as  TMA’s  most  satisfying  and  im- 
portant achievement  during  his  30  plus 
years.  “When  I joined  TMA,  the  Board  of 
Trustees  recognized  that  there  was  very 
little  organization,  both  within  TMA  and 
at  the  count)'  sociefy’  level,”  he  recalls. 

Mr  Williston  joined  F.j.L.  Blasingame,  MD, 
the  first  TMA  president  he  worked  with, 
on  a whirlwind  tour  that  took  them  to 
almost  100  county  medical  societies. 

"We  got  a pretty  good  evaluation  of  doc- 
tors’ needs  and  problems,  and  I think  we 
were  able  to  bring  it  back,”  Mr  Williston 
says.  'The  result  is  that  TMA'  has  become 
“an  effective  organization  w ith  some 
1,000  physicians  actively  participating  in 
our  House  of  Delegates,  boards,  councils, 
and  committees  and  a ver)'  effective  staff 

Service  and  loyalty 
Service  and  loyalfy'  are  the  hallmarks  of 
Tine  Williston’s  long  and  successful  ca- 
reer. And,  since  the  family’s  move  to  Aus- 
tin in  1954,  Mr  Williston’s  loyalfy'  to  the 
association  has  never  wavered.  “The  chal- 
lenge and  the  opportunity  for  service 
have  been  so  great,  and  the  support  from 
a wonderful  staff  and  the  Board  of  Trust- 
ees has  been  so  impelling,  that  the  as- 
sociation has  provided  me  with  a most 
adequate  challenge — to  provide  good 
medical  care  for  the  people  of  the  state 
and  to  provide  effective  representation 
for  our  doctors.  1 have  not  looked  back 
and  have  not  sought  another  fype  of  ca- 
reer while  I’ve  been  here,”  he  says. 

Donald  M.  Anderson,  the  association’s 
assistant  executive  director,  who  has 
worked  w ith  Mr  Williston  for  30  years, 
observes,  “Line’s  credo  is  simple  and 
straightforward:  Service  above  self.  He 
was,  is,  and  until  his  death  will  be  abso- 
lutely dedicated  to  and  loyal  to  TMA  and 
its  members.  To  me,  this  sums  up  Line’s 
life.  He  has  three  loves:  his  religious  faith, 
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his  wife  and  family,  and  the  IMA." 

Mr  W'illiston's  elo.se  friend  and  assoei- 
ate  Philip  R.  Overton.  1.1. H.  former  general 
eoiinsel  to  the  assoeiation.  says  Mr  Willis- 
ton  s integrity  is  one  of  his  greatest  assets. 
Mr  Overton,  who  along  with  Mr  Williston 
received  the  American  Medical  Assoeia 
tion  s C'itation  of  a Layman  for  Distin 
giiished  Service  Award  in  hme  1986.  adds, 
"W  hen  Line  started  at  I MA.  he  was  the 
chief  cook  and  bottle  washer,  and  he 
worked  hard  at  it  Me  was  dedicated,  and 
he’s  still  dedicated.  No  one  thinks  more  of 
medicine  than  he  does." 

Ci.V.  Brindley,  )r..  Ml),  a past  president 
of  TMA,  de.scribes  Mr  Williston  as  "a  verv' 
unselfish,  dedicated  person.”  He  adds. 
“Line  is  a past  president  of  one  of  the 
Austin  Rotarv  Clubs,  a respected  leader 
in  his  church,  a former  member  of  the 
Board  of  Lrustces  of  Seton  Hospital,  and 
universally  recognized  as  a splendid 
gentleman.  I can  pay  him  a tribute  that  is 
not  available  to  many  people:  1 have 
never  heard  anyone  say  anything  unkind 
about  him.  We  have  been  extremely  for 
tunate  to  have  had  his  leadership  and 
direction.” 

Past  President  May  Owen,  Ml),  Fort 
Worth,  counts  Mr  Williston  among  her 
dearest  friends.  She  recalls.  “When  the 
Board  of  Trustees  first  hired  Mr  Williston. 
I asked,  ‘How  will  we  ever  pay  his  salarv  ?' 
Well,  he’s  been  worth  a lot  more  than  his 
salarv- — he’s  priceless  in  what  he's  done 
for  TMA.  No  salary  could  pay  him  for 
w hat  he’s  done  for  me  and  the  medical 
socictv’  as  a whole." 

Val  Boriim,  MI),  Fort  Worth,  speaker  of 
TMA's  House  of  Delegates,  describes  in 
his  own  colorful  style  another  of  Mr 
Williston's  characteristics,  which  is  less 
renowned.  “Members  of  LMA's  Hou.se  of 
Delegates  have  marvelled  at  the  man 
ner  in  which  Vice  speaker  Joe  Ogle  and  I 
have  been  able  to  recognize  those  ap- 
proaching the  microphones  during  ses 
sions  of  the  house  by  name  and  rtften  by 
city  or  by  county  society.  How  the  speak- 
ers can  so  promptly  identifv-  almost  all 
the  delegates  and  their  alternates 
from  the  podium,  having  seen  sttmc  of 
them  only  a couple  of  times  each  year, 
has  long  been  a mysterv  that  goes  back 
much  further  than  your  prc.sent  speakers. 

“It  is  time  for  denouement,  and  con- 
fession. 

“Whenever  someone  appears  at  a mike. 


simultaneously  comes  to  the  right  ear  of 
the  ,spe:iker  the  dulcet  tenor  voice  of  Mr 
Line  Williston.  seated  at  the  far  end  of  the 
head  table,  announcing  by  name  the  new 
arrival.  The  transmittal  is  .so  directionally 
beamed  as  to  be  subliminal  to  cvervone 
else,  even  to  most  who  are  sitting  in  the 
front  row  of  the  house. 

"It  is  one  of  the  gifts  of  Line  Williston, 
a talent  so  typical  of  many  he  has  passed 
along  to  the  benefit  of  TMA  members, 
that  he  knows  all  of  us  as  individuals  and 
is  concerned  about  all  whom  he  meets. 

' When  he  retires  from  LMA,  the  sotto 
voce  of  Line  Williston  might  well  be  em- 
ployed as  a national  asset  in  the  dispersal 
of  classified  information  " 

A top-rate  manager 
Mr  Williston  is  widely  recognized  for  his 
top  rate  management  skills.  He  is  a past 
president  of  the  Texas  Society  of  Associa- 
tion Executives  and  the  American  Asso- 
ciation of  Medical  Society  Executives.  A 
certified  a.s.sociation  executive  ((WF, ),  he 
is  the  recipient  of  the  'LSAF  Distinguished 
Executive  award  and  a (Certificate  of  Ap- 
preciation for  Distinguished  Service  He 
is  the  1985  recipient  of  the  American  So- 
ciety of  A.ssociation  Executives’  highest 
recognition,  the  Key  Award. 

Althougli  he  has  not  patterned  his 
management  style  after  any  one  mentor, 
Mr  Williston’s  career  has  been  intluenced 
by  E.|  1 Blasingame,  MI),  of  W harton,  the 
first  LMA  president  w ith  w hom  he  served. 


and  James  H.  Sammons,  MI),  a past  presi- 
dent of  LMA,  both  of  whom  went  on  to 
serve  as  executive  vice  president  of  the 
American  Medical  Association.  “Both  of 
them  are  tremendous,  outstanding  lead 
ers,  and  I think  that  they  certainly  have 
intluenced  my  activitv'  with  TMA,"  Mr 
W illiston  says.  Dr  Sammons,  who  spent  a 
number  of  years  involved  in  LMA  activi- 
ties, notes,  “During  those  years  1 had  the 
opportunity  to  closely  observe  and  to 
learn  from  Line  what  the  chief  executive 
officer  of  the  association  was  all  about  1 
have  used  much  of  what  1 learned  from 
him  here  at  the  American  Medical 
Association” 

In  his  own  estimation,  Mr  Williston’s 
management  strength  “.  is  in  working 
with  people — working  with  physicians, 
working  with  our  staff,  and  doing 
through  organization,  through  coopera- 
tion, through  joint  endeavor."  He  adds 
that  he  hopes  that  his  st;ift  regards  him 
“.  . . as  a friend,  as  an  individual  who  is  a 
partner  in  working  and  cooperating  to- 
gether— teammates” 

It  is  revealing  to  learn  that  the  greatest 
obstacles  Mr  W illiston  recognizes  are 
the  limitations  impo.sed  b\’  time  and  re- 
sources. “Em  not  sure  that  I’ve  encoun- 
tered a tremendous  number  of  obstacles 
I’d  say  the  greatest  difficult)-  h;is  been 
in  having  enough  time  and  re.sources  to 
achieve  all  the  things  1 would  like  to 
achieve  " 

Keeping  Mr  W illiston  on  course  is  a 
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great  faith  in  God.  ‘My  mother  was  a 
school  teacher,  and  she  was  dedicated, 
she  was  committed  I think  that  she  gave 
me  high  standards  and  a belief  in  God. 
which  probably  has  done  as  much  for  me 
as  anything  else.”  At  age  1 2,  Mr  VC'illiston 
lost  his  father,  an  experience  that  forced 
him  to  be  self-reliant.  “W  hile  it  is  a great 
lo.ss  to  lose  a parent  at  that  age,  it  pro- 
vided me  with  a sense  of  much  greater 
responsibility  and  a recognition  that — 
not  having  any  brothers  or  sisters— I had 
to  do  it  myself.” 

Outside  TMA 

Line  W'illisttin's  commitment  to  service, 
his  loyaltc’,  and  his  faith  have  been  dem 
on.strated  through  activities  in  a variet)- 
of  organizations.  Charles  Max  (a)le,  .MD. 
Dallas,  a past  president  of  TMA,  recalls  an 
incident  that  proves  “Line’s  inten.se  loy- 
alty to  our  association  carries  over  into 
all  areas  of  his  activity. 

“I  recall  one  incident  when  a number 
of  us  were  on  an  Intrav  vacation  trip  to 
England  sev  eral  years  ago.  W^e  were 


aboard  a sightseeing  bus  and  were  pull 
ing  into  .Stratford-on-Avon,  the  center  of 
Shake.spearean  lore,  shortly  after  noon 
and  were  scheduled  for  a luncheon  in  a 
hotel  there.  1 had  noticed  Line  peering 
out  the  window  rather  intently  as  the  bus 
moved  down  the  street.  As  we  debarked 
for  lunch.  Line  peeled  off  from  the  group 
with  a tjuick  See  you  later’  and  hurried 
down  the  street  and  di.sappeared  into  an 
English  pub. 

“Realizing  that  it  was  certainly  un- 
characteristic of  Line  to  visit  a pub  in  the 
middle  of  the  day,  1 couldn’t  resist  walk- 
ing dow  n to  at  least  inspect  the  door. 

Sure  enough,  on  a sign  hanging  in  the 
middle  of  the  door  were  the  wetrds  Ro- 
tarv’  Meets  Here  Today  ’ 

“Being  a Rotarian  myself,  1 know  the 
emphasis  placed  on  attendance  1 went 
back  and  had  lunch  with  the  others,  but 
couldn’t  resist  later  a.sking  Line  if  he  got 
there  in  time  to  get  credit  for  attendance. 
He  replied.  “Yes,  I did  ’ I then  observed 
that  he  probably  had  perfect  attendance 
ever  since  he  had  been  in  Rotarv’.  He 


Mr  Willistnn  fields  questions  from  reporters  during 
a press  conference. 


looked  at  me  and  smiled  and  said,  ‘Yes, 

1 do.’  1 was  not  surprised.” 

In  addition  to  having  served  as  presi- 
dent of  the  Rotaty’  Club  of  Wtyst  Austin. 
Mr  W'illiston  has  been  chairman  of  the 
board  of  advi.sors  to  Seton  Medical  Cen- 
ter; vice  president  of  the  Austin  Chamber 
of  (atmmerce;  first  vice  president  of  the 
Colorado  L;ikes  Council,  Girl  Scouts  of 
America;  first  vice-president,  of  the  Home 
of  the  Holy  Infancy-Marv  w’ood;  presi- 
dent of  the  St  Louis  School  Parents  Club; 
president  of  St  Marv  ’s  High  School  PTA; 
and  secretaty’  of  the  Northwest  Austin 
Pony  and  Colt  League 

In  turn,  he  has  been  recognized  with 
numerous  awards  and  citations,  all  of 
which  are  important  to  him.  However, 

Mr  W'illiston  acknowledges  that,  “W'ith- 
out  any  question,  the  most  emotional 
award  1 have  received  is  the  Distin- 
guished Service  Award  from  TMA  be- 
cau.se  TMA  means  the  most  to  me.” 

Of  all  his  interests,  the  most  mean- 
ingful one  outside  the  walls  of  the  TMA 
headquarters  building  is  his  family — his 
w ife,  three  children,  and  seven  grand- 
children In  Mrs  W illiston’s  words,  her 
husband  “has  been  a wonderful  father, 
and  he’s  a doting  grandfather.”  She  adds, 
“He’s  always  had  time  for  the  children, 
he  always  has  taken  a ver)’  active  part  in 
what  they’re  interested  in.  The  children 
always  knew  they  could  count  on  him, 
and  he  let  them  know  that  he  was  inter- 
ested in  everv  thing  that  they  wanted  to 
do.”  She  admits  that  Mr  W'illiston  does 
work  at  home,  althougli  less  than  he  did 
in  the  past.  “He  tries  to  leave  it  when  he 
leaves  the  office  and  come  home  and  de- 
vote his  time  to  the  children,  when  they 
were  little,  to  me.  and  the  grandchildren 
when  they  are  here.” 

Another  ardent  avocation  is  golf,  an  in- 
terest to  which  Mr  W'illiston  will  dev  ote 
more  time  ;ifter  his  retirement.  Mrs 
W'illiston  says  that  for  the  most  part,  she 
and  her  husband  are  “just  going  to  take  it 
day  bv'  day,  and  do  what  we  feel  like 
doing  ” However,  Mr  W'illiston  v ows  that 
he  will  not  “sit  on  the  sidelines  and 
watch  the  world  go  by  ” He  adds,  “If 
TMA’s  trustees  and  the  new’  executive 
find  a specific  assignment  for  me — if  they 
feel  that  I can  render  a service  apart  from 
management — then  I certainly  would  be 
receptive.” 

There  are  things  Mr  W'illiston  will  miss 
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about  his  kinetic  daily  routine  and  others 
that  he  will  forego  gladly.  He  expects  to 
miss  “the  challenges,  the  opportunities  to 
render  a service,  to  know  that,  by  golly, 
the  buck  stops  here.  . . . It’s  going  to  be 
a little  more  difficult  to  have  a more  re- 
laxed schedule  without  feeling  that  I’m 
not  nearly  as  productive  and  useful  as  1 
used  to  be.” 

He’s  looking  forward  to  “a  more  lei- 
surely— I guess  you’d  call  it  a more 
normal — work  schedule.”  And,  he’s  glad 
to  lay  aside  the  burdens  that  come  with 
such  a responsible  position.  “If  you  feel 
strongly  about  the  medical  profession 
and  about  providing  good  medical  care, 
you  go  to  bed  at  night  recognizing  those 
responsibilities,  and  you  wake  up  some- 
times in  the  middle  of  the  night.” 

The  future  of  medicine 

During  his  33  years  with  the  Texas  Medi- 
cal As,sociation,  Mr  Williston  has  seen  the 
organization  expand  its  focus  from  edu- 
cation to  include  representation.  The  as- 
sociation has  changed  to  accommodate 
the  new  socioeconomic  climate  in  which 
physicians  practice.  “Since  1 joined  TMA, 
the  first  objective  of  TMA — and  1 think 
that’s  why  I’ve  loved  TMA  so  greatly — 
has  been  to  provide  the  very  best  medi- 
cal care  for  the  people  of  the  state,  and 
that  has  been  my  objective.  Earlier,  the 
primary'  emphasis  was  on  education  of 
the  physician  through  Texas  Medicine. 
through  the  library',  through  the  annual 
session,  through  continuing  education  of 
all  kinds,  and  accreditation.  . . . We  have 
had  to  turn  an  ear  and  an  eye  toward 
representation,  toward  the  Medicare  pro- 
gram, Medicaid,  the  CHAMPUS  program, 
to  the  preferred  provider  organizations, 
the  health  maintenance  organizations, 
while  in  no  way  lessening  our  emphasis 
on  quality  care.” 

Changes  will  continue,  and  Mr  Willis- 
ton is  optimistic  about  the  future  of  the 
association.  “Physicians  are  changing, 
there’s  no  question  about  it.  I don’t  say 
all  for  tbe  bad,  either,  because  I think  that 
physicians  are  better  trained  than  ever 
before.  ...  A greater  number  of  phy'si- 
cians  allows  many  doctors  more  time. 

. . . And,  hopefully,  they  are  spending 
more  time  with  their  patients — sitting 
down  and  visiting  with  them,  and  taking 
an  even  greater  personal  concern.  . . .” 

Mr  Williston  considered  some  of  the 


major  i.ssues  facing  medicine  today,  in- 
cluding professional  liability.  “I’m  hopeful 
that  we’re  turning  the  corner  on  profes- 
sional liability,”  he  says.  “When  the  lia- 
bility issue  starts  ;iffecting  the  day  care 
centers,  the  cities,  the  municipal  govern 
ments,  when  it  affects  the  recreational 
activities,  and  every  one — as  home- 
owners,  as  individuals — then  I believe 
that  we  are  going  to  turn  the  corner  and 
achieve  a much  greater  balance  than  per- 
haps we  have  had  in  the  last  five  to  ten 
years.” 

On  the  physician  oversupply,  Mr  Wil- 
liston admits,  “I’m  perhaps  not  as  con- 
cerned about  the  physician  oversupply  as 
the  physicians  are.  On  the  plus  side,  it 
has  resulted  in  greater  accessibility'  and 
greater  availability  of  medical  care.  ” 

Even  though  more  physicians  are  ac- 
cepting employee  positions,  Mr  Williston 
believes  that  private  practice  is  not  a 
thing  of  the  past.  ‘I  think  even  in  coun- 
tries like  Great  Britain  and  others  where 
there  are  nationalized  or  socialized  pro- 
grams of  medical  care,  there  is  a role  for 
the  physician  in  private  practice.  Texas 
has  a good  health  maintenance  organiza- 
tion law,  and  the  recent  adoption  of  stan- 
dards for  preferred  provider 
organizations  will  safeguard  the  patient 
and  certainly  benefit  the  profession.  I 
think  that  those  are  the  things  that  will 
help  achieve  greater  balance.” 

Turning  to  an  issue  that  is  expected  to 
surface  during  the  7()th  Texas  Legislature 
in  1987,  Mr  Williston  asserts,  "I  person- 
ally feel  that  the  State  Board  of  Medical 
Examiners  is  doing  a creditable  job.  1 
think  we'll  contribute  to  their  work  in 
the  next  session  of  the  legislature  by 
providing  them  with  greater  re.sources — 
for  example,  through  mandatory  report- 
ing. But,  I think  that  we  re  going  to  see 
greater  disciplinary  measures,  and  over- 
tures taken  by  the  state  board.  I think 
we’re  going  to  see  a greater  emphasis 
placed  on  peer  review,  and  I think  this 
adds  up  to  quality  care  for  the  patient.” 

Mr  Williston  enthusiastically  maintains, 
“Tm  optimistic  about  the  future.  I think 
that  we  have  to  recognize  that  this  is  a 
different  day,  and  it’s  a different  era.  1 
think  we  have  to  live  life  as  it  is  lived 
today.  I don’t  agree  with  people  who  say 
we  have  seen  the  golden  age  of  medi- 
cine. I think  the  golden  age  of  medi- 
cine— certainly  from  the  standpoint  of 


quality  of  care,  the  resources,  the  treat- 
ments, the  therapy  that’s  available — is 
greater  than  ever  before.  The  golden  age 
of  medicine  is  now,  and  it’s  going  to  con- 
tinue into  the  future.” 

DONNA  JONES 

News  Editor,  Texas  Medicine 
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offers  effectiveness  against 
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to  the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
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antibiotics,  it  must  be  considered  in 
differential  diagnosis  of  antibiotic- 


associated  diarrhea.  Colon  flora  Is  altered 
by  broad-spectrum  antibiotic  treatment, 
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prescribed  with  caution  in  individuals 
with  a history  of  gastrointestinal 
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caution  in  prescribing  for  these  patients. 
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patients) 
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morbiliiform  eruptions,  pruritus,  urticaria, 
erythema  muitiforme,  serum-sickness- 
like reactions):  1.5%;  usually  subside 
within  a few  days  after  cessation  of 
therapy.  These  reactions  have  been 
reported  more  freguently  in  children 
than  in  adults  and  have  usually  occurred 
during  or  following  a second  course  of 
therapy  with  Ceclor.  No  serious  sequelae 
have  ueen  reported.  Antihistamines 
and  corticosteroids  appear  to  enhance 
resolution  of  the  synrirome. 


• Cases  of  anaphylaxis  have  been  reported, 
half  of  which  have  occurred  in  patients 
with  a history  of  penicillin  allergy. 

• Other:  eosinophilia,  2%;  genital  pruritus 
or  vaginitis,  less  than  1%. 

Abnormalities  in  iaboratory  results  of 

uncertain  etioiogy 

• Slight  elevations  in  hepatic  enzymes. 

• Transient  fluctuations  in  leukocyte 
count  (especially  in  infants  and  children) 

• Abnormal  urinalysis;  elevations  in  BUN 
or  serum  creatinine 

• Positive  direct  Coombs’  test 

• Ealse-positive  tests  for  urinary  glucose 
with  Benedict’s  or  Fehling’s  solution  and 
Clinitest  " tablets  but  not  with  Tes-Tape* 
(glucose  enzymatic  test  strip,  Lilly) 
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Before  prescribing,  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  PDA.  The  following  is  a brief  summary. 
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WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hyperten- 
sion. Edema  or  hypertension  requires  therapy  titrated  to  the  inchyidual. 
If  this  combination  represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  management.  Treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 


Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed,  potassium  tablets 
should  not  be  used.  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  irregularities.  It  is  more  likely  in  the  severely  ill,  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with  suspected 
or  confirmed  renal  insufficiency.  Periodically,  serum  K+  levels  should  be 
determined.  If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
intake  Associated  widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood.  Use  in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including  fetal  or  neonatal  jaundice, 
thrombocytopenia,  other  adverse  reactions  seen  in  adults.  Thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  If  their  use  is  essential, 
the  patient  should  stop  nursing.  Adequate  information  on  use  in  children 
Is  not  available.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possible  exacerbation  or 
activation  of  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics. 


Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
Dyazide’  is  about  50%  of  the  bioavailability  of  the  single  entity. 
Theoretically,  a patient  transferred  from  the  single  entities  of  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  fluid 
retention.  Similarly,  it  is  also  possible  that  the  lesser  hydrochlorothiazide 
bioavailability  could  lead  to  increased  serum  potassium  levels.  However, 
extensive  clinical  experience  with  'Dyazide'  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angiotensin- 
converting enzyme  (ACE)  inhibitors  can  elevate  serum  potassium:  use 
with  caution  with  'Dyazide'.  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B or 
corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function.  Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function.  They  can  precipitate  coma  in  patients  with  severe  liver 
disease.  Observe  regularly  for  possible  blood  dyscrasias,  liver  damage, 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
with  thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide;  dosage  adjustments  may  be 
necessary.  Clinically  insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported.  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  effect  of  nondepolarizing  muscle  relaxants  such 
as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously  in 
surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components.  Therefore,  'Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  'Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
'Dyazide',  The  following  may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altereo),  hyperuricemia  anti  gout,  digitalis  intoxication  (in  hypokalemia), 
decreasing  alkali  reserve  with  possible  metabolic  acidosis.  'Dyazide' 
interferes  with  fluorescent  measurement  of  quinidine.  Hypokalemia  is 
uncommon  with  'Dyazide',  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
Intake  of  potassium-rich  foods.  Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  levels  determined.  Discontinue  correc- 
tive measures  and  'Dyazide'  should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
of  severe  hyponatremia.  Serum  PBI  levels  may  decrease  without  signs 
of  thyroid  disturbance.  Calcium  excretion  is  decreased  by  thiazides, 
'Dyazide'  should  be  withdrawn  before  conducting  tests  for  parathyroid 
function.  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
hypertensive drugs.  Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity. 


Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache, 
dry  mouth;  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting,  diarrhea,  constipation, 
other  gastrointestinal  disturbances;  postural  hypotension  (may  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual  calculus 
components.  Rare  incidents  of  acute  interstitial  nephritis  have  been 
reported.  Impotence  has  been  reported  in  a few  patients  on  'Dyazide', 
although  a causal  relationship  has  not  been  established. 

Supplied:  Dyazide'  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules:  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  in  Patient-PaK™  unit-of-use  bottles  of  lOO. 
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Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings  and-Precati^ni) 
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\iiedicine  mid  the  ^aiv 


The  corporate  practice  of 
medicine,  revisited 

The  Texas  Medical  Practice  Act,  as  interpreted  by  Texas  and 
federal  courts,  prohibits  the  control  of  medical  practice  by 
lay  corporations  and  individuals  not  licensed  to  practice 
medicine  in  Texas.  The  act  says  that  only  persons  meeting  the 
rigorous  licensure  standards  of  Texas  may  make  medical  de- 
cisions for  patients  in  Texas.  Thus,  lay  persons  may  not  prac- 
tice medicine  without  a license  by  hiring  or  controlling 
physicians  and  profiting  from  the  medical  fees  earned.  A re- 
cent Texas  case  illustrates  a modem  application  of  this  time- 
honored  principal. 

This  column  previously  has  outlined  the  statutory  and  case  law 
limiting  the  control  of  medical  practice  in  Texas  to  those  who 
are  licensed  by  the  Texas  State  Board  of  Medical  Examiners 
( 1 ).  Several  enterprising  nonphysicians  have  tried,  unsuccess- 
fully, to  skirt  these  restrictions.  Perhaps  the  most  famous  was 
Harry  M.  Hoxsey  and  his  Hoxsey  Cancer  Clinic.  In  the  1950s, 
“cancer  cures”  were  offered  to  prospective  patients  from  all 
over  the  country,  if  only  they  would  come  to  Dallas  and  re- 
ceive the  benefits  of  the  secret  “Hoxsey  Method.”  The  Texas 
State  Board  of  Medical  Examiners  investigated  the  clinic  and 
subsequently  suspended  the  license  of  a physician  employee 
who  permitted  the  cancer  clinic  to  receive  the  fees  he  earned 
for  medical  services.  The  suspended  physician’s  legal  challenge 
to  the  board’s  suspension  order  was  unsuccessful  ( 2 ). 

The  HMO  case 

In  Garcia  v TSBME,  a case  involving  the  Texas  State  Board  of 
Medical  Examiners  filed  in  the  early  1970s,  a San  Antonio 
health  maintenance  organization  asked  a federal  court  to  de- 
clare the  Texas  Medical  Practice  Act  unconstitutional  insofar  as 
the  act  prevented  the  HMO  from  hiring,  on  a salary  basis, 
licensed  members  of  the  medical  profession  to  diagnose  and 
treat  patients  covered  by  the  HMO’s  insurance  plan  (3).  The 
court  refused  to  declare  the  act  unconstitutional,  finding  that 
the  Texas  act  was  the  state’s  legitimate  expression  of  its  inter- 
est in  preserving  the  physician-patient  relationship  and  pre- 
venting possible  abuses  from  lay  person  control. 

July  1986  case 

On  July  31,  1986,  the  Texas  Court  of  Appeals,  citing  Garcia, 
reaffirmed  the  statutory  restrictions  placed  on  the  business 
dealings  between  physicians  and  lay  persons.  The  case  Flynn 
Brothers,  Inc,  v First  Medical  Associates  (4)  involved  contrac- 
tual agreements  between  two  incorporated  brothers,  St  Paul 
Hospital  of  Dallas,  and  a Tennessee  physician. 

In  the  summer  of  1981,  the  Flynn  brothers  learned  that  St 
Paul  Hospital  of  Dallas  wanted  to  contract  with  an  outside 
party  to  staff  its  emergency  department.  Seizing  upon  this  op- 
portunity, one  of  the  brothers  contacted  a physician  friend, 
who  at  this  time  was  an  emergency  physician  in  Tennessee.  He 
proposed  that  they  form  a company  to  bid  on  and,  if  acquired, 


staff  the  St  Paul  emergency  room.  The  Flynns  proposed  form- 
ing  a partnership  with  the  Tennessee  physician  in  which  profits 
and  losses  would  be  split  80%  to  the  Flynns  and  20%  to  the 
physician.  The  partnership  agreement  was  not  reduced  to 
writing. 

In  the  fall  of  1 98 1 , St  Paul  awarded  the  contract  to  the 
Flynns  and  the  Tennessee  physician.  After  obtaining  the  con- 
tract, the  parties  became  aware  that  it  was  invalid  under  article 
4495(b)  (5)  of  the  Texas  Medical  Practice  Act  because  the 
Flynn  brothers  were  not  licensed  to  practice  medicine.  In  an 
effort  to  meet  the  strictures  of  the  Texas  Medical  Practice  Act, 
the  Tennessee  doctor  formed  a professional  association,  First 
Medical  Associates,  (hereinafter  First  Medical),  which  became 
the  contracting  party  with  St  Paul.  The  Flynns  formed  a corpo- 
ration, Flynn  Brothers,  Inc,  (hereinafter  FBI)  which  entered 
into  an  exclusive  management  agreement  with  First  Medical. 
Under  the  agreement,  the  parties  further  agreed  that  FBI  was 
the  exclusive  management  agent  of  First  Medical  and  that  the 
Tennessee  physician  could  not  sell  his  interest  in  First  Medical 
to  the  detriment  of  FBI  or  contract  with  any  party  other  than 
FBI  for  the  management  of  First  Medical. 

In  exchange  for  management  services,  FBI  was  to  receive 
66.67%  of  First  Medical’s  net  profits.  In  addition  to  the  St  Paul 
contract,  FBI  also  solicited  a contract  on  behalf  of  First  Medical 
to  staff  the  emergency  department  of  Hopkins  County  Memo- 
rial Hospital. 

According  to  the  court  record. 

All  revenues  from  these  accounts  were  sent  directly  to 
FBI  offices  to  be  deposited  into  the  FMA  checking  account 
maintained  by  FBI.  Throughout  this  relationship,  commin- 
gling of  funds  in  the  FMA  and  FBI  accounts  was  common- 
place. FBI  also  pledged  the  contract  rights  and  other  assets 
of  FMA  to  secure  a pre-existing  FBI  debt  at  First  National 
Bank  of  Irving.  Furthermore,  money  from  First  Medical’s  ac- 
count was  from  time  to  time  transferred  to  Bennie  Flynn’s 
personal  account  at  the  bank  (4,  p 4). 

In  July  1983,  the  Tennessee  physician  decided  to  sell  his 
interest  in  First  Medical  to  another  physician,  and  from  July 
1983  until  January  1984  FBI  negotiated  with  the  prospective 
purchasing  physician  the  transfer  of  the  professional  associa- 
tion, First  Medical.  They  could  not  reach  an  agreement,  and  in 
January  1 984  the  parties  ceased  negotiations.  FBI  then  in- 
formed the  Tennessee  physician  that  another  doctor  had  been 
found  to  purchase  his  interest  in  First  Medical,  but  the  Ten- 
nessee physician  refused  to  sell  his  interest  to  this  doctor. 

On  Jan  10,  1984,  one  day  after  the  Tennessee  physician  had 
telephoned  the  administrator  of  St  Paul  and  discussed  with  her 
the  problems  at  FBI,  St  Paul  sent  a letter  to  FBI  and  First 
Medical  saying  it  considered  First  Medical  to  be  in  breach  of 
contract  with  St  Paul.  Under  the  terms  of  the  contract,  St  Paul 
was  to  give  First  Medical  written  notice  of  any  specific  breaches 
of  the  contract,  and  First  Medical  had  30  days  to  cure  the 
breaches. 

On  Jan  18,  1984,  First  Medical  gave  FBI  written  notice  of 
termination  of  the  contract,  effective  that  day.  The  next  day 
First  Medical  filed  suit  against  FBI  alleging  breach  of  contract. 
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breach  of  fiduciary  duty,  and  tortuous  interference  of  the  con- 
tract. FBI  counterclaimed  alleging  breach  of  contract,  fraud, 
breach  of  fiduciary  duty,  and  tortuous  interference  of  contract. 
The  case  went  to  trial.  After  hearing  the  evidence,  the  trial 
judge  rendered  a take-nothing  judgment  against  FBI,  First 
Medical,  and  the  Tennessee  physician  on  their  claims  but 
granted  First  Medical  injunctive  relief  and  an  accounting  from 
FBI. 

Illegal  agreement 

The  Texas  Court  of  Appeals  addressed  the  question  of  whether 
the  agreements  the  parties  made  were  illegal: 

Article  4495(b),  section  3 07(f)  provides:  It  shall  be  un- 
lawful for  any  person  to  do  any  act  described  in  subdivision 
(1),  (8),  (9),  (10),  (11),  (12),  (13),  or  (15)  of  section  3-08 
of  this  act.’  Section  3.08(  15)  prohibits  aiding  and  abetting, 
directly  or  indirectly,  the  practice  of  medicine  by  any  per- 
son, partnership,  association,  or  corporation  not  duly  li- 
censed to  practice  medicine. 

The  constitutionality  of  the  predecessor  statute  to  the 
Texas  Medical  Pratice  Act  was  challenged  in  Garcia  v 
TSBME.  ...  In  upholding  the  constitutionality  of  the  act,  the 
court  noted  that  the  Texas  statutes  were  designed  to  pre- 
serve the  vitally  important  doctor-patient  relationship  and 
prevent  possible  abuses  resulting  from  lay  control  of  corpo- 
rations employing  licensed  physicians  to  practice  medicine 
(4,  p 8). 


Physician  was  an  employee 

Although  it  is  true  that  the  Tennessee  physician  was  not  an 
“employee”  of  FBI  under  their  agreement,  the  court  concluded 
that  the  practical  effect  was  the  same.  FBI  endeavored  to  get 
hospitals  to  contract  with  First  Medical  and,  in  exchange,  First 
Medical  gave  FBI  66.67%  of  the  profits  made  through  the  phy- 
sician’s practice.  FBI  also  was  empowered  to  hire  staff  for  First 
Medical  to  use  in  the  hospitals  under  contract.  The  court 
stated  that  the  Tennessee  physician 

. . . allowed  FBI  to  use  his  license  to  get  contracts  to 
provide  emergency  medical  care  and  staff  for  hospital  emer- 
gency rooms  in  exchange  for  which  FBI  received  the  major- 
ity of  profits  made  through  . . (his)  practice  of  medicine, 
thereby  indirectly  allowing  FBI  to  practice  medicine  with- 
out a license.  The  parties  admit  that  the  whole  contractual 
scheme  was  developed  to  do  indirectly  that  which  they 
freely  concede  they  could  not  do  directly  under  the  Medical 
Practice  Act.  The  design,  effect,  and  purpose  of  the  mange- 
ment  agreement  contravenes  the  Medical  Practice  Act  and 
therefore  will  not  be  enforced  by  the  courts  of  this  state”  (4, 
P 10). 

ITie  court  affirmed  the  take-nothing  judgment  of  the  trial 
court  for  both  parties  and  remarked,  “When  an  attempt  is 
made  to  bring  an  action  upon  an  illegal  contract,  the  courts  of 
this  state  have  uniformly  held  that  they  will  leave  the  parties 
where  they  found  them.  . . . We  shall  do  the  same”  (4,  pH). 


The  Court  of  Appeals  then  quoted  Garcia: 


Without  licensed,  professional  doctors  on  Boards  of  Direc- 
tors who  and  what  criteria  govern  the  selection  of  medical 
and  paramedical  staff  members?  To  whom  does  the  doctor 
owe  this  first  duty — the  patient  or  corporation?  Who  is  to 
preserve  the  confidential  nature  of  the  doctor-patient  rela- 
tionship? What  is  to  prevent  or  who  is  to  control  a private 
corporation  from  engaging  in  mass  media  advertising  in  the 
exaggerated  fashion  so  familiar  to  every  American?  Who  is  to 
dictate  the  medical  and  administrative  procedures  to  be  fol- 
lowed? Where  do  budget  considerations  end  and  patient 
care  begin  (3,  p 440)? 


72 


The  high  court  then  noted  that  the  concerns  expressed  in 
Garcia  were  present  in  the  case  before  it  as  FBI  and  First 
Medical  had  problems  over  the  issues  of  staff  selection  and 
advertising.  Under  the  management  contract,  FBI  had  the  right 
to  66.67%  of  the  profits  of  the  Tennessee  physician’s  medical 
practice,  the  right  to  trade  and  commercialize  on  his  license, 
and  the  right  to  select  medical  staff  to  work  in  the  hospitals 
under  contract,  all  in  contravention  of  the  Texas  Medical  Prac- 
tice Act. 

The  court  then  concluded,  “Under  the  Medical  Practice  Act 
and  its  predecessors,  when  a corporation  comprised  of  lay 
persons  employs  licensed  physicians  to  treat  patients  and  the 
corporation  receives  the  fee,  the  corporation  is  unlawfully  en- 
gaged in  the  practice  of  medicine”  (4,  p 9). 


Appeal  pending 

The  Flynn  Brothers,  Inc,  have  filed  an  appeal  to  the  Texas 
Supreme  Court.  TMA  will  file  an  amicus  curiae  (friend  of  the 
court ) brief  in  support  of  the  Court  of  Appeals  decision.  Medi- 
cal decisions  must  remain  in  the  hands  of  licensed  Texas  physi- 
cians, and  the  physician’s  first  duty  must  remain  to  his  or  her 
patient.  Texans  deserve  no  less. 

DONALD  P.  “ROCKY  ” WILCOX,  JD 
TMA  General  Counsel 
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Is  your 

malpractice  insurance 
geared  to  the  past, 
instead  of  the  futur^ 


Protecting  today’s  physicians  from  the  on' 
slaught  of  malpractice  litigation  is  a new 
game.  Back  when  malpractice  lawsuits 
were  rare,  old  insurance  companies  sold 
malpractice  policies  to  just  about  anyone. 
Cheap. 

Then  the  malpractice  crisis  of  1975 
appeared — and  the  new  age  of  malpractice 
protection  arrived.  Some  of  the  old  insur- 
ance companies  knee-jerked  away  from 
their  commitment  to  Texas  and  Arkansas 
physicians. 

That’s  when  we  founded 
API  to  offer  the  kind 


of  complete  protection  that  the  old 
insurers  didn’t  offer.  For  all  specialties. 
With  ample  limits.  API  plans  to  offer  this 
complete  protection  in  1995, 2005  and 
beyond.  Modern,  complete  insurance 
coverage  must  adapt  to  change.  And  in 


malpractice  insurance,  complete  protection 
is  all  that  counts. 

You  don’t  have  to  settle  for  less.  API 
guarantees  complete  protection  for  today 
and  the  future. 

When  you’re  ready  for  complete 
malpractice  protection,  call  us.  We’ll 
be  here. 


American  Physicians 
Insurance  Exchange 

1301  Capital  of  Texas  Highway  South 
Austin,  Texas  78746 
Texas  1'800'252'3628 
Arkansas  1'800'527'1414 
Austin  328-1520 
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deaths 


R.L.  Etter 

Richard  Lee  Etter,  MD,  Houston,  died  Aug  10,  1986,  at  age  73 
An  allergist.  Dr  Etter  was  a retired  partner  of  the  Houston 
Allerg)-  Clinic. 

He  was  born  in  Waco,  Tex,  and  received  a BS  degree  from 
ITie  Citadel  in  Charleston,  SC,  and  an  MS  degree  from  Baylor 
University  in  Waco.  In  1943  he  was  graduated  from  George- 
town University  School  of  Medicine  in  Washington,  DC. 

A decorated  World  War  II  veteran.  Dr  Etter  served  in  the 
European  and  Pacific  Tlieaters,  and  retired  from  the  Army 
Medical  Corps  with  the  rank  of  major. 

Sur\'ivors  include  his  wife,  Nancy  Schnack  Etter;  daugltter, 
Patlee  Etter  Womack;  and  one  granddaughter,  all  of  Houston. 

C.C.  Laughlin 

C.  Curtis  Laughlin,  MD,  43,  an  Eagle  Dike  surgeon,  died  Aug  6, 
1986. 

A native  of  Eagle  Lake,  Dr  Laughlin  was  a 1966  graduate  of 
The  University'  of  Texas  at  Austin  and  a 1970  graduate  of 
Southwestern  Medical  School  in  Dallas.  He  interned  and  com- 
pleted a general  practice  residency'  at  the  City-County  Hospital 
in  Eort  Worth  and  then  served  a .surgical  residency’  with  the 
Baylor  Health  Care  System  in  Dallas.  In  1974  he  returned  to 
Eagle  Lake  to  enter  practice  with  his  father,  J.R.  Laughlin,  MD, 
and  uncle,  J.C.  Laughlin,  MD.  He  was  chief  of  staff  at  Eagle  Lake 
(Community'  Hospital  and  a past  president  of  the  Colorado- 
Fayette  County’  Medical  Society. 

Surviving  family  members  include  his  wife,  Darlene  Laugli 
lin.  Eagle  Lake;  mother,  Bonnie  laughlin.  Rock  Island,  Tex, 
daughters,  Mary’  Catherine  Laughlin  and  Amy  l,aughlin,  and 
sons,  John  Paul  Laughlin  and  Kevin  Laughlin,  all  of  Eagle  Lake; 
and  brothers,  John  Reagan  Laughlin,  Jr,  Houston,  and  Richard 
Lee  Laughlin,  Rock  Island,  Tex.  Another  daughter,  Elizabeth 
Anne  laughlin,  was  born  1 1 days  following  Dr  Laughlin’s  death. 

R.  Liles 

Ralph  Liles,  MD,  74,  died  Aug  15,  1986.  A retired  physician.  Dr 
Liles  had  practiced  in  Houston  for  40  years. 

He  was  born  in  Texarkana,  Tex.  He  received  his  premedical 
education  at  Baylor  University'  in  Waco.  In  1936  he  was  gradu- 
ated from  Baylor  College  of  Medicine  and  then  interned  at 
Jefferson  Davis  Hospital  in  Houston. 

A veteran  of  World  War  11,  Dr  Liles  served  in  the  Navy’ 

7^  Medical  Corps. 

He  retired  from  the  practice  of  medicine  in  1978.  He  had 

lived  in  Emerald  Bay,  Tex,  for  the  past  six  years. 

Survivors  include  his  wife,  Jeraldine  Liles,  Emerald  Bay; 
daughter,  Linda  Liles,  Houston;  sisters,  Elnora  Sammang,  Bry  an, 
Tex,  and  Lorene  Jones,  Jacksonville,  Tex;  and  one  grandson. 

A.G.  Nogen 

Alan  G.  Nogen,  MD,  47,  a Fort  Worth  physician  specializing  in 
pediatric  neurology,  died  Aug  25,  1986. 

Dr  Nogen  was  host  of  House  Calls,  a cable  television  pro- 
duction of  the  Tarrant  County  Medical  Society.  He  was  director 
of  pediatric  neurology  at  John  Peter  Smith  Hospital,  a past 
president  of  the  Texas  Neurological  Society’,  and  a member  of 
the  TMA  Council  on  Medical  Education.  In  1977,  Dr  Nogen 


organized  Pathfinders,  an  overnight  camp  for  children  with 
epilepsy. 

A native  of  Cincinnati,  Dr  Nogen  received  his  medical  de- 
gree from  the  University’  of  Cincinnati  in  1965  He  completed 
an  internship  and  pediatric  residency  at  Cleveland  (Ohio)  Met- 
ropolitan General  Hospital  and  a residency  in  pediatric  neu- 
rology’ at  Children’s  Memorial  Hospital  in  Chicago.  During 
1970-1972  he  served  in  the  Air  Force  at  Sheppard  Air  Force 
Base,  Lexas. 

Surviving  family  members  include  his  wife,  Elaine  Nogen; 
son,  Michael  Nogen;  and  daughter,  Caron  Nogen,  all  of  Fort 
Worth;  and  sisters,  Beverly  Riske,  Canton,  Ohio,  and  Linda 
Pines,  New  Providence,  NJ. 

F.  Peebles,  Jr 

FelLx  Peebles,  Jr,  MD,  "'3,  a Lufkin  psychiatrist,  died  Aug  18, 
1986. 

Dr  Peebles  was  born  in  Avinger,  Tex.  He  attended  Baylor 
University’,  Waco,  and  Centenary  College  of  Louisiana.  In  1938 
he  graduated  from  the  McGill  University  School  of  Medicine  in 
Montreal  He  was  in  general  practice  for  26  years,  practicing  in 
Lufkin  from  1946  to  1964.  After  completing  a psychiatric  resi- 
dency in  1 967,  he  began  practicing  psychiatry  in  Lufkin. 

Dr  Peebles  helped  establish  the  Deep  East  Texas  Department 
of  Mental  Health  and  Mental  Retardation.  In  1983  he  retired 
as  a psychiatrist  for  the  Texas  Department  of  Corrections,  but 
continued  as  a part-time  consultant  until  his  death. 

He  is  survived  by  his  wife,  Mae  Peebles,  Lufkin;  daughter, 
Felicia  Angostini,  Tampa,  Fla;  stepsons.  Bill  Pennell,  Houston, 
and  Tim  Pennell,  Boerne,  Tex;  sisters,  Grace  Hood,  Jefferson, 
Tex,  and  Ruth  Smith,  Portland,  Ore;  and  eiglit  grandchildren. 

HJ.  Shelley 

Harold  John  Shelley,  MD,  89,  died  Aug  10,  1986.  A surgeon.  Dr 
Shelley  was  a former  chief  of  staff  at  All  Saints  Hospital  in  Fort 
Worth.  He  retired  from  the  practice  of  medicine  in  1973- 

He  was  born  in  Elmdale,  Kan,  and  was  a 1918  graduate  of 
the  University  of  Kansas.  In  1922  he  received  his  MD  degree 
from  the  L^niversity  of  Chicago  Medical  School.  He  interned  at 
Bellevue  Hospital  in  New  York  City  and  Presbyterian  Hospital 
in  Chicago.  He  served  a residency  in  surgery  at  Cleveland 
(Ohio)  Clinic.  Dr  Shelley  was  a teacher  and  house  surgeon 
at  St  Luke’s  Hospital  in  New  York  City’  during  the  1930s.  He 
moved  to  Fort  Worth  in  1939. 

He  is  survived  by  his  wife,  Frances  Steele  Shelley,  Fort 
Worth;  daughter,  Rozie  Shelley  Springer,  Plano,  Tex;  step- 
daughter, Ann  Pendleton  Stephens,  Fort  Worth;  two  sisters; 
seven  grandchildren;  and  1 2 great-grandchildren. 

C.L.  Smith 

Charles  Leonard  Smith,  MD,  Garland,  died  Aug  20,  1986.  He 
was  68. 

Dr  Smith,  a native  of  Greer,  SC,  was  a graduate  of  Southern 
Methodist  University  in  Dallas  (1941 ) and  Southwestern  Medi- 
cal School  ( 1944).  He  completed  a one-year  internship  at  Gal 
linger  Municipal  Hospital  in  Washington,  DC,  and  returned  to 
Dallas  in  1946  to  begin  a residency  in  pediatrics  at  Children’s 
Medical  Center.  ,\fter  an  interruption  by  service  in  the  Air 
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Force,  Dr  Smith  completed  his  residency  and  entered  private 
practice  as  a pediatrician  in  Dallas  in  1949.  In  1953  he  moved 
his  practice  to  Garland,  Tex,  where  he  practiced  pediatrics 
until  1 960  when  he  began  a three-year  residency  in  psychiatry 
at  Timberlawn  Psychiatric  Hospital.  Dr  Smith  opened  a private 
practice  in  Dallas  in  1963,  specializing  in  adolescent  psychia- 
try, and  beginning  in  1970  became  a part-time  consultant  to 
the  Texas  Youth  Commission  (T\'C).  During  the  following  16 
years.  Dr  Smith  gradually  limited  his  private  practice  and  be- 
gan serving  troubled  young  people  being  cared  for  in  various 
TYC  institutions. 

Surviving  family  members  include  his  wife,  Jean  Love  Smith, 
Garland;  sons,  Mark  Wakefield  Smith  and  Stuart  Love  Smith, 
both  of  Dallas;  sister,  Mrs  Fred  Tinsley,  Columbia,  SC,  and  one 
grandchild. 

J.B.  Stubbs 

James  B.  Stubbs,  MD,  75,  died  Aug  27,  1986.  A retired  Gal- 
veston physician.  Dr  Stubbs  served  on  the  staff  at  St  Mary’s 
Hospital  and  ITie  University'  of  Texas  Medical  Branch  Hospitals 
from  1951  until  his  retirement  in  1983. 

A native  of  Galveston,  he  attended  The  University  of  Texas  at 
Austin.  He  received  a bachelor  of  arts  degree  from  Loyola 
University  in  New  Orleans.  In  1937  he  received  his  MD  degree 
from  St  Louis  University  School  of  Medicine.  He  served  an 
internship  at  Hotel  Dieu  Hospital  and  a residency'  at  Charity 
Hospital,  both  in  New  Orleans. 

Dr  Stubbs  practiced  medicine  in  Sweetwater,  Tex,  until 
World  War  II,  during  which  he  served  as  a major  in  the  US 
Army.  After  the  war  he  returned  to  St  Louis,  where  he  prac- 
ticed medicine  for  several  years  and  received  a master  of  sci- 
ence degree  from  St  Louis  University.  He  returned  to  Galveston 
in  1951. 

Surviving  Dr  Stubbs  are  his  wife,  Helen  Stubbs,  Galveston; 
sons,  James  B.  Stubbs,  Jr,  Dallas,  and  Theodore  B.  Stubbs  III, 

MD,  Galveston;  sister,  Mary  Cathrine  Stubbs,  and  brother, 
Fheodore  B.  Stubbs,  both  of  Galveston;  and  five  grandchildren. 

I D J.  Wysocki 

Donald  J.  Wysocki,  MD,  a Dallas  internist,  died  Aug  3,  1986.  He 
was  58. 

Dr  Wysocki  was  born  in  Detroit  and  received  his  medical 
degree  from  the  University  of  Michigan  at  Ann  Arbor.  He  in- 
terned at  St  Joseph’s  Hospital  in  Flint,  Mich,  and  then  com- 
pleted a residency  in  internal  medicine  at  Lackland  Air  Force 
Base  in  San  Antonio.  He  continued  to  serve  in  the  Air  Force  at 
Keesler  Air  Force  Base  Hospital  in  Biloxi,  Miss,  until  1963.  At 
that  time.  Dr  Wysocki  established  a private  practice  of  internal 
medicine  in  Dallas. 

Surviving  family  members  include  his  wife,  Delores  Alice 
Wysocki,  Dallas;  sons,  Michael  Wysocki,  David  Wysocki,  and 
Charles  Wysocki,  all  of  Dallas,  and  Gregory  Wysocki,  Austin; 
daughters,  Lynn  Lemon  and  Gayle  Wysocki,  both  of  Dallas; 
mother,  Veronica  Wysocki;  brother,  Leonard  Wysocki;  and  sis- 
ter, Bea  Kaye,  all  of  Detroit;  and  two  grandchildren. 
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IN  MEMORIAM 

RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


R.L.  ETTER 
Houston,  1912-1986 

C.C.  LAUGHLIN 
Eagle  Lake,  1943-1986 

R.  LILES 

Houston,  1 9 1 2-  1 986 

A.G.  NOGEN 

Fort  Worth,  1938-1986 

F.  PEEBLES,  JR 
Lufkin,  1913-1986 


H.j.  SHELLEY 

Fort  Worth,  1896-1986 

C. L.  SMITH 
Garland,  1919-1986 

J.B.  STUBBS 
Galveston,  1 9 1 1 - 1 986 

D. J.  WYSOCKI 
Dallas,  1928-1986 


The  Memorial  Library  of  the  Texas  Medical 
Association  stands  as  a permanent  memorial 
to  physicians  who  have  served  their  patients, 
their  profession,  and  the  people  of  Texas. 

The  Friends  of  the  TMA  Memorial  Library 
is  an  organization  dedicated  to  enhancing  the 
Library  collection  through  support  by  individ- 
uals. Funds  for  this  organization  are  raised 
through  membership  recruitment  and  memo- 


rial donations  and  are  added  to  the  Texas  Me- 
morial Medical  Library  Fund. 

Contributions  to  the  Texas  Memorial  Medi- 
cal Library  Fund  provide  a valuable  support 
function  to  the  Memorial  Library  which  offers 
a full  range  of  medical  reference  and  audio- 
visual services  to  TMA  members  through- 
out the  state. 


THE  FRIENDS  OF  THE  TMA  MEMORIAL  LIBRARY  FUND 
1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


ANNUAL  MEMBERSHIP  ENROLLMENT  HONOR  AND  MEMORIAL  GIFTS 

I v^ish  to  become  enrolled  as  a Friend.  □ In  memory  of  □ In  honor  of 

□ Student  $ 5.00  □ Patron  $ 1 00.00 

. ^ NAME  

□ Sustaining  $15.00  □ Life  $1,000.00 

□ Subscribing  $25.00  OCCASION 

name PLEASE  NOTIFY: 

ADDRESS 

CITY/STATE/ZIP — 


Texas  Medicine 


Medicine  hi  literature 


Medicine  in  Literature  is  a randomly  selected  sample  of 
I medical  texts  recently  purchased  by  the  TMA  Memorial  lA- 
brary.  In  1986  the  library  u’ill  add  more  than  600  hook  titles 
to  its  57,800  volume  collection  of  books  and  bound  journals, 
and  regularly  increases  its  holdings  of  motion  pictures, 
audiocasettes,  videocasettes,  and  slide  presentations.  In  addi- 
tion, the  library  subscribes  to  1,045  medical  and  health- 
related  journals.  For  additional  information,  call  the  Memo- 
rial Library  at  (512)477-6704. 


In  the  TMA  Library 

Bell  WE:  Temporomandibular  Disorders.  Classification,  Diag- 
nosis, Management,  ed  2.  Chicago,  Year  Book  Medical  Pub- 
lishers, Inc,  1986. 

Burnside  JW  (ed):  Burnside’s  Medical  Examination  Ret’ieiv. 
New  York,  Churchill  Livingstone,  1986. 

Cotton  H.  Medical  Practice  Management,  ed  3.  Oradell,  NJ, 
Medical  Economics  Books,  1985. 

DeCherney  AH  (ed):  Ectopic  Pregnancy.  Rockville,  Md,  Aspen 
Publishers  Inc,  1986. 

DeMatteo  B:  Terminal  Shock.  The  Health  Hazards  of  Video 
Display  Terminals.  Toronto,  NC  Press  Limited,  1985. 

Per  ME,  Greco  EA,  Oldham  RK  (eds):  Poorly  Differentiated 
Neoplasms  and  Tumors  of  Unknown  Origin.  Orlando,  Fla, 
Grune  & Stratton,  Inc,  1986. 

Gerber  LA:  Married  to  their  Careers.  Career  and  Fa7nily  Di- 
lemtnas  in  Doctors’  Lives.  New  York,  Tavistock  lAiblications, 
1983. 

Goldberg  AJ,  DeNoble  RA  (eds):  Hospital  Departmental  Pro- 
files, ed  2.  American  Hospital  Publishing,  Inc,  1986. 

Harper  P (ed):  Ultrasound  Mammography.  Baltimore,  Univer- 
sity Park  Press,  1985. 

Kohler  PO  (ed):  Clinical Endocritiology.  New  York,  John 
Wiley  & Sons,  1986. 

Liu  DTY,  Fairweather  DNl.lMhour  Ward  Manual  Boston, 
Butterworths,  1985. 

Masterson  B).  Manual  of  Gynecologic  Surgery,  ed  2.  New 
York,  Springer- Verlag,  1 986. 

Megibow  AJ,  Balthazar  EJ  (eds):  Computed  Tomography  of  the 
Gastrointestmal  Tract  St  Louis,  The  C.V.  Mosby  Company, 
1986. 


Mendel  D,  Oldershaw  P (eds):  A Practice  of  Cardiac  Cathe- 
terisation. Boston,  Blackwell  Scientific  Publications,  1986. 

Morantz  Sanchez  RM:  Sympathy  and  Science.  Women  Physi- 
cians in  American  Medicine.  New  York,  Oxford  University 
Press,  1985. 

Penfield  AJ:  Gynecologic  Surgery  Under  I.ocal  Anesthesia. 
Baltimore,  Urban  & Schwarzenberg,  1986. 

Penry  JK  (ed):  Epilepsy.  Diagnosis,  Management  Quality’  of 
Life.  New  York,  Raven  Press,  1986. 

PerloffJK:  The  Clinical  Recognition  of  Congenital  Heart  Dis- 
ease, ed  3.  Philadelphia,  W.B.  Saunders  Company,  1987. 

Pollock  ML,  Schmidt  DH  (eds ):  Heart  Disease  and  Rehahilita 
tiort  ed  2.  New  York,  John  Wiley  & Sons,  1986. 

Postlethwait  RW:  Surgery  of  the  Esophagus,  ed  2.  Norwalk, 
Conn,  Appleton-Century-Crofts,  1986. 

Rayburn  WF,  Zuspan  FP  (eds):  Drug  Therapy  in  Obstetrics  and 
Gynecology,  ed  2.  Nor^valk,  Conn,  Appleton-Century-Crofts, 
1986. 

Prentice  WE:  Therapeutic  Modalities  in  Sports  Medicine.  St 
Louis,  Times  Mirror/Mosby  College  Publishing,  1986 

Schneider  H (ed):  Urolithiasis:  Therapy,  Prevention.  New 
York,  Springer-Verlag,  1 986. 

Sengupta  RP,  McAllister  VL:  Subarachnoid  Haemorrhage.  New 
York,  Springer-Verlag,  1986. 

Sloane  JP:  Biopsy  Pathology  of  the  Breast  New  York,  John 
Wiley  & Sons,  1985. 

Stalker  D,  Glymour  C (eds):  Examining  Holistic  Medicitre. 
Buffalo,  NY,  Prometheus  Books,  1985. 

Taylor  AD:  Hotv  to  Choose  a Medical  Specialty.  Philadelphia, 
W.B.  Saunders  Company,  1986. 

Wilkinson  CB  {eA).  Ethnic  Psychiatry.  New  York,  Plenum 
Medical  Book  Company,  1 986. 

Wynne-Davies  R,  Hall  CM,  Apley  AG:  Atlas  of  Skeletal  Dys- 
plasias. New  York,  Churchill  Livingstone,  1985. 
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A SPECIAL 
PRACTICE 
FOR  SPECIALISTS. 


If  you're  a Surgeon  or  OB/GYN  or  Other  Medical  Specialist, 

the  Air  Force  may  hove  a special  practice  for  you.  What 
makes  it  special?  You'll  enjoy  an  excellent  pay  and  benefits 
package.  There'll  be  more  time  to  spend  with  your  family. 
You'll  receive  30  days  of  vacation  with  pay  each  year.  And 
you  will  work  with  modern  equipment  and  some  of  the  most 
highly  trained  professionals  in  the  world,  serving  your  country 
and  your  patients.  Now  thafs  special!  Find  out  just  how 
special  your  practice  can  be.  Call 


Dallas,  TX  (817)  640-6469 
San  Antonio,  TX  (512)  341-6802 
Houston,  TX  (713)  784-3132 
Call  Collect 
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According  to  the  surgeon  general,  smoking  by  a 
pregnant  woman  may  result  in  a child’s  premature 
birth,  low  birth  weight  and  fetal  injury.  If  that’s  not 
child  abuse,  then  what  is? 
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Texas  Physicians’  Directory 


DIRECTORY  RATES  & DATA;  Space  is  available  to  TMA  mem- 
bers at  $42.00  per  column  inch  per  month  and  listings  must 
run  for  a minimum  of  six  months.  A discount  of  5%  is  allowed 
for  six  months'  advance  payment.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
Deadline  is  the  5th  of  the  month  preceding  publication  month. 


ALLERGY 


CORPUS  CHRISTI  ALLERGY  CLINIC 

Saul  Grossman,  MD,  FACA,  FAACIA,  Allergy-Dermatology 
Wallace  A.  Crozier,  MD,  FACA,  Certified  American  Boards  Pediatrics 
and  Allergy,  Diplomate  American  Board  of  Allergy  and  Immunology 

2530  Morgan,  Corpus  Christ!,  Texas;  882-3487 


CLINICS 


Two  complete  neurological  and  behavioral  medicine  facilities  dedicated 
to  DIAGNOSIS  AND  COMPREHENSIVE  CARE  OF  PATIENTS  WITH 
CHRONIC  RECURRENT  HEADACHES  with  emphasis  on  prophylactic 
treatment. 


HOUSTON  HEADACHE 
CLINIC 

Park  Plaza  Prof.  Bldg. 

1213  Hermann  Dr.  #855 
Houston,  Texas  77004 
713  528-1916 


DALLAS  HEADACHE 
CLINIC 

Douglas  Plaza 
8226  Douglas  Ave.  #325 
Dallas,  Texas  75225 
214  692-7011 


CAT  scan;  EEC;  EMC;  Evoked  Potentials;  Thermography;  Personality, 
Behavioral  and  Psychological  Evaluations.  Multimodality  approach  to 
management  of  headache  including  prophylactic  medications,  bio- 
feedback  and  behavioral  therapy. 


NINAN  T.  MATHEW,  MD,  FRCP  (C) 

Neurologist-Director 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


CONSULTANTS 
Evan  M.  Hersh,  MD 


John  P.  McGovern,  MD 
DIRECTOR-CONSULTANT 


Theodore  j.  Haywood,  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng,  MD 
Lawrence  C.  Thorne,  MD 
Venugopal  K.  Menon,  MD 
Robert  E.  Smith,  MD 
Gerald  T.  Machinski,  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 
Lyna  Kit  Lee,  MD 
Harlan  W.  Sindell,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinbere,  MD,  PhD 
Chinavudh  Wanissorn,  PhD 
Clenna  M.  Kyle,  PhD 


IMMUNOLOGY 

James  A.  Knight,  MD 
PSYCHIATRY 

R.  John  Prevost,  MS 
AIR  POLLUTION 

Reuben  D.  Wende,  PhD 
ANTIGEN  AND  CLINICAL 
LABORATORIES 

John  A.  Thomas,  PhD 
BIOMETRICS 

Warren  E.  Schaller,  HSD 
Charles  F.  Kegley,  PhD 
ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland,  HSD 
HEALTH  EDUCATION 

George  R.  Kerr,  MD 
NUTRITION 


Certified  American  Board  of  Allergy  and  Immunology 
Diplomates  American  Boards  of  Pediatrics  and  Allergy 
6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  B-322,  Dallas,  Texas  75230 
214  991-6000 

CARDIOLOGY 

J.  Edward  Rosenthal,  MD,  FACC 
David  A.  Schwartz,  MD 

GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 
Charles  S.  White,  III,  MD 

ALLERGY  AND  IMMUNOLOGY 
William  R.  Lumry,  MD 

Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


FORT  WORTH  HEADACHE  AND  MIGRAINE  CLINIC 

Comprehensive  Neurologic  Diagnostic  and  Treatment 
of  Chronic  Severe  Headache  Problems 

Frederick  J.  Fiederlein,  MD 

Neurologist 

4200  South  Hulen  Street,  Fort  Worth,  Texas  76109;  817  731-7222 


RHEUMATOLOGY 
Carlos  M.  Kier,  MD 

INTERNAL  MEDICINE 
Joan  P.  Donley,  MD 
Larry  Dossey,  MD 
Tom  L.  Hampton,  MD 
David  A.  Haymes,  MD 
Carl  Thomas  Long,  III,  MD 
Jack  F.  Melton,  MD 
Joe  H.  Sample,  MD 
Peter  S.  Stack,  MD 
Rick  T.  Waldo,  MD 


JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


ANESTHESrOLOGY 


COLON  & RECTAL  SURGERY 


FT.  WORTH  PROCTOLOGIC  CLINIC,  PA 

Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

1050  West  Rosedale,  Fort  Worth,  Texas  76104; 

817  338-4501  (24  hours) 


A.  J.  LANIER,  JR,  MD 

Diplomate  American  Board  of  Anesthesiology 
Cervical,  thoracic,  and  lumbar  epidural  steroid  injection, 
cervical  sympathetic,  celiac  plexus,  and  lumbar  sympathetic 
blocks,  differential  spinal  and  neurolytic  nerve  blocks. 

8350  Meadow  Road,  #250,  Dallas,  Texas  75231;  214  691-6885 


DAVID  S.  PITA,  MD 

Colon  and  Rectal  Surgery  Colonoscopy 

Laser  Hemorrhoidectomy 

Barnett  Tower,  Baylor  Medical  Plaza,  3600  Gaston  Avenue,  Suite  411,  Dallas 
Texas  75246;  214  821-4300,  350-2441 

122  W.  Colorado,  Dallas,  Texas  75208;  214  942-8734 


Representing  the  Profession 


TMA  Forum  on  Medical  Issues 


. . . Another  service  of  your  association 


. . . Another  service  of  your  association 
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DERMATOLOGY 


GASTROENTEROLOGY 


DAVID  R.  WEAKLEY,  MD,  FACP 

Dermatology — Dermatological  Surgery 
Including  Dermabrasion,  Chemical  Peeling 
and  Collagen  Injections 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


HERBERT  A.  BAILEY,  MD 

Diseases  of  the  Digestive  System 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 


WILLIS  I.  COTTEL,  MD 

Practice  Limited  to  Skin  Cancer 

Mohs'  Chemosurgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue 
Suite  1154,  Dallas,  Texas  75246;  214  827-5960 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209;  512  222-8651,  222-2001 

(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 blocks  to 

Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and  arrows.) 


DERMATOLOGY  ASSOCIATES  OF  DALLAS 

David  S.  Alkek,  MD 

Hair  Transplantation,  Scalp  Reduction, 
Dermabrasion,  Chemical  Peel  and  Collagen 

Medical  City  Dallas,  7777  Forest  Lane,  Building  B, 

Suite  309,  Dallas,  Texas  75230;  telephone  214  788-0088 


GENERAL  SURGERY 


DRS.  VANDERPOOL,  LANE,  WINTER  & BONE 

David  Vanderpool,  MD,  FACS  John  W.  Winter,  MD,  FACS 

B.  Ward  Lane,  MD,  FACS  C.  Edward  Bone,  MD,  FACS 

Diplomates  American  Board  of  Surgery 

General  & Peripheral  Vascular  Surgery 

1008  N.  Washington,  Dallas,  Texas  75204;  214  823-2650 
7777  Forest  Lane,  Suite  204,  Dallas,  Texas  75230;  214  661-7860 

G.  S.  DOWDY,  JR.,  MD,  FACS 

Diplomate  American  Board  of  Surgery 

Special  Interest  Biliary  Surgery 

4126  S.W.  Freeway,  Suite  1620,  Houston,  Texas  77027;  713  961-4745 


HAND  SURGERY 


MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 

Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


L LEE  LANKFORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

DAVIID  j.  ZEHR,  MD — Microsurgery 
ARNOLD  V.  DiBELLA,MD 

Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 


DIAGNOSTIC  RADIOLOGY 


COMPUTED  TOMOGRAPHY 

Temple  Independent  Scanner 

Stephen  J.  Vancura,  MD 

High  Resolution  In/Out  Patient  CT  (Head  or  Body) 
Including  Tumor  Biopsy,  Interventional  Radiology 
2027  S.  61st  St.,  Suite  116,  Temple,  Texas  76501 
817  774-9994 

Note:  24  hr.  Emergency  Services  Available 


ENDOCRINOLOGY 


ROBERT  E.  BUNATA,  MD,  PA 
B.  J.  WROTEN,  MD,  PA 

Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane,  Suite  606,  Dallas,  Texas  75231;  214  368-3776 


80 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld,  MD,  FACP 
Richard  Sachson,  MD,  FACP 
Steven  Dorfman,  MD,  FACP 
Stephen  Aronoff,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

5480  LaSierra  Drive,  Dallas,  Texas  75231;  214  363-5535 


KENNETH  D.  CLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 


ERIC  A.  ORZECK,  MD,  FACP 
Endocrinology  & Diabetes 


8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


ADRIAN  E.  FLATT,  MD,  FRCS 

Chief,  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue, 
Dallas,  Texas  75246;  Office  214  823-9440 


TMA  Physician  Placement  Service 

. . . Another  service  of  your  association 


TMA  Practice  Management  Workshops 

. . . Another  service  of  your  association 


Texas  Medicine 


ROBERT  A.  ERSEK,  MD 

Diplomale  of  American  Board  of  Plastic  Surgery 

^ JACINTO  ZAMBRANO,  MD 

Surgery  of  the  Hand 

30th  & Red  River,  Austin,  Texas  78704 
I 24  HR*  512  474-HAND 

WILLIAM  J.  VAN  WYK,  MD,  PA 

Surgery  of  the  Hand 

803  West  Terrell,  Fort  Worth,  Texas  76104 
Telephone  817  877-3113 


EL  PASO  NEUROLOGICAL  INSTITUTE 

Professional  Association 


Neurology,  Neurosurgery,  Electroencephalography 
Neuro-Radiology,  Computerized  Tomography 

fohn  T.  O'Neal,  MD,  Neurosurgery 

Robert  D.  Schneider,  MD,  Neurology  and  Electroencephalography 
Steven  K.  Crouse,  MD,  Neurology  and  Electroencephalography 

Murchison  Medical  Bldg.,  Suite  307 
1810  Murchison  Drive,  El  Paso,  Texas  79902 
Telephone  915  532-8901 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3800  Gaston  Ave.,  Suite  303,  Dallas,  Texas  75246- 
214  823-7090 

Medical  City  Dallas  II,  7777  Eorest  Lane,  Suite  B116,  Dallas,  Texas 
75230;  214  661-7010 


ARLINGTON  ASSOGIATION  OF 
NEUROLOGICAL  SURGEONS 

Neurological  Surgery  & Microneurosurgery 

Lito  Porto,  MD 

Jeffrey  W.  Heitkamp,  MD 

950  North  Davis,  Suite  1,  Arlington,  Texas  76012;  817  274-4593 


WEST  HOUSTON  HAND  CENTER,  PA 

Neal  R.  Reisman,  MD,  FACS 

Diplomate  American  Board  Surgery 

Diplomate  American  Board  Plastic  Surgery 

Member  American  Society  Surgery  of  the  Hand 

7515  S,  Main,  Suite  500,  Houston  77030;  713  795-5353 

12121  Richmond,  Suite  211,  Houston  77082;  713  558-5353 

7777  S.W.  Freeway,  Suite  224,  Houston  77074;  713  774-5353 


NEUROLOGICAL  SURGERY 


DRS.  LONG,  SGOTT  & COON 
NEUROSURGERY  ASSOCIATION 

I Neurological  Surgery  and  Microneurosurgery 
R.  Cordon  Long,  MD,  FACS 
Bennie  B.  Scott,  MD,  FACS 
John  V.  Coon,  MD,  FACS 

Dinlomates  American  Board  of  Neurological  Surgery 
Baylor  Medical  Plaza,  60S  Barnett  Tower,  3600  Gaston  Avenue, 
j Dallas,  Texas  75246;  Telephone  214  826-7060  

’ DOCTORS  SMITH,  WHEELER  AND  PARKER,  PA 

Ronald  Smith,  MD,  Retired 
joe  Ellis  Wheeler,  MD 
, Leighton  B,  Parker,  MD 
David  Allen  Cech,  MD 

I 920  South  Lake,  Fort  Worth,  Texas  76104 
I Telephone  817  336-0551 


NEUROLOGY 


DIAGNOSTIC  AFFILIATES 

900  South  Loop  West,  #100 
Houston,  Texas  77054 

Electroencephalography 

EEC  service  via  telephone  transmission  to 
hospitals,  clinics  and  private  offices. 

Meyer  L.  Proler,  MD 
Director:  713  747-0661 


NUCLEAR  MEDICINE 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 


Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 


I DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 

Charles  W.  Simpson,  MD  Richard  H.  Jackson,  MD 

Morris  Sanders,  MD  Mark  J.  Cwikla,  MD 

W.  Robert  Hudgins,  MD  Casey  E.  Patterson,  MD  (Retired) 

5959  Harry  Hines  Blvd.,  St.  Paul  Professional  Bldg.,  Suite  620, 

Dallas,  Texas  75235;  214  637-0420 

8210  Walnut  Hill  Lane,  Presbyterian  Professional  Bldg.,  Suite  905; 
j Dallas,  Texas  75231;  214  369-7596 

1302  Lane  St.,  Copper  Tree  Medical  Center,  Suite  300, 

I Irving,  Texas  75062;  214  259-4768 


Herbert  C.  Allen,  Jr.,  MD,  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 

HERBERT  C.  ALLEN,  MD,  FACNM 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 

ONCOLOGY 


JACK  E.  McCALLUM,  MD,  PA 
PHILIP  C.  BECHTEL,  MD,  PA 
WARREN  D.  WILSON,  MD,  PA 

Diplomates  of  the  American  Board  of  Neurological  Surgery 
1522  Cooper,  Fort  Worth,  Texas  76104;  817  336-1300 

TMA  HealthWise  Series 

. . . Another  service  of  your  association 


HEMATOLOGY-ONCOLOGY  ASSOCIATES  OF 
HOUSTON,  PA 

Cary  B.  Fleishman,  MD 
Joel  W.  Abramowitz,  MD,  PhD 

Diplomates  of  the  American  Boards  of  Internal  Medicine  & Medical  Oncology 
Diplomate  of  the  American  Board  of  Hematology  (JWA) 

909  Frostwood,  Suite  120,  Houston,  TX  77024;  713  467-1630 
6565  DeMoss,  Suite  211,  Houston,  TX  77074;  713  270-1188 

TMA  Action  monthly  newsletter 

. . . Another  service  of  your  association 
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OPHTHALMOLOGY 


PEDIATRIC  OPHTHALMOLOGY  OF  HOUSTON 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Cary  Edd  Fish,  MD 

William  B.  Snyder,  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F.  jost,  MD 

Dwain  C.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Ave.,  Dallas,  Texas  75231;  214  692-6941  or  800  872-2020 
3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


TEXAS  EYE  INSTITUTE 

Disease  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
William  L.  Decker,  MD 
Gynette  C.  Master,  MD 

7777  Southwest  Freeway,  Suite  916,  Houston,  Texas  77074 
713  777-7145 

7647  Bellfort,  Suite  One,  Houston,  Texas  77061 
713  644-2747 

1111  Hwy  6,  Suite  26,  Sugar  Land,  Texas  77478 
713  242-8841 

12121  Richmond  Ave.,  Suite  317,  Houston,  Texas  77082 
713  556-5757 


STUART  A.  TERRY,  MD 


Sub-Specialty  Glaucoma 


M&S  Tower,  Suite  401,  730  N.  Main, 

San  Antonio,  Texas  78205;  512  226-5191 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 


Monte  I.  Stavis,  MD 

Pediatric  ophthalmology  and  adult  strabismus 

7500  Beechnut,  Suite  130,  Houston,  Texas  77074 
713  270-4500 


OPHTHALMOLOGY  ASSOCIATES 

JOE  L.  BUSSEY,  MD — Cataract  and  Lens  Implant  Surgery 
RUFUS  A.  ROBERTS,  MD — Diseases  and  Surgery  of  the  Retina 
Cataract  and  Lens  Implant  Surgery 

THOMAS  H.  SMITH,  MD — Ophthalmic  Plastic  and  Reconstructive  Surgery 
DAN  E.  BRUHL,  MD — Cataract  and  Lens  Implant  Surgery 
JOHN  W.  ZERDECKI,  MD — Cataract  and  Lens  Implant  Surgery 
Refractive  Surgery 

DORIS  E.  JENSEN,  MD— Medical  Ophthalmology 

DAVID  HENDRICKS,  MD — Medical  and  Surgical  Ophthalmology 

JAMES  A.  SAVAGE,  MD — Glaucoma  Consultation  and  Surgery 

308  S.  Henderson,  Fort  Worth,  Texas  76104 
1-800-6-SIGHT,  817  355-5435,  appointments  817  335-6070 
se  habla  espanol 


HOUSTON  EYE  ASSOCIATES 


Charles  E.  Russo,  MD,  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins,  MD,  FACS 
Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 
Paul  C.  Salmonsen,  MD,  FACS 
Richard  L.  Kimbrough,  MD,  FACS 
Jeffrey  B.  Arnoult,  MD 
Louise  Cooley  Kaldis,  MD 
William  H.  Quayle,  MD 
Sylvan  Brandon,  MD,  FACS,  FICS 

Richard  S.  Ruiz,  MD,  FACS 
Charles  A.  Garcia,  MD,  FACS 
Jack  T.  Holladay,  MD,  FACS 
Rosa  A.  Tang,  MD 

Houston  Eye  Associates  Building,  2855  Gramercy,  Houston,  Texas 
77025;  713  668-6828 

South  Pennzoil  Tower,  711  Louisiana,  Houston,  Texas  77002; 

713  224-4433 

Fountain  View  Medical  Plaza,  1622  Fountain  View,  Houston,  Texas 
77057;  713  782-4406 

Hermann  Eye  Center,  1203  Ross  Sterling,  Houston,  Texas  77030; 
713  797-1777 


BRAZOSPORT  EYE  INSTITUTE 

Frank  J.  Grady,  MD,  PhD,  FACS 


Surgical  Correction  of  Nearsightedness  and  Astigmatism 

103  Parking  Way,  Lake  Jackson,  Texas  77566;  1-800-392-0091 


1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 


ORTHOPEDIC  SURGERY 


RETINA-VITREOUS  ASSOCIATES 


W.  Rex  Hawkins,  MD 
Van  W.  Teeters,  MD 
Ronan  E.  O’Malley,  MD 

Limited  to  Retina  and  Vitreous 
1200  Binz,  Suite  400,  Houston,  Texas  77004; 
1-800-833-5921  or  713  524-1111 


L.  Ray  Lawson,  MD  William  A.  Bruck,  MD 

Robert  D.  Vandermeer,  MD  W.  Z.  Burkhead,  Jr.,  MD 

Wynne  M.  Snoots,  MD  Richard  D.  Shubert,  MD 

R.  Stephen  Curtis,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204;  214  521-2191 


HAROLD  GRANEK,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817  335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Caines,  MD 
Steven  J.  Mackey,  MD,  PA 


TMA  Physician  Membership  Directory  TMA  Physicians  Benevolent  Fund 
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Texas  Medicine 


F.  Carlton  Hodges,  MD 
Price  Brock,  jr,  MD 
Mervyn  B.  Fouse,  MD 
)ohn  H.  Judd,  jr,  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

Diplomates  American  Board  of  Orthopedic  Surgery 
1701  Pine  Street,  Abilene,  Texas  79601 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Orthopedic  Surgery — ^Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DDS,  MD 
Robert  A.  Peinert,  Jr,  MD 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H,  W.  Bendei,  Jr,  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  C.  Chapman,  MD  James  W.  Brodsky,  MD 

Phiilip  E.  Hansen,  MD 

Orthopedic  Surgery 

3600  Gaston  Ayenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 

Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dailas  75231;  214  369-4361 
Donaid  M.  Mauidin,  MD 

6161  Harry  Hines,  Suite  220,  Dalias  7523S;  214  630-8646 


PATHOLOGY 


FORT  WORTH  MEDICAL  LABORATORIES 

Dorothy  Patras,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1400  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


J.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES, 
INC. 

J.  S.  Wilkenfeld,  MD 

Diplomate  of  the  American  Board  of  Pathology 
Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008,  Houston,  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


AUSTIN  PATHOLOGY  ASSOCIATES 
MEDICAL  PARKWAY  CLINICAL  LABORATORY 

Anatomic  and  Clinical  Pathology,  Electron  Microscopy, 
Cytology  and  Dermatopathology 

Computerized  Resuits  Reporting  With  Telecommunications  Available 

A.  Q.  Da  Silva,  MD  Paul  A.  LeBourgeois,  MD 

Donald  A.  Parsons,  MD  Phillip  C.  Collins,  MD 

William  J.  Reitmeyer,  MD  David  R.  Ralph,  MD 

RENAL  PATHOLOGY:  Gerald  A.  Beathard,  MD 
Main  Lab:  711  W.  38th  Street — Suite  C-11,  Austin,  Texas  78705 
Mailinf  Address:  P.O.  Box  9806,  Austin,  Texas  78766-0806 
Telephone:  512  452-2529 

Specimens:  Mail  to  Main  Lab 
Office  Pickup  Service  in  Austin  Area 


PHYSICAL  MEDICINE  & REHABILITATION 


G.  S.  GILL,  MD,  PA 

Orthopedic  Surgery — Surgery  of  the  Hand 

3601  22nd  Place,  Lubbock,  Texas  79410 
Telephone  806  797-9119 


ORTHOPAEDIC  SURGERY  ASSOCIATES  OF 
SAN  ANTONIO,  PA 

Ralph  J.  Curtis,  MD 
Jesse  C.  DeLee,  MD 
John  A.  Evans,  MD 

Athletic  Medicine,  Reconstructive  and  Traumatic 
Surgery  of  the  Shoulder  and  Elbow,  Hip,  Knee  and  Foot 
414  Navarro,  Suite  1128,  San  Antonio,  Texas  78205;  512  225-6045 
7711  Louis  Pasteur,  Suite  209,  San  Antonio,  Texas  78229;  512  697-9888 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper,  Administrator 
Larry  E.  Browne,  MD,  Medical  Director 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


OTOLARYNGOLOGY 


PLASTIC  SURGERY 


Drs.  Morton,  Blumenfeld  & Charbonneau,  PA 

ENT,  ENT  Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton,  Jr,  MD,  FACS 

Ronald  J.  Blumenfeld,  MD,  FACS 

Paul  A.  Charbonneau,  MD,  FACS 

Diplomates,  American  Board  of  Otolaryngology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 

10470  Vista  del  sol.  Suite  110,  El  Paso,  Texas  79925;  915  592-8666 


Thomas  D.  Cronin,  MD,  FACS  Laurence  E.  Wolf,  MD,  FACS 

Raymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen,  MD,  FACS 

Thomas  M.  Biggs,  MD,  FACS  Ernest  D.  Cronin,  MD,  FACS 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 


TMA  1986/1987  Calendar  of  Events 

Winter  Conference,  Austin,  February  6 
Annual  Session,  Houston,  May  13-17 
Fall  Conference,  Austin,  September  26 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS 
Jonathan  J.  Dora,  MD,  FACS 
David  J.  Katrana,  DDS,  MD,  FACS 
James  B.  Stafford,  IV,  MD 
David  A.  Lee,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  713  795-5575 


Representing  TMA's  legislative  views 

. . . Another  service  of  your  association 
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FORT  WORTH  PLASTIC  SURGERY  CLINIC 

David  A.  Grant,  MD,  FACS 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  and  Reconstructive  Plastic  Surgery 
Raymond  A.  Faires,  MD 
Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Larry  E.  Reaves,  MD 

Diplomate  American  Board  of  Surgery 

Plastic  and  Reconstructive  Surgery 
Hand  and  Micro  Surgery 

606  Medical  Plaza  Building 

800  Eighth  Avenue,  Fort  VVorth,  Texas  76104 

817  335-4752  817  332-9441  817  335-4755 


VALENTIN  GRACIA,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Burns 


1001  W.  Rosedale,  P.O.  Box  2476,  Fort  Worth,  Texas  76113;  817  336-0446 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  512  454-7659 


ROBERT  M.  WRIGHT,  JR,  MD 
VALERIE  WRIGHT,  MD 

Plastic,  Reconstructive,  Hand 
and  Microvascular  Surgery 

1700  Providence  Drive,  Waco,  Texas  76707 
Telephone  817  756-0111 


ROGER  D.  HARMAN,  MD 

Aesthetic,  Plastic  and  Reconstructive  Surgery 
Hand  and  Microsurgery 

747  Eighth  Avenue,  Fort  Worth,  Texas  76104 
817  335-4044 


COSMETIC  AND  RECONSTRUCTIVE 
PLASTIC  SURGERY  SPECIALISTS  PA 

Neal  R.  Reisman,  MD,  FACS  Mark  D.  Gilliland,  MD 

Diplomate  American  Board  Surgery 

Diplomate  American  Board  Plastic  Surgery 

American  Society  Plastic  and  Reconstructive  Surgery 

American  Society  Surgery  of  the  Hand 

7515  S.  Main,  Suite  500,  Houston  77030;  713  795-5353 

12121  Richmond,  Suite  211,  Houston  77082;  713  558-5353 

7777  S.W.  Freeway,  Suite  224,  Houston  77074;  713  774-5353 


PSYCHIATRY 


GONZALO  A.  AILLON,  MD 

Psychiatry-Bilingual 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  Office  512  696-2390;  Medical  Exchange  512  227-6331 


3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75211;  214  296-6241 


RICHARD  G.  JAEGKLE,  MD 

Psychiatry 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler,  Texas  75705;  214  593-8296 


JAMES  L.  MOORE,  MD,  FACS,  PA 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic  and  Reconstructive  Surgery 

1200  Binz,  Suite  730 

Houston,  Texas  77004;  713  526-6161 


PLASTIC  SURGERY  CLINIC  OF  AUSTIN 

Robert  A.  Ersek,  MD 

Diplomate  of  American  Board  of  Plastic  Surgery 

Jacinto  Zambrano,  MD 

Aesthetics,  Plastic,  Reconstructive, 

Suction  Lipectomy,  and  Hand  Surgery 
30th  & Red  River,  Austin,  Texas  78705 
24  HR#  512  479-6805  & 512  474-HAND 


Diplomate,  ABPN;  Psychiatry 
Diplomate,  ABPN:  Child-Adolescent 

Presbyterian  Professional  Building  II,  Suite  404, 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  696-0964 


C.  MARSHALL  BRADSHAW,  MD,  PA 

Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Child, 

Adolescent  and  Adult  Psychiatry 

Paul  M.  Hamilton,  MD 


jerry  M.  Lewis,  MD 
Doyle  I.  Carson,  MD 
Keith  H.  Johansen,  MD 
James  K.  Peden,  MD 
Charles  G.  Markward,  MD 
Byron  L.  Howard,  MD 
Roy  H.  Fanoni,  MD 
Mark  P.  Unterberg,  MD 
John  C.  Looney,  MD 
Kathleen  B.  Erdman,  MD 
Don  C.  Payne,  MD 
Mark  J.  Blotcky,  MD 
L.  Dwight  Holden,  MD 


Jerry  M.  Lewis,  111,  MD 
Tom  G.  Campbell,  MD 
Jeffrey  Glass,  MD 
Grover  M.  Lawlis,  MD 
Conway  McDanald,  MD 
Cary  L.  Malone,  MD 
Edgar  P.  Nace,  MD 
Ernest  N.  Brownlee,  MD 
Michael  Madigan,  MD 
Perry  Talkington,  MD 
Joseph  D.  Gaspari,  MD 


The  Burn  Care  Associates  has  been  organized  to  provide  care  for  burned 
patients.  Care  for  every  phase  of  burn  trauma  will  be  provided  from 
resuscitation  to  late  rehabilitation. 

John  E.  Carter,  MD  David  Mclnnis,  MD 

Lebaron  W.  Dennis,  MD  Donald  Novick,  MD 

Michael  M.  Duffy,  MD  Millie  Smith,  Coordinator 

Joe  Ford,  MD 

BURN  CARE  ASSOCIATES 

302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 


4600  Samuell  Blvd.,  Dallas,  Texas  75228 
214  381-7181 


TMA  Postgraduate  Courses 

. . . Another  service  of  your  association 


Texas  Medicine 


DALLAS  PSYCHIATRIC  ASSOCIATES 

A Partnership 

Telephone  21-)  247-1  150  Answered  24  Hours 

Inpatient  and  Outpatient  Services  for 
Adult,  Adolescent,  and  Child  Psychiatry 


Inpatient  and  Outpatient  Services  for 
Treatment  of  Alcoholism  and  Drug  Abuse 


Larrie  W.  Arnold,  MD 
Cary  L.  Etter,  MD 
Ronald  Fleischmann,  MD 
Bradford  M.  Goff,  MD 
Fred  L.  Griffin.  MD 
R.  Sanford  Kiser,  MD 
Grover  Lawlis,  MD 


Art  Mirzatuny,  MD 
John  L.  Peake,  MD 
William  M.  Pederson,  MD 
Leslie  H.  Secrest,  MD 
Angela  M.  Wood,  MD 
John  Zimburean,  MD 


Brookhaven  Psychiatric  Pavilion,  LBJ  at  Webbs  Chapel 
10  Medical  Parkway,  Suite  304,  Dallas,  Texas  75234 


Medical  City  Dallas,  7777  Forest  Lane,  Suite  B411, 

Dallas,  Texas  75230 

Trinity  Professional  Plaza,  4333  N.  josey  Lane,  Suite  307, 
Carrollton,  Texas  75010 


PULMONARY  DISEASES 


THORACIC  SURGERY 


ALLAN  L.  GRAHAM,  MD,  FACS* 

KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  EACS 
RICHARD  L SHEPHERD,  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 
•Also  certificate  of  special  qualification  in  general  vascular  surgery, 
American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7678 

RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 

Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 

Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  By  Appointment 

REGIONAL  CARDIOVASCULAR  CENTER 

Cardiac,  Vascular  and  Thoracic  Surgery 

Mario  O.  Kapusta,  MD 

Phillip  R.  Adams,  MD 

925  E.  Dawson,  Tyler,  Texas  75701 
214  593-9022 


John  R.  Burk,  MD,  FACP  David  R.  Stoop,  MD,  FACP,  FCCP 

Mitchell  C.  Kuppinger,  MD,  FCCP  W.  Steven  Trombold,  MD,  FCCP 
David  M.  Webb,  MD,  FCCP  David  H.  Plump,  MD,  FCCP 

R.  L.  "Lin"  Cash,  Jr,  MD 

Diplomates  of  American  Board  of  Internal  Medicine 

PULMONARY  CONSULTANTS  OE  TEXAS,  PA 

Physiology,  Diagnosis  Therapy,  Bronchoscopy, 

Pulmonary  Function,  Intensive  Care,  Endobronchoscopic 
Laser,  Pulmonary  Rehabilitation, 

Sleep  Apnea 
Reactive  Airway  Disease 

1307  Eighth  Avenue,  Suite  201,  Fort  Worth,  Texas  76104;  817  926-0242 

911-C  Medical  Centre  Dr.,  Arlington,  Texas  76012; 

817  461-0201  (Metro) 


RADIOLOGY 


UROLOGY 


ELGIN  W.  WARE,  JR,  MD 
GEORGE  E.  HURT,  JR,  MD 
L.  MICHAEL  GOLDSTEIN,  MD 
STEVE  M.  EROST,  MD 

Urology 

3600  Gaston  Avenue,  Dallas,  Texas  75246 


THE  UROLOGY  CLINIC 

Dolphus  E.  Compere,  MD  Ira  N.  Hollander,  MD 

Grant  F.  Begley,  MD  J.  Daniel  Johnson,  MD 

Hugh  Lamensdorf,  MD  A.  E.  Thurman,  MD 

Diplomates  of  American  Board  of  Urology 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


THERAPEUTIC  RADIOLOGY  AT 
MEMORIAL  HOSPITAL 

Radiotherapy  Department 
7600  Beechnut 
Houston,  Texas  77074 

713  776-5622  Day  Phone 

713  776-5170  Night  and  Weekends 

Carlos  Ff.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 
External  or  Internal  Irradiation 
Inpatient  and  Outpatient  Services 


EUGENE  R.  TODD,  MD,  PA 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 
3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Wadley  Tower,  Suite  755,  Dallas,  Texas  75246 
214  826-3500 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD,  PA 
Donald  J.  Logan,  MD,  PA 
Donald  L.  McKay,  MD,  PA 
Christopher  D.  Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone;  214  233-7765  Answered  24  Hours 


RHEUMATOLOGY 


DON  E.  CHEATUM,  MD,  FACP,  FCCP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 


Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


TMA  Memorial  Library 

. . . Another  service  of  your  association 


KIRBY  B.  TARRY,  MD,  FACS 

Diplomate,  American  Board  of  Urology 

Adult  and  Pediatric  Urology 

Impotence  with  Prosthesis-Vasovasostomy 

1405  West  Illinois,  Midland,  Texas  79701 
915  687-4553 


SOUTHWEST  UROLOGY  ASSOCIATES 

Adult  and  Pediatric  Urology 

Ted  Boone,  MD  Wm.  A.  Freeborn,  MD 

Warren  M.  Greene,  MD  H.  Pat  Hezmall,  MD 

James  T.  Coggins,  MD  Kenneth  I.  Licker,  MD 

Diplomates  of  American  Board  of  Urology 
221  W.  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 
3450  W.  Wheatland  Road,  #60,  Dallas,  Texas  75211 
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Classified  Advertising 


OPPORTUNITIES  AVAILABLE 


Academic/Government 

Internist,  BC/BE — San  Antonio  State  Chest  Hospital 
needs  internist  for  hospital-based  practice.  Broad 
spectrum  of  cases,  special  emphasis  on  pulmonary 
diseases.  Spanish  speaking  preferred,  not  essential. 
Regular  hours.  Liberal  State  benefits  including  re- 
tirement. Paid  malpractice.  Equal  opportunity  em- 
ployer. Apply  SASCH,  P.O.  Box  23340,  San  Antonio, 
TX  78223;  512  534-8857,  ext.  208. 

Wanted — Well  trained  and  experienced  pediatrician 

to  be  responsible  for  off  site  pediatric  education 
and  training  program  for  pediatric  department  in 
major  university.  Person  must  have  teaching  skills 
and  have  experience  in  administration.  Equal  oppor- 
tunity employer.  Women  and  minorities  are  en- 
couraged to  apply.  Contact  Ad-641,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


Emergency  Medicine 

Needed:  Emergency  physicians,  North  Central  Texas 
area,  full  and  part-time.  For  an  application  call 
817  336-8600  or  write  Emergency  Medicine  Con- 
sultants, PA,  1533  Merrimac  Circle,  Suite  202,  Fort 
Worth,  Texas  76107. 

Emergency  Physician — Local  Houston  ER  group 
needs  experienced  ER  physician.  Fee-for-service 
with  guarantee.  Contact  Greater  Houston  Emergency 
Physicians  Associates,  P.O.  Box  7445,  Houston, 
Texas  77248;  713  861-7942. 

Texas:  Dallas-Fort  Worth  & East  Texas.  Full-time 
positions  available  at  several  hospitals  in  the  Dallas- 
Fort  Worth  and  East  Texas  areas,  with  extremely 
attractive  fee-for-service  compensation  and  hourly 
guarantees.  Compensation  ranges  from  $65,000  to 
$105,000  annually.  Very  desirable  geographic  loca- 
tions include  Tyler,  Longview,  Greenville  and 
Marshall,  Texas.  Association  with  a strong  physician- 
oriented  group  provides  attractive  professional  op- 
portunities for  emergency  physicians.  Positions  are 
also  available  for  primary  care  physicians  in  clinic 
settings.  Contact  Brenda  Lancaster,  Vice  President, 
Professional  Services,  EmCare,  Inc.,  3310  Live  Oak, 
Suite  400,  Dallas,  Texas  75204,  or  call  toll  free 
1-800-527-2145. 

Needed — Emergency  medicine  physicians  for  full 
and  part-time  positions  at  various  hospitals  in  the 
beautiful  Tennessee  Valley  and  North  Alabama. 
Flexible  schedules,  malpractice  coverage  and  com- 
petitive salary  based  on  emergency  department 
volume.  Send  CV  to  Sue  Kirkland,  PCS,  Inc.,  P.O. 
Box  6,  Huntsville,  Alabama  35804. 

Texas — Full-time  ED  positions  available  In  North 
Texas  area.  Small  group,  flexible  scheduling.  ACLS 
and  US  education  required.  Send  CV  to  Ms.  Neu, 
Numed  Systems,  P.O.  Box  2122,  Denton,  Texas 
76202. 

Emergency  Medicine — Outstanding  opportunities  in 

Texas,  Oklahoma,  and  southwest  Louisiana.  Full  and 
part-time  positions  available  including  some  di- 
rectorships. Professional  liability  insurance  procured 
on  your  behalf.  Send  CV  to  Harry  Biggs,  Coastal 
Emergency  Service,  Inc.,  1425  Greenway  Drive,  Suite 
450,  Irving,  Texas  75038  or  call  collect  214  258- 
5038. 


Family/General  Practice 

Wanted:  Family/general  practitioner  to  locate  in 
northeast  Texas  area.  Group  setting.  Contact  Paul  R. 
Bennett,  300  West  Upshur,  Gladewater,  Texas 
75647;  phone  214  845-2281. 

Family  Practice — Enjoy  freedom,  excellent  income, 
paid  malpractice,  travel,  and  housing.  Join  the  PRN 
staff  as  an  independent  contractor  providing  tempo- 
rary practice  coverage  for  our  colleagues.  Assign- 
ments from  one  week  to  several  months.  Contact 
PRN  (Physician's  Relief  Network),  1000  North  Wal- 
nut, Suite  A,  New  Braunfels,  Texas  78130;  1-800- 
531-1122. 

Family/general  practitioners  needed  to  become 
associated  with  our  rural  hospitals  located  in  or 
near  scenic  Texas  Hill  Country.  Independent  fee- 
for-service  practices  with  financial  guarantees.  Hos- 
pitals are  owned  by  HealthStar  Corporation. 
HealthStar  operates  five  rural  hospitals  in  Texas. 
Please  send  CV  or  call:  Physician  Relations, 
HealthStar  Corporation,  3555  Timmons  Lane,  Suite 
700,  Houston,  Texas  77027;  713  627-2145. 


Physicians  wanted  for  busy  Central  Texas  general 
practice.  Opportunity  for  partnership.  Three  person 
clinic.  New  40-bed  hospital.  Clinic  and  hospital 
practice.  No  obstetrics.  Good  income.  Close  to 
Houston,  Austin  and  San  Antonio.  Please  reply  to 
Ad-635,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 

Expanding  21  physician  multispecialty  group  has 

two  openings:  Pediatrician  and  Active  Family  Prac- 
titioner. High  beginning  guaranteed  salaries  in 
addition  to  benefits  with  no  first  year  expenses. 
Send  CV  to  Tammy  Stripling,  Malone  and  Hogan 
Clinic,  1501  w.  11th  Place,  Big  Spring,  Texas  79720. 

Family  Physician — Young,  board  certified  family 
physicians  seek  associate  for  fee-for-service  group 
practice  in  central  Texas  community  of  5,600.  Ex- 
cellent schools,  organized  sports,  strong  industry. 
Reasonable  access  to  Austin,  Bryan/College  Station. 
Competitive  incentive  package.  Send  CV  in  confi- 
dence to:  Physician  Resource  Network,  P.O.  Box 
37102,  Fort  Worth,  Texas  76117;  817  595-1128. 

Family  practice  physician  needed  in  picturesque 
rural  town  40  miles  west  of  Houston.  Office  pro- 
vided. Excellent  guarantee.  Established  practice. 
Contact:  Terry  Fontenot,  Administrator,  Brazos 
Valley  Hospital,  P.O.  Box  1209,  526  Ward  Street, 
Sealy,  Texas  77474;  409  885-4181. 

Texas — Immediate  full-time  and  part-time  positions 

in  hospital  affiliated  family  practice  clinic.  Located 
north  of  Dallas.  Attractive  hours  and  guaranteed 
hourly  compensation.  Malpractice  insurance  pro- 
vided. Contact:  Emergency  Consultants,  Inc.,  2240 
South  Airport  Road,  Room  29,  Traverse  City,  Michi- 
gan 49684;  1-800-253-1795  or  in  Michigan  1-800- 
632-3496. 

Marfa,  a nice  community  of  approximately  2,600 

people  in  the  mountains  of  West  Texas.  Potential 
patient  area  of  8,000  people.  Currently  no  physician 
practicing;  need  a family  doctor  seeking  the  small 
town  life.  Facility  for  family  practice  for  sale.  Clean 
air,  good  schools,  reasonable  taxes,  good  people. 
Contact  lake  Brisbin,  Jr.,  President,  Marfa  Chamber 
of  Commerce,  P.O.  Box  635,  Marfa,  Texas  79843. 


Internal  Medicine 

General  internist  wanted  to  loin  busy  North  Dallas- 
Richardson  practice.  Associate  retiring.  Excellent  op- 
portunity for  a well  qualified  internist  with  a desire 
for  long  term  commitment.  If  you  would  like  to 
become  a respected  member  of  this  community, 
send  your  CV  to  George  M.  Markus,  MD,  2175 
Promenade  Center,  Richardson,  Texas  75080;  tele- 
phone 214  235-2304. 


Internist 

BC/BE,  US  trained— Needed  to 
join  three  physician  practice. 
Exceiient  saiary,  pius  foil  benefits. 

Foil  partnership  available. 
Starting  saiary  $8000  per  month. 
Located  one  hour  from  Memphis, 
Tennessee  on  1-55.  Send  CV  to: 
Merrill  J.  Osborne,  MD 
Tenth  and  Highland 
Blytheville,  Arkansas  72315 
501/762-5360 


Internal  Medicine — Texas.  Community  of  7,500  peo- 
ple in  Northeast  Texas  seeks  an  internal  medicine 
specialist.  Board  certification  or  board  eligible  MD 
is  required  for  this  position.  This  is  a solo  practice 
with  a complete  financial  package  provided  by  a 
hospital.  Interested  applicants  should  write,  includ- 
ing complete  CV,  to:  Administrator,  P.O.  Box  549, 
Carthage,  Texas  75633. 

Internist  with  or  without  cardiology  needed  for 

busy  office.  Opportunities  are  unlimited  for  hard- 
working and  caring  physician  who  wants  to  do 
better  than  average.  Terms  are  negotiable  with  op- 
tion to  take  over  practice  in  three  to  seven  years. 
Call  214  586-0776  or  write  Vincent  H.  Wang,  MD, 
1005  S.  Jackson,  Jacksonville,  Texas  75766. 


Orthopedic  Surgery 

Wanted:  Orthopedic  Surgeon.  Position  available 
with  12-doctor  multispecialty  group  located  in  the 
Medical  City  Dallas  complex  in  North  Dallas.  All 
benefits  paid  for  by  the  group,  afternoon  off,  rotat- 
ing call  schedule.  Send  curriculum  vitae  to  Charles 
E.  Allbritton,  Administrator,  7777  Forest  Lane,  Suite 
240,  Dallas,  Texas  75230;  telephone  214  661-7700. 


Pediatrics 

Pediatrician  Wanted — JCAH  accredited  hospital  in 
the  northeast  Texas  area.  Contact  Paul  R.  Bennett, 
300  West  Upshur  Avenue,  Gladewater,  Texas  75647; 
phone  214  845-2281. 

Expanding  21  physician  multispecialty  group  has 
two  openings:  Pediatrician  and  Active  Family  Prac- 
titioner. High  beginning  guaranteed  salaries  in 
addition  to  benefits  with  no  first  year  expenses. 
Send  CV  to  Tammy  Stripling,  Malone  and  Hogan 
Clinic,  1501  W.  11th  Place,  Big  Spring,  Texas  79720. 


Radiology 

Locum  tenens,  diagnostic  radiologist  needed  to 
work  in  Laredo,  Texas.  Contact  G.  Salinas,  MD, 
1616  Logan,  Laredo,  Texas  78040. 

Diagnostic  Radiologist — Board  certified  or  eligible, 
immediate  opening  for  full  term  or  locum  tenens 
priyate  practice  position  in  Dallas-Fort  Worth  metro- 
plex  to  aggressive  professional.  There  are  in-patient 
and  out-patient  services.  Must  be  knowledgeable 
in  ultrasound,  special  procedures  and  CT.  Please 
reply  to  Ad-637,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

Immediate  opening  for  board  certified  radiologist 

in  hospital  and  office  practice.  Must  be  qualified  in 
ultrasound,  nuclear  medicine,  computed  tomography 
and  interventional  radiology.  Salary  leading  to  full 
associateship.  Please  reply  to  Ad-640,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


Other  Opportunities 

Physicians  Wanted — Progressive  hospital  in  East 
Texas.  Contact  Paul  Bennett,  Administrator,  Glade- 
water Municipal  Hospital,  300  West  Upshur,  Glade- 
water, Texas  75647;  telephone  214  845-2281. 


Listen  To  Opportunity  Knocking. 

38-be(J  hospital  with  62-bed  long-term  core  facility 
Potient-to-doctor  ratio  = 3750  to  1 
(Highest  ratio  in  Oklahoma) 

Opening  for  Family  Practitioner/General  Surgeon 
Rural  Community- Excellent  Schools 

5 hours  from  Ski  Slopes 

Contact:  L.  V.  Melton,  Administrator 

Beaver  County  Memorial  Hospital 
Beaver,  Oklahoma  73932 
405/625-4551 


Immediate  Opening:  Excellent  opportunity  for  a 
specialist  in  FP,  OBG,  IM,  general  surgery'  or  in- 
dustrial medicine  to  join  well  established  and 
rapidly  expanding  family  practice  group  in  San 
Antonio.  Our  facility  is  fuiiy  equipped  as  a total 
health  care  center  with  laboratory,  x-ray,  stress 
testing,  hotter  monitoring,  and  pulmonary  function 
testing  already  established.  Plans  are  underway  to 
move  to  larger  facility  and  offer  increased  services. 
We  offer  competitive  guaranteed  salary,  corporate 
benefits  with  paid  professional  liability,  administra- 
tive and  support  staff,  affiliation  with  large  com- 
munity hospitals,  and  call  sharing  opportunities. 
Requires  well-rounded  abilities  in  both  an  out- 
patient and  hospital  practice.  Board  certification 
or  eligibility  required.  Dedication  to  high  quality, 
excellent  patient  empathy  and  communicative  skills 
mandatory.  Leadership  skills  and  entrepreneural 
interest  in  practice  desirable.  Tremendous  growth 

Texas  Medicine 


potential.  Immediate  opening  due  to  building  ex- 
pansion and  broadening  patient  base.  Send  CV, 
references  to  William  Gonzaba,  MD,  PA,  The 
Doctor's  Office,  2101  Lockhill-Selma,  Suite  208, 
San  Antonio,  Texas  78213. 

Are  you  looking  for  a paved  highway  toward 
financial  success — where  you  will  receive  referrals 
from  other  doctors  because  they  are  too  busy  or 
retiring — where  there  is  no  animosity  towards  new 
physicians?  Immediate  openings  for  family  physi- 
cians, OBC,  internists,  pedis,  orthopods,  and 
surgeons  In  smaller  towns  in  Texas.  Contact  Texas 
Doctors  Croup,  702  Colorado,  Suite  102,  Austin, 
Texas  78701;  512  476-7129.  Toll  free  in  Texas 
1-800-331-8472. 

HCA  owns  or  manages  55  hospitals  in  Texas.  Op- 

Cortunities  for  all  non-hospital  based  specialties  in 
oth  metropolitan  and  rural  areas.  Send  curriculum 
vitae  to:  Carol  Siemers,  HCA,  P.O.  Box  1575,  Nash- 
ville, Tennessee  37202  or  call  1-800-251-1537. 

The  Medical  and  Surgical  Clinic  of  Sherman,  Texas 

is  currently  expanding  Its  multispecialty  group  to 
include  specialists  in  pediatrics,  ophthalmology  and 
otolaryngology.  Interested  parties  please  contact 
Ron  Marshall,  Administrator,  214  893-5138  (collect). 

Positions  Available — Seeking  BC/BE,  OBC,  general 
internist,  HEM/ON,  PS,  endocrinologist  to  join  an 
established  multispecialty  (non-prepaid)  clinic  in 
South  Central  Texas.  Contact  Leroy  W.  Kitch,  Ad- 
ministrator, Skinner  Clinic,  124  Dallas  Street,  San 
Antonio,  Texas  78205. 

Physicians — Have  you  contacted  the  Texas  Medical 
Association  Placement  Service?  We  have  informa- 
tion for  many  specialties  on  practice  opportunities 
throughout  the  state.  Send  inquiries  to  Physicians 
Placement  Service,  Texas  Medical  Association,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701.  Call  512 
477-6704,  ext.  263.  No  charge  to  TMA  members! 

Arizona  based  physician  recruitment  firm  has  op- 
portunities coast  to  coast.  "Professionals  working 
with  professionals."  Over  14  years  experience.  Call 
602  795-7474;  or  send  CV  to:  Mitchell  & Associ- 
ates, Inc.,  2761  N.  Country  Club  Road,  Suite  202, 
Tucson,  Arizona  85716. 

General  and  vascular  surgeon  to  join  well  estab- 
lished active  solo  practice  of  general/vascular 
surgeon  in  city  of  100,000.  Salary  progressing  to 
partnership  and  eventually  to  assumption  of  prac- 
tice. Send  CV  to  Ad-623,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

Texas  Practices — Small,  medium  sized  cities  and 
city  suburbs.  Most  fields.  We  are  interested  in 
your  wishes.  Please  send  CV  with  preferences  to 
W.  Sanford  Smith,  Professional  Practice  Manage- 
ment, Inc.,  900  Rockmead,  Kingwood,  Texas  77339. 

Full  and  part-time  experienced  physicians  for  es- 
tablished and  expanding  family  care  clinic  in  North- 
west Houston.  Excellent  remuneration  and  working 
conditions;  flexible  scheduling.  Contact  Director, 
Medical  Center,  7925  FM  1960  West,  Houston, 
Texas  77070;  713  469-4560. 

ENT — First  Texas  Medical,  Inc.  is  presently  recruit- 
ing board  eligible/certified  ENT  physicians  to  join 
our  board  certified  ENT  staff.  VVe  are  a diverse, 
growth-oriented  group  operating  hospitals  and 
offices  in  the  Dallas/Fort  Worth  area.  Physicians 
are  paid  a guaranteed  salary  with  liberal  benefits. 
We  have  no  jr./sr.  partners  and  strive  to  provide 
an  atmosphere  that  ensures  the  practice  of  good 
medicine.  If  interested,  send  CV  to:  Margaret 
Bacon,  First  Texas  Medical,  Inc.,  560  W.  Main  St., 
Lewisville,  Texas  75067  or  call  214  221-2322. 

North  Texas  cosmetic  surgeon  seeks  associate 
primarily  interested  in  body  cosmetic  surgery. 
American  Board  of  Cosmetic  Surgery  or  American 
Board  of  Plastic  Surgery  certification  preferred. 
Please  reply  to  Ad-626,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

Texas — We  are  looking  for  both  an  emergency 
medicine  physician  from  an  approved  emergency 
resident  program  and  a general  surgeon  that  is 
board  certified  or  eligible.  You  will  have  the  op- 
portunity to  combine  emergency  department  work 
with  participation  in  trauma  management  and  ICU 
supervision.  We  have  a 300-bed  university-affiliated 
hospital  that  is  the  designated  regional  trauma 
center  serving  a 660,000  population  catchment  area. 
Excellent  compensation  including  malpractice  in- 
surance. Position  available  july  1987.  For  more  in- 
formation contact  W.  Gill,  MD,  P.O.  Box  1110, 
Amarillo,  Texas  79715;  806  373-3298. 

Physician  Opportunities — Sunbelt.  We  have  unad- 
vertised solo,  group  and  hospital  based  opportuni- 
ties for  general  practice  and  most  specialties. 
Financial  guarantees,  benefit  packages  negotiable. 
Fee  paid.  Professionals  serving  professionals.  Send 
CV  or  call  512  327-6944.  Sanford  Rose  Associates, 
1705  Capital  of  Texas  Hwy.  S,  Suite  202,  Austin, 
Texas  78746. 

Proctologist  needed  for  West  Texas  town  serving  a 
referral  area  of  250,000  people.  Only  proctologist 
has  just  retired.  Economy  stabilized  by  three  uni- 
versities and  a large  military  Installation.  Many  rec- 
reational and  cultural  activities  available.  Not  far 
from  metropolitian  areas.  Respond  to:  Professional 
Building  of  Abilene,  Inc.,  1818  Pine,  Abilene,  Texas 
79601. 
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Pulmonary  internist — BC/BE  to  join  internal  medi- 
cine group.  South  Texas.  Excellent  practice  environ- 
ment and  compensation  package.  Send  CV  to: 
Valley  Diagnostic  Clinic,  2200  Haine  Drive,  Harlin- 
gen, Texas  78550,  Attention:  Amanda  Fuhro,  Per- 
sonnel Director,  512  421-5199. 

South  Texas  (Upper  Rio  Grande  Valley)  excellent 
and  immediate  opportunity  for  BC  or  BE  physicians 
in  the  following  specialties:  urology,  orthopedics 
and  ophthalmology.  A 106-bed,  )CAH  accredited 
hospital  seeks  these  specialties.  This  Rio  Grande 
Valley  community  which  is  located  within  10 
minutes  of  the  Texas-Mexico  border  and  one  hour 
from  South  Padre  Island  resort  provides  an  ex- 
cellent opportunity  for  these  physicians.  Excellent 
opportunity  to  establish  a busy  practice  in  a pleasant 
surrounding  with  the  potential  of  developing  a 
multispecialty  clinic.  Pan  American  University  lo- 
cated within  city.  Send  CV  to  Don  Reed,  CEO, 
Edinburg  General  Hospital,  P.O.  Box  2000,  Edin- 
burg, Texas  78539;  512  383-1481. 

Position  Available/Surgical  Specialty — Neurosurgeon 

board  certified/eligible,  needed  to  serve  a com- 
munity of  45,000  in  Oregon.  Could  be  hospital 
based  with  close  support  from  a progressive  hos- 
pital management  team.  Guaranteed  income,  relo- 
cation expenses.  CVs  and  letters  of  recommenda- 
tion should  be  mailed  to:  Loretta  Scott,  LP&P, 
Inc.,  12770  Coit  Road,  Suite  900,  North  Central 
Plaza  II,  Dallas,  Texas  75251;  214  980-0047. 

Texas  Opportunities — $90,000-$120,000  guarantees. 

Towns  and  cities.  FP,  PD,  OBC,  CS,  AN,  P,  CE, 
IM,  OBS.  Call  or  send  CV.  Nancy  McEntire  or  Ray 
Carter,  512  338-0041.  Kemper  Resources,  9442 

Capital  of  Texas  Highway  North,  Plaza  II,  Suite 
350,  Austin,  Texas  78759. 


ATSI  Inc.,  an  established  nationwide  multi- 
specialty medical  recruiting  firm  in  Austin, 
Texas  is  seeking  Board  certified  and  Board 
eligible  physicians  in  the  following  specialties. 
First  year  guarantees  of  75K  to  120K.  Many 
Texas  opportunities. 

Gastroenterology 
General  Surgery 
Family  Practice 
OB/GYN 

General  Internal  Medicine 
Orthopedic  Surgery 
Pediatrics 

Nationwide  placements,  for  consideration 
send  CV  in  strict  confidence  to  Armando  L. 
Frezza,  Recruitment  Manager.  ATSI  Inc.,  PO 
Box  1387,  Round  Rock,  Texas  78680,  or  cal! 
512/255-6031. 


OPPORTUNITIES  SOUGHT 


We  have  physicians  who  are  looking  to  join  solo, 
partnerships,  or  multispecialty  groups  in  the  Texas 
area.  For  more  information  call  Medical  Advisory 
Croup,  Inc.,  214  758-9939. 

We  have  listings  of  physicians  desiring  to  relocate 
in  Texas.  Nearly  all  specialties  are  represented. 
There  is  no  charge  to  TMA  members  for  this 
service.  Contact:  Physicians  Placement  Service,  Tex- 
as Medical  Association,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701.  512  477-6704,  ext.  263. 

Board  certified  OBC  wishes  to  relocate  to  larger 
community.  Prefer  to  associate  with  another  in- 
dividual or  group,  but  will  consider  solo.  U.S. 
medical  graduate.  U.S.  specialty  trained.  Bilingual 
English/Spanish.  Cood  practice  experience.  Please 
reply  to  Ad-632,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

Latex  Locums — Louisiana-Texas  BC/BE  MDs  in 
radiology,  internal  medicine,  etc.  Texas  and  Louisi- 
ana licensed.  Call  early.  713  622-2325.  Or  write, 
4649  Wild  Indigo,  #336,  Houston,  Texas  77027. 

BE  Anesthesiologist  looking  to  work  in  Houston  or 
relocate.  Will  consider  either  solo  practice  or  form 
group.  Please  reply  to  Ad-642,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

General  Surgeon,  Board  Certified — Experienced  in 
trauma  and  other  disciplines  including  hyperali- 
mentation. Excellent  track  record  since  1975.  Uni- 
versity trained.  Like  to  be  busy  doing  at  least 
10-15  cases  a week.  Practice  limited  to  surgery. 
Licensed  in  Texas,  Ohio,  Michigan.  Please  reply  to 
Ad-645,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 

Board  certified  internist  seeks  position  in  D/FW 
area.  Selling  successful  practice  in  Utah  in  order 
to  reunite  family  in  Texas.  Five  years  traditional 


private  practice  experience.  Training,  Universities  of 
Iowa  and  Oregon.  Please  reply  to  Ad-644,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


FOR  SALE  OR  LEASE 


Medical  Equipment 

50%  off  previously  owned  medical  laboratory, 

office,  x-ray,  ultra-sound  equipment  in  excellent 
condition.  We  buy,  sell,  broker  and  repair.  Ask 
about  our  Holter  Scanning  Services.  Appraisals  by 
Certified  Surgical  Consultants,  Medical  Equipment 
Resale,  Inc.,  24026  Haggerty  Road,  Farmington, 
Michigan  48018;  313  569-4407  anytime. 

Complete  sel-ups  to  single  items.  Save  over  50% 
on  some  items.  Some  examples:  Ritter  power  tables, 
Medco  Sololator,  Burdick  EI<-8,  Nova  I,  x-ray  equip- 
ment, new  Procto  equipment.  Ames  Seralyzers, 
$500  up.  All  guaranteed!  We  buy,  sell  and  broker. 
Call  or  write  Medexchange,  P.O.  Box  18164,  Dallas, 
Texas  75218,  214  369-3960;  Metro  229-9253. 

Doctor,  you  can't  beat  the  quality  or  the  pricel 
Holter  Monitor  Scanning  Service.  Physician  owned, 
trained,  and  supervised.  Now  using  UP  Service  for 
faster  turnaround  time.  No  contracts  to  sign.  We 
can  arrange  tor  lease/purchase  of  Holter  equip- 
ment. Now  is  the  time  to  own  your  own  recorder 
for  as  little  as  $49  a month.  Call  DCC  Interpreta- 
tion 313  879-8860. 

Britcher  Cardio  Analyzer  (EKC)  model  380  with 
computer  Minn.  Code.  Still  in  warranty.  Best  offer. 
Dr.  Beck  409  776-7777. 


Office  Space/ Property 

San  Antonio — General  internist  desires  to  sublease 
ready-lo-go  office  space  with  five  exam  rooms. 
Rapidly  growing  North  Central  location.  Ideal  for 
allergist,  dermatologist,  or  other  primary  care 
physician.  For  information  call  512  377-3224. 

Austin:  For  lease,  1300  sq.  ft.  duplex  near  Selon. 
Ideal  for  solo.  Waiting,  two  offices,  lab,  nurse's 
station  and  four  exam  rooms.  Ben  H.  White,  MD 
or  Karen  Haslund,  MD,  512  454-8691. 

Medical  or  surgical  subspecialist  to  sublet  and 
share  overhead  in  a new,  beautifully  decorated 
2,400  square  foot  office  located  across  the  street 
from  Seton  Hospital  in  Austin,  Texas.  Available 
January  1.  Rent  negotiable.  Please  respond  to  Ad- 
636,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 

Completely  finished  medical  lease  space  available 
for  immediate  occupancy.  Four  treatment  rooms, 
laboratory,  x-ray  room,  private  office,  business  and 
reception  area.  Security  system.  Fort  Worth,  Texas. 
817  457-4481. 

Denton,  Texas — Brand  new  unique  medical  building 
offers  3,300  sq.  ft.  for  lease  or  sale.  Centrally  lo- 
cated in  a rapidly  growing  area  25  minutes  away 
from  Dallas/Fort  Worth.  Prefer  obstetricians  or 
ENTs.  Will  help  with  finishing  out,  plus  three 
months  free  rent.  Will  share  x-ray  facility.  Call  817 
382-5466. 

Completely  equipped  ophthalmology  office,  1900 
sq.  ft.  Well  located  in  Lubbock.  Suitable  for  any 
specialty  or  FP.  23  year  practice  records.  Sell  or 
lease  with  or  without  furnishings  and  equipment. 
Write:  ).  D.  Snider,  MD,  3319  55th  Street,  Lubbock, 
Texas  79413  or  call  806  799-6929. 

Austin — For  lease,  714  sq.  ft.,  Seton  Hospital  area. 
Ideal  for  solo  or  starting  MD.  One  consultation, 
two  exam  rooms,  nurse's  station,  share  waiting 
room.  Brian  D.  Lowery,  MD,  512  453-6651. 

Austin — For  sale,  close  to  St.  David's  Hospital, 
twin  medical  office,  one  side  leased,  common  re- 
ception area.  Excellent  location  for  medical  prac- 
tice, great  investment.  Write  Stanberry  and  Associ- 
ates, 925  B Capital  of  Texas  Highway,  Suite  100, 
Austin,  Texas  78746  or  phone  Bob  Windoffer  512 
327-9310. 

North  Dallas  suburb — up  to  3400  sq.  ft.  available 
in  a garden  medical  office  building.  One  block 
south  of  Plano  General  Hospital.  All  aspects  of 
lease  are  negotiable.  Call  214  867-6500. 

Ski  Angel  Fire  New  Mexico — New  two  bedroom, 
two  bath  condo,  sleeps  six  on  queen  size  beds,  full 
kitchen,  fireplace,  Jacuzzi  tub,  faces  mountain  and 
lifts.  Walk  or  front  door  shuttle  to  lift.  Below 
market  rates.  Private  owner.  Call  512  472-3128 
days,  512  282-3668  nights  and  weekends  for  Sue 
Knapp. 


Practices 

Very  good  family  practice  for  sale.  Northwest  San 
Antonio,  Texas.  Near  medical  center/schools.  In- 
formation call  512  349-1405. 


San  Antonio — Internal  medicine  practice  for  sale  in 
San  Antonio.  Long  established  practice  serving 
families  and  adults  only.  Practice  enjoying  over 
50%  net.  Four  days  per  week.  For  more  informa- 
tion, phone  713  771-5011. 

Houston,  family  practice  opportunity — 35  year  estab- 
lished FP  for  sale,  including  all  medical  equipment 
in  excellent  condition.  Cross  well  into  six  figures. 
Central  location  with  access  of  all  parts  of  the  city. 
Several  industrial  accounts.  Further  information 
713  522-9249. 

Gynecology:  Houston.  Extremely  large,  gynecology- 
only  practice  for  sale  in  Northwest  Houston.  Prac- 
tice enjoys  an  exceptional  net  income.  Doctor  re- 
tiring. Option  to  purchase  building.  days  per 

week  practice.  For  further  details  phone  713  771- 
5011.  TMH428. 

Family  Practice  For  Sale — Family  of  deceased  phy- 
sician must  sell  40  year  established  practice  in 
Decatur,  Texas,  45  minutes  from  DFW  and  Metro- 
plex.  A thriving  friendly  community.  Own  building 
and  off-street  parking  lot.  Located  one  block  off 
town  square.  Completely  furnished  with  all  equip- 
ment including  x-ray,  lab  and  surgery  with  ample 
facilities  for  at  least  two  physicians.  Interested  in- 
dividuals please  contact:  joe  Valcik,  1700  W.  US 
380,  Decatur,  Texas  76234;  817  627-3735. 

North  Dallas,  For  Sale — 25  years  established  pedi- 
atric practice  near  hospital.  Retiring,  willing  to  re- 
main for  smooth  transition.  For  information  call 
Mrs.  Mades  214  828-0777;  evenings  214  233-8897. 

Large  primary  care  practice  with  substantial  fixed 
monthly  base  for  sale  to  the  right  individual.  Situ- 
ated within  50  miles  of  Houston.  Buy-in  oppor- 
tunity for  office  building  available.  Please  reply  to 
Ad-643,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 

Family  practice  for  sale  in  Houston,  over  27  years 
in  the  same  location.  Cross  over  $250,000  for  the 
last  eight  years.  15  year  old  clinic  with  six  treat- 
ment rooms  in  a predominately  Hispanic  neighbor- 
hood. Pharmacy  in  clinic  also  for  sale.  Contemplat- 
ing retirement.  Call  713  224-0555. 

Otolaryngology  Practice  For  Sale — San  Antonio, 
Texas,  medical  center  area.  Owner  retiring  October 
1987.  Well  established.  Three  examination  rooms, 
audio  test  area.  Coverage  with  four  other  ENT 
specialists.  Please  reply  to  Ad-646,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


BUSINESS  AND  FINANCIAL 
SERVICES 


Physician's  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt, 
courteous  service.  Competitive  fixed  rate.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free 
1-800-241-6905.  Serving  MDs  for  over  ten  years. 

Appraisals  of  Professional  Practices — Specializing  in 
valuations  for  partnership  buy-ins,  litigation,  divorce 
settlements,  financial  statements,  or  practice  sales. 
Experienced,  qualified  appraisals  for  the  health  care 
industry.  Contact  Dan  Lewis  at  LHP  Services  Inc. 
for  additional  information.  214  437-1180  or  write 
777  S.  Central  Expressway,  Suite  1-V,  Richardson, 
Texas  75080. 


CONTINUING  EDUCATION 


1987  CME  Cruise/Conferences  on  selected  medi- 
cal topics — Caribbean,  Mexico,  Hawaii,  Alaska, 
China,  Orient,  Scandinavia/Russia.  7-14  days  year 
round.  Approved  for  20-24  CME  Category  I credits 
(AMA/PRA)  and  AAFP  prescribed  credits.  Dis- 
tinguished professors.  Fly  roundtrip  free  on  Carib- 
bean, Mexican  and  Alaskan  cruises.  Excellent 
group  fares  on  finest  ships.  Registration  limited. 
Pre-scheduled  in  compliance  with  present  IRS  re- 
quirements. I nformation : International  Conferences, 
189  Lodge  Avenue,  Huntington  Station,  New  York 
11746;  516  549-0869. 


MISCELLANEOUS 


Advertising  Rates  & Data:  Regular  classi- 
fied advertising  sells  for  $39.  (US  cur- 
rency) per  issue  for  50  words  or  less, 
payable  in  advance.  Display  classified  ad- 
vertising sells  for  $70.  per  column  inch, 
per  month.  A variety  of  typefaces,  logos 
and  borders  may  be  used  in  display 
classified  ads.  Ad  numbers  can  be  sub- 
stituted for  formal  addresses  upon  request 
at  no  extra  cost.  Name  and  address  of  ad 
number  listings  cannot  be  given  out  un- 
less specific  permission  to  do  so  has 
been  given.  The  advertising  office  will  not 
contact  ad  number  holders  except  by 
mail.  Federal  laws  prohibit  references  to 
race,  color,  religion,  sex,  national  origin, 
or  age  unless  bona  fide  occupational 
qualifications.  Copy  deadline  is  the  5th  of 
the  month  preceding  publication.  Send 
copy  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701 . 
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Abortion  Allernalives!  Licensed  maternity  service 
offers  residential  and  non-residential  program  with 
counseling  and  medical  plan  for  the  expectant 
mother  who  is  planning  adoption  for  her  baby. 
Costs  adjusted  to  ability  to  pay.  MARYWOOD,  510 
West  26th  Street,  Austin,  Texas  78705;  phone  512 
472-9251.  (Formerly  Home  of  the  Holy  Infancy) 

Wanted — Current  medical/scientific  libraries.  1986 
tax-deductible  donation  or  purchase.  Contact  Rod- 
ney M.  Phelps,  Esq.,  817  293-6444;  P.O.  Box  40444, 
Fort  Worth,  Texas  76140-0444. 


New  Catalog 

Post  Office  Box  37000 
Washington,  D.C.  20013 


Texas  Medicine 


Tell  Your  Patients  About 


The 

Medical  Liability  Crisis 

Many  of  your  patients  are  read- 
ing and  hearing  daily  about  the 
professional  liability  insurance 
crisis.  This  new  brochure  can 
help  you  tell  your  patients  the 
medical  side  of  the  story.  It  de- 
scribes the  impact  the  crisis  is 
having  on  health  care  costs  and 
on  access  to  health  care  and  the 
courts,  and  offers  suggestions  for 
easing  the  crisis. 

The  brochure  was  prepared  by 
TMA  to  be  used  in  waiting 
rooms.  It  is  free  to  TMA  mem- 
bers. Please  order  in  increments 
of  50. 


Please  send  me copies 

of  the  brochure,  "The  Medical 
Liability  Crisis:  The  Cure  Is  In 
Working  Together." 

I am  interested  in  speaking  to 

nonmedical  audiences  about  the 
medical  liability  crisis  and  tort  re- 
form. Please  send  me  a copy  of 
the  speech,  "A  Liability  . . . For 
Everyone." 


Name 


Address 


City  State  Zip 

Texas  Medical  Association 
Communication  Department 
1801  North  Lamar  Blvd. 
Austin,  Texas  78701 
(512)  477-6704 


Advertising  Directory 


Air  Force 

American  College  of  Physicians 
American  Medical  Association 
American  Physicians  Life  Insurance 
American  Physicians  Insurance 
BMW  Center 

Diagnostic  Clinic  of  Houston 
Glaxo,  Inc. 

Houston  Marriott  Medical  Center 
I.  C.  System,  Inc. 

Independent  American  Savings  Association 

Kelsey-Seybold  Clinic 

Knoll  Pharmaceutical 

Eli  Lilly  & Company 

Marion  Laboratories 

The  Medical  Protective  Company 

Norwich  Eaton  Pharmaceuticals 

Patient  Medical  Records,  Inc. 

Roche  Laboratories 
Scott  and  White  Clinic 
Smith  Kline  & French 
Spring  Shadows  Glen 
Starlite  Village  Hospital 
Texas  Medical  Association 

Forecast  '87 — Winter  Conference 
Memorial  Libraiy 

Texas  Medical  Association  Insurance  Program 
Texas  Medical  Liability  Trust 
Timberlawn  Psychiatric  Hospital 
Trans-Texas  Leasing 

The  University  of  Texas  Health  Center  at  Tyler 
The  Upjohn  Company 
Vestra-Subco,  Inc. 


78 

23 
31 
20 
73 

4 

54 

36a-d 

47 

27 

25 

3rd  Cover 
35,  36 
68 
17,  18 
16 
9,  10 

24 
1,  2 

Back  Cover 
70 

2nd  Cover 
10 

94 

76 

12 

44 

Back  Cover 
62 
24 
69 

2nd  Cover 


Texas  Physicians’  Directory  79—85 

Classified  Advertising  86—88 


Volume  82  December  198b 


lAiblication  of  an  advertisement  in  TEXAS  MEDICINE  is  not  to 
be  considered  an  endorsement  or  approval  by  the  Texas  Medi- 
cal Association  of  the  product  or  service  involved 


Continuing  ^ducatioti  Cirectory^ 


COURSES 


JANUARY 

Cardiovascular  Diseases 
Jan  14-18,  1987 

FRONTIERS  OF  CARDIOLOGY  1987.  Arapahoe  Lodge,  Winter  Park, 
Colo.  Fee  $50.  Category  1,  AMA  Physician’s  Recognition  Award;  hours 
TEA,  Contact  Earl  Beard,  MD,  Section  of  Cardiology,  Kelsey-Seybold 
Clinic,  6624  Fannin,  Houston,  TX  77030  (713)  797-1551 

Obstetrics  and  Gynecology 

Jan  22-24,  1987 

8TH  BIENNIAL  CONFERENCE  ON  DISEASES  OF  THE  VULVA  AND 
VAGINA  1987.  Lincoln  Hotel  Post  Oak,  Houston.  Fee  $425  physicians, 
$225  physicians  in  training.  Category  1 , AMA  Physician’s  Recognition 
Award;  20  hours.  Contact  Carol  Soroka  or  Lila  Lerner,  Office  of  Con- 
tinuing Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Hous- 
ton, TX  77030  (713)  799-4941 

Pediatrics 

Jan  29-31,  1987 

9TH  ANNUAL  ROBERT  E.  GROSS  PEDIATRIC  SURGERY  LECIURESHIP 
Marriott  Hotel,  Medical  Center,  Houston.  Fee  $250.  Credit  TBA.  Con- 
tact Alice  Reardon,  Office  of  Continuing  Education,  The  University  of 
Texas  Medical  School,  6431  Fannin,  MSB  G.004,  Houston,  'IX  77030 
(713)  792-5346 

Psychiatry 

Jan  10,  1987 

ISSUES  IN  FATHERHOOD.  Room  D 1.600,  The  University  of  I'exas 
Health  Science  Center,  Dallas.  Fee  TBA.  Credit  TBA.  Contact  Freddie 
Heitman,  Division  of  Continuing  Education,  UTHSC7  5323  Hariy  Hines 
Blvd,  Dallas,  TX  75235  (214)  688  2166 

Radiology 

Jan  26-30,  1987 

ANATOMY  FOR  RADIOTHERAPY  FREATMENT  PLANNING.  The  Uni 
versity  of  Texas  Health  Science  Center,  San  Antonio,  Tex.  Fee  $650. 
Category  1 , AMA  Physician’s  Recognition  Award;  36  hours.  Contact 
UTHSC,  Office  of  Continuing  Medical  Education,  7703  Floyd  Curl  Dr, 
San  Antonio,  TX  78284-7980  ( 5 1 2 ) 69 1 -6295 

Sports  Medicine 

Jan  29-31,  1987 

14TH  ANNUAL  SPORTS  MEDICINE  SYMPOSIUM.  The  University  of 
Texas  Health  Science  Center,  San  Antonio,  Tex.  Fee  TBA.  Credit  TBA 
Contact  UTHSC,  Office  of  Continuing  Medical  Education,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284-7980  ( 5 1 2 ) 69 1 -6295 

Urology 

Jan  5,  1987 

RADIATION  SAFETY  OFFICER’S  COURSE.  The  University  of  Texas 
Health  Science  Center,  San  Antonio,  Tex.  Fee  $650.  Categoiy'  I , AMA 
Physician’s  Recognition  Award;  35  hours.  Contact  UTHSC,  Office  of 


Continuing  Medical  Education,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284-7980  (512)  691-6295 

Jan  15-16,  1987 

BASIC  ENDOUROLOGY.  Ft  Worth,  Tex.  Fee  $325.  Category  1,  AMA 
Physician’s  Recognition  Award;  1 hours.  Contact  Alice  Henderson,  PO 
Box  25147,  Houston,  TX  77265  (713)  791-1470 

Jan  17-18,  1987 

ADVANCED  ENDOUROLOGY.  Ft  Worth,  Tex.  Fee  $325.  Category  1, 
AMA  Physician’s  Recognition  Award;  17  hours.  Contact  Alice  Hender- 
son, PO  Box  25147,  Houston,  'IX  77265  (713)  791-1470 

Jan  25-28,  1987 

GU  PATHOLOGY  AND  RADIOLOGY.  Houston.  Fee  $225.  Category  1, 
AMA  Physician’s  Recognition  Award;  25  hours.  Contact  Monica  Smith, 
PO  Box  25147,  Houston,  TX  77265  ( 7 1 3 ) 79 1 - 1 470 


FEBRUARY 
Anesthesiology 
Feb  5-7,  1987 

2ND  SAN  ANTONIO  INTERNATIONAL  SYMPOSIUM  ON  NEURO- 
ANESTHESLA.  Four  Seasons  Hotel,  San  Antonio,  Tex,  Fee  $390,  Cate- 
goiy 1 , AMA  Physician’s  Recognition  Award;  1 4 hours.  Contact  UTHSC, 
Office  of  Continuing  Medical  Education,  7703  Floyd  Curl  Dr,  San  An- 
tonio, 'IX  7828^-7980  ( 5 1 2 ) 69 1 -6295 

Feb  27-28,  198"' 

REFRESHER  COURSE  IN  ANESTHESIOLOGY.  Lubbock  Memorial  Civic 
Center,  Lubbock,  'fex.  Fee  'LBA.  Categoiy  1,  AMA  Physician’s  Recogni- 
tion Award;  hours  LBA.  Contact  Vicki  Hollander,  Office  of  Continuing 
Medical  Education,  Texas  'fech  University  Health  Sciences  Center,  Lub- 
bock, 'IX  79430  (806)  743-2929 

Cardiology 

Feb  7,  1987 

VEN  I'RICUIAR  I’ACm  ARRIDTHMIA  UPDATE.  Loews  Anatole  Hotel, 
Dallas.  Fee  $75.  Credit  TBA.  Contact  Ann  Parchem,  Division  of  Con- 
tinuing Education,  UTHSC,  5323  Harry'  Hines  Blvd,  Dallas,  'TX  75235 
(214)688-2166 

General  Medicine 

Feb  7-14,  1987 

MEDICINE  OF  DIVING.  Bonaire,  Netherlands  Antilles.  Fee  $450.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  25  hours.  Contact  Helen 
furcotte.  Medical  Seminars,  Inc,  11107  Wurzbach  Rd,  One  Elm  Place, 
Suite  204,  San  Antonio,  TX  78230  ( 512  ) 690-1005 

Feb  25.  1987 

FOOD  AND  SUBS  TANCE  EFFEC'FS  ON  BRAIN  AND  BEHAVIOR;  SCIEN- 
FIFIC,  MEDICAL  AND  PR,3CT1CAL  FOUNDATIONS.  Hilton  Hotel,  San 
Antonio,  Tex.  Fee  $50  symposium,  $90  conference,  $40  per  day.  Credit 
TBA.  Contact  John  Wacker,  Association  for  Children  and  Adults  With 
Learning  Disabilities,  10848  Strait  Lane,  Dallas,  'TX  75229  (214) 

368-0 1 50 

Feb  28  March  1,  lOh"^ 

8TH  ANNUAL  GERIATRIC  MEDICINE  CONFERENCE.  The  University 
of  Texas  Health  Science  Center,  San  Antonio,  Tex.  Fee  TBA.  Credit 


Texas  Medicine 


TBA.  (AMitact  I' ruse:,  Otticc  of  Contimiiii}'  Medical  liducation, 

Floyd  Curl  Dr,  San  ,\ntr)nio,  I'X  ^828  t ^980  ( S I 2 ) 69 1 629S 

Hematology/Oncology 

Fch  2^-.March  I,  1987 

3RI)  ANNUAl.  c;CRRF;N  F CONCFFFS  IN  .MANA(.FMFN  F OF  CANCFR 
Sheraton  Beach  Resort,  .South  Padre  Island,  lex.  Fee  SI  20  Category  I, 
AMA  Physician’s  Recognition  .Award;  10  hours.  Contact  Martha  Berlin. 
Learning  C:enter,  J-Ar,  Oftiee  of  Continuing  Fducation,  I he  Cniversity 
of  Texas  .Medical  Branch.  Cialveston,  FX  ""SSO  2^82  (409)  "’61-29.3  i 

Neurology 

Feh  131-f,  198" 

NEl'ROl.CXA : AN  I PIMTF  Ff)R  I MF  PRIMARY  CARF  PHA  SICIAN 
Houstonian  Hotel.  Houstt)n  Fee  I'BA.  Credit  I'B.A.  Contact  .Alice 
Reardon,  llie  University  of  Fexas  Medical  School,  64,31  Fannin,  .MSB 
G.OO-t,  Houston,  TX  —’030  ("’13  ) "’92-3346 

Neurosurgery 

Feb  23-2^,  198~ 

3RD  ANNUAl.  NEllRO  I RAUMA  CONFERENCE  VC  estin  C,alleria  Hotel, 
Houston.  Eee  S293  physicians,  S200  nonphysicians.  Credit  1 BA.  Con- 
tact Alice  Reardon,  Office  of  Continuing  Education,  Fhe  University  of 
Texas  .Medical  School.  64.31  Fannin  St,  MSB  C.OO-i,  Houston.  TX  7"’030 
("I  3)  •’92-3346 

Otolaryngology 

Feb  21,  198^ 

SLEEP  APNEA.  .'Vlarriott  Hotel  Medical  Center,  Houston.  Fee  FBA. 

Credit  FBA.  Contact  Carol  Soroka  or  Vicki  Forgac,  Office  of  Continuing 
Education,  Baylor  College  of  .Medicine,  One  Baylor  Plaza,  Houston,  FX 
77030  (713)  ■’99-6020 

Pathology 

Feb  12-13,  1987 

3TH  ANNUAL  CA  TOPATHOLOC.Y  REVIEW  COURSE.  Lincoln  Hotel- 
Post  Oak.  Houston.  Fee  S423  physicians,  S AOO  residents  and  cyto- 
pathologists.  Category  1,  AMA  Physician'.s  Recognition  Award;  31 
hours.  Contact  Vicki  Forgac  or  Carol  Soroka,  Office  of  Continuing  Edu- 
cation, Baylor  College  of  Medicine,  One  Baylor  Plaza.  Houston,  FX 
77030  ( ■^1,3)  ■’99-6020 

Plastic  Surgery 

Feb  13-14,  lOB- 

BASIC  RHlNOPljAS'lV  Room  D1  600,  Fhe  Lffiiversity  of  Fexas  Health 
Science  Center.  Dallas  Fee  S.300  physicians,  S200  residents  Category  1, 
AMA  Physician’s  Recognition  Award;  1 3 hours  Contact  Ann  Parchem, 
Division  of  Continuing  Education,  3323  Harry  Hines  Blvd.  Dallas,  FX 
'3233  (214)688-2166 

MARCH 

Allergy 

March  4-8,  198' 

198'  PAN  AMERICAN  ALLER(,Y  .SOCIE'IT  ANNIIAI.  TR/\1N1NG 
COURSE  AND  SEMINAR  Four  Sea.sons  Hotel,  .San  Antonio,  Tex.  Fee 
S413  members  course  and  seminar,  S483  nonmembers  course  and 
seminar.  Credit  FBA;  31  hours.  Contact  Betty  Kxililer,  Pan  American 
Allergy  Society,  229  Parking  Way,  Dike  Jackson.  TX  77366  ( 409  ) 
297-8964 

March  13-13,  198' 

SOin  HWE.S  F ALLF.R(,Y  FORUM  Westin  Paso  del  Norte  Hotel,  El  Paso, 
lex.  Fee  Si 30  Categort’  I.  AMA  Physician's  Recognition  Award;  12 
hours.  Contact  Edward  Egbert.  MD,  I'OO  Curie  Dr,  El  Paso,  FX  '9902 
(913)  333-3621 

Family  Medicine 

.March  19-22,  198' 

12TH  ANNl’AF  FAMILY  PlUXC  l IC  E REVIEW  Marriott  on  the  Rivervcalk, 


San  Antonio,  l ex  Fee  FBA.  Credit  FBA.  Contact  Fhe  University  of 
Fexas  Health  Science  Center,  Office  of  Ciontinuing  Medical  Education, 
7'03  Floyd  Curl  Dr,  .San  Antonio,  FX  '8284-7980  (312)  691  6293 

Obstetrics  and  Gynecology 

•March  1-7,  198' 

UPDA  l E 8';  OFFICE  OBS  l E 1 RICS  AND  CiYNECOl.OGY.  .Shadow  Ridge 
Resort  and  Conference  Center,  Park  City,  lUali  Fee  FBA.  Credit  'FBA. 
Contact  Charlene  Lee,  Ciommunications  Specialist,  Scott  and  White  Me- 
morial Hospital,  2401  S 31st  St,  Femple,  FX  76308  (817)  774-4073 

March  3 8,  198' 

I ACO  III  3RD  TEXAS  ANE.STHF.SIA  CONFERENCE  FOR  OBSTETRICS. 
Intercontinental  Hotel.  Houston.  Fee  $260  physicians,  $160  CRNAs. 
Credit  FBA,  l4  hours.  Contact  Pat  Joynton,  6431  Fannin,  MSB  G.0()4, 
Houston,  FX  "0  30  ('13)  '92-3346 

■March  2'  28,  1987 

CfiRRENT  CONCEPTS  IN  OBSTETRICS  AND  GATVECOLOGY  Inn  on 
the  Park.  Houston.  Fee  TBA.  Credit  I’BA;  16  hours.  Contact  Lila  l.erner 
or  Vicki  Forgac,  Office  of  Continuing  Education,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  Houston,  FX  77030  (713)  799-6020 

March  28,  1987 

C;i  RRENT  CLINICAL  PRACTICE  IN  OBSTETRICS  AND  GYNECOLOGY. 
Registiy  Hotel,  Dallas.  Fee  TBA.  Category  1,  AMA  Physician’s  Recogni- 
tion Award;  6 3 hours.  Contact  Diane  Pitkin,  Continuing  Medical  Edu- 
cation, St  Paul  Medical  Center,  3909  Harry  Hines  Blvd,  Dallas,  TX 
'3233  (214)  8'9-3'’89 

Ophthalmology 

March  20-22,  198' 

CLINICAL  ADVANCES  IN  OPHTFIALMOLOGY  FOR  THE  PRACTICING 
OPH  FHAL,MOLOGIST  Houstonian  Hotel,  Houston.  Fee  $230  physi- 
cians; $123  non  Baylor  residents  and  fellows.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  13  hours.  Contact  Vicki  Forgac  or  Carol  So- 
roka, Office  of  Continuing  Medical  Education,  Room  184-A,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713) 
'99-494 1 

Pathology 

March  6,  198' 

DRIIG  FES  LING:  MEDICAL,  LEGAL,  ANALATICAL  ASPECTS.  Location 
FBA,  Houston.  Fee  TBA.  Credit  TBA.  Contact  Vicki  Forgac,  Office  of 
Ciontinuing  Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston.  IX  "030  ('13)  799-6020 

.March  9 13,  198' 

Cl'RREN  F CONCEPTS  IN  TOXICOLOGY  The  University  of  Texas 
Health  .Science  Center,  San  Antonio,  Tex.  Fee  TBA.  Category  1,  AMA 
Physician’s  Recognition  Award;  33  hours.  Contact  UTHSC,  Office  of 
Continuing  .Medical  Education,  '703  Floyd  Curl  Dr,  San  Antonio,  TX 
'828a-'980  ( 312  ) 691  6293 

Physical  Medicine  and  Rehabilitation 

March  2 12,  198' 

21S  F COMPREHENSIVE  REVIEW  COURSE  IN  PHYSKiAL  MEDICINE 
AND  RF.HABILFI  A'FION  Marriott  Hotel-Medical  Center,  Houston.  Fee 
$443  Credit  FBA.  Contact  Carol  Soroka  or  Lila  Lerner,  Office  of  Con- 
tinuing Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Hous- 
ton. TX  ■’7030  ('13)  799-6020 

Urology 

■March  20-22,  198' 

AMERICAN  UROLOGICAL  ASSOCIATION  .SOUTH  CENTRAL  SECTION 
SEMINAR.  Houston  Fee  $300.  Category  1,  AMA  Physician’s  Recogni- 
tion Award;  29  hours.  Contact  Elizabeth  Smith,  PO  Box  23147,  Hous- 
ton, FX  77263  (713)  791 -14'’() 
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APRIL 

Arthritis  and  Rheumatism 

April  24,  198"" 

THE  ST  PAUL  TEACHING  DAY  IN  RHEUMAI  IC  DISEASES  Dallas.  Con 
tact  Diane  Pitkin,  Continuing  Medical  Education,  St  Paul  Medical  Cen- 
ter, 5909  Harr\’  Hines  Bird,  Dallas,  TX  752.55  (214)  8"’9-.5^89 

Family  Medicine 

April  6 11,  1987 

FAMILY  PRACTICE  REVIEW  1987,  Galveston,  Tex  Ciontact  Gayle 
Norris,  Learning  Center,  J-. 54,  Office  of  Continuing  Education,  The  Uni- 
versity of  Texas  Medical  Branch,  Galveston,  I’X  ■'755()-2"’82  ( r09  ) 
761-2954 

April  27-May  1,  1987 

1 ITH  ANNUAL  REVIEVL  COURSE  IN  FAMILY  PRACTICE  Houston 
Contact  Lila  Lerner.  Office  of  Continuing  Medical  Education.  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Hou.ston.  TX  ■'"’050  (~I5) 
799-6020 

General  Medicine 
April  11,  1987 

DIABETES  UPDATE.  Dallas.  Contact  Diane  Pitkin,  Continuing  .Medical 
Education,  St  Paul  Medical  Center,  5909  Harr)'  Hines  Blvd.  Dallas,  IN 
75255  (214)  879-5789 

April  25-24,  1987 

OCCUPATIONAL  LUNG  DISEASE.  Location  TBA  Contact  Vicki  Forgac 
or  Lila  Lerner,  Office  of  Continuing  Education,  Baylor  College  of  .Medi- 
cine. One  Baylor  Plaza,  Hou.ston,  TX  "^7050  ( ^ 1 5 ) '’99-6020 

Internal  Medicine 

April  27-50,  1987 

INTENSrVT-  REVIEW  OF  INTERNAL  MEDICINE  Dallas.  Contact  Ann 
Parchem,  Division  of  Continuing  Education,  The  University  of  Texas 
Health  Science  Center,  5525  Harry  Hines  Blvd,  Dallas,  TX  "'52.55  (214) 
688-2166 

Pediatrics 

April  5-4,  1987 

PEDIATRIC  POSTGRADUATE  SYMPOSIUM  Houston  Contact  Carol 
Soroka,  Office  of  Continuing  Education,  Baylor  Ciollege  of  Medicine, 
One  Baylor  Plaza,  Houston,  EX  ■'■’0,50  (■’15)  799-6020 

April  10-12,  1987 

24TH  ANNUAL  PEDIATRICS  FOR  THE  PRACTITIONER  San  Antonio, 
Tex.  Contact  The  University  of  Texas  Health  Science  Center,  Office  of 
Continuing  Medical  Education,  7705  Floyd  Curl  Dr,  San  Antonio,  TX 
78284-7980  ( 5 1 2 ) 69 1 -6295 

April  22-25,  1987 

SATVIPOSIUM  ON  OPTIONS  IN  MANAGING  CHILDREN  WLI  H INFEC 
TIONS/7TH  ANNUAL  NATIONAL  PEDIATRIC  INFECTIOUS  DISEASE 
SEMINAR.  I.as  Vegas.  Contact  Marian  Troup,  Department  of  Pediatrics. 
The  University  of  Texas  Southwestern  Medical  School,  5525  Hariy 
Hines  Blvd,  Dallas,  TX  ''52.55  ( 2 1 4 ) 688-54,59 

Sports  Medicine 

April  9-11,  1987 

2ND  ANNUAL  S’i’MPOSIliM  ON  REHABILITATIVE  SPORTS  MEDICINE 
Houston.  Contact  Lila  Lerner  or  Vicki  Forgac,  Office  of  Continuing 
Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
770.50(715)799-6020 

Surgery 

April  6-8,  1987 

GARY  P.  WRATTEN  SURGICAL  S't'MPOSIUM  El  Paso,  Tex.  Contact  Col 
Silverio  Cabellon,  Jr,  Chief,  General  Surger>'  Service,  William  Beaumont 
Army  Medical  Center,  El  Paso,  TX  79920  5001  (915)  569-2698  or 
(915)  569-2621 


MAY 

Family  Medicine 

May  50,  198^ 

FA.MILY  PRACTICE:  CLINICAL  APPROACHES  TO  COMMON  PROB- 
LEMS. Dallas.  Contact  Linda  Spino,  PhD,  Department  of  Family  Practice 
and  Community’  Medicine,  UTHSC,  5525  Harry  Hines  Blvd,  Dallas,  TX 
-5255  (214)  688-2154  or  (214)  688-2166 

General  Medicine 

May  9,  198"’ 

MANAGEMENT  OF  MYOCARDIAL  INFARCTION  IN  THE  COMMU- 
NITY HOSPITAL.  Dallas.  Contact  Diane  Pitkin,  Continuing  Medical 
Education,  St  Paul  Medical  Center,  5909  Harrt’  Hines  Blvd,  Dallas,  TX 
•'5255  (214)  879-5'89 

May  20,  198'' 

12TH  ANNUAL  INFECTIOUS  DISEASES  SEMINAR  Wyndham  Hotel, 
Dallas.  Contact  Diane  Pitkin,  Continuing  Medical  Education,  St  Paul 
Medical  Center,  5909  Hany  Hines  Blvd.  Dallas,  TX  -5255 

Internal  Medicine 

May  26-29,  198- 

lOTH  ANNUAL  UPDATE  IN  INTERNAL  MEDICINE.  Dallas.  Contact  Ann 
Parchem,  Division  of  Continuing  Education,  The  University'  of  Texas 
Health  Science  Center,  5.525  Harry  Hines  Blvd,  Dallas,  TX  75255  (214) 
688-2166 

Pathology 

May  U-16,  198- 

CURREN  I ISSUES  IN  SURGICAL  PATHOLOGY,  VI.  Dallas.  Contact  Ann 
Parchem,  Division  of  Continuing  Education,  The  Ltniversity  of  Texas 
Health  Science  Center,  5.52,5  Hany  Hines  Blvd,  Dallas,  TX  75255  (214) 
688-2166 

Physical  Medicine  and  Rehabilitation 

May  7-9,  198- 

5TH  ANNIIAL  CHRONIC  PAIN  COURSE:  EVALUATION  AND  MANAGE- 
MENT. Houston.  Contact  Vicki  Forgac  or  Lila  Lerner,  Office  of  Continu- 
ing Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston, 
IX  7-0  50  (■'15)  799-6020 


JUNE 

Orthopedic  Surgery 

June  5-7,  198- 

SOUTHWESTERN  ORTHOPEDIC  SURGERY  REVIEW  Location  TBA. 
(iontact  June  Bovill,  Division  of  Continuing  Education,  The  University' 
of  Texas  Health  Science  Center,  5525  Harry  Hines  Blvd,  Dallas,  TX 
75255  (214)  688  2166 

Otolaryngology 

June  18-20,  1987 

18TH  ANNUAL  OTOIXR’YNGOLOGY  CONFERENCE  Galveston,  Tex. 
Contact  Martha  Berlin,  Office  of  Continuing  Education,  Learning  Cen- 
ter, J-54,  The  L'niversity  of  Texas  Medical  Branch,  Galveston,  TX 
7-550-2-82  (409)  -61-2954 

Pediatrics 

June  8-12,  1987 

ACUTE  CARE  PEDIATRICS:  REVIEW  AND  UPDATE  OF  THE  STATE  OF 
THE  ART.  Hilton  Head  Island,  SC.  Contact  Lila  Lerner  or  Carol  Soroka, 
Office  of  Continuing  Medical  Education,  Baylor  College  of  Medicine, 
Texas  Medical  Center,  Houston,  TX  770.50  (-1 5)  799-4941 

June  1115,  1987 

198-  ANNIIAL  PEDIATRIC  REVIEW  AND  UPDATE,  Galveston,  Tex. 
Contact  Gayle  Norris.  Office  of  Continuing  Education,  Learning  Center, 
J-.54,  The  University'  of  Texas  Medical  Branch,  Galveston,  TX 
77550-2-82  ( 409 ) -61 -2954 
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REGHLARIY  SCHEDULED  ACTIVITIES 


Monihu’-Friday 

POSTGRADUATE  ViORKSIIOI’  IN  NFURORADIOIXK.Y  ( Date  assigned 
by  individual  request  ) Methodist  Hospital,  Houston.  Fee  SaSt).  c;ate- 
gory  1,  AMA  Physieian's  Recognition  Award;  at)  hours.  C.ontaet  Vieki 
Forg;ic,  Oftiee  of  C.ontinuing  Fdueation  IHa-.A,  I!a>  lor  Catllege  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  FX  (''1.^)  799-6021) 

Monday-Friday 

POSTCiRADUATF  W ORKCOl'RSF  IN  DIAGNOSTIC:  Ul.'I  RASOUND 
(Date  assigned  by  individual  request. ) Ben  Faub  (ieneral  Hospital, 
Houston.  Fee  SCiOO.  C:ategory  1,  AMA  Physieian's  Recognition  Award; 

40  hours.  C:ontaet  \’ieki  Forg;ic,  Office  of  Continuing  Education  IHa-A, 
Baylor  College  of  Medieinc,  One  B;tylor  Plaza,  Houston,  ITC  ~^()30 
(^13)  ^99-6020 

Tuesdays,  1 2 pm 

MEDIC'.AI,  .\ND  SURCiIC'.Al.  RF\’1F\X’S.  Sierra  Medical  Center,  El  Paso, 
Tex.  Categorc'  1,  AMA  Physician's  Recognition  Award;  1 hour  weekly. 
Contact  M.  Nazemi,  MD,  Sierra  Medical  C:enter,  lf)23  Medical  Center 
Dr,  El  Pa.so,  FX  ~9902 

Tuesd;tys  ( all  but  last  Tuesday  of  each  month  ) 

SI>R(;ic:aI.  C;RAND  ROliNDS.  Board  Room,  Brackenridge  Hospital,  Aus- 
tin, Tex.  Free.  c:ategor)'  1,  AMA  Physician's  Recognition  Award;  1 hour 
session.  Contact  Nancy  Str;indhagen,  Surgerv’  Education,  C;cntral  Texas 
Medical  Foundation,  601  E 1 Sth  St,  Austin,  TX  "’870 1 (312)  476-6461 
ext  31  ■’2 

Thursdays.  8 am 

INTERNAL  MEDICINE  CiRAND  RC41INDS  Brackenridge  Hospital,  Aus- 
tin, Tex.  Category-  1,  A.MA  Physician's  Recognition  Award;  1 hour 
weekly.  c:ontact  lanna  Ashford,  C'-entral  Texas  Medical  Foundation, 

1300  East  Ave,  Austin,  ITC  ■'8'’0I  (312)  480-1869 

Thursday-Friday 

POSTGRADUATE  \X  C4RKSHOP  IN  REAI  TIME  OBSTETRICAL  lil.'FRA 
SONOGRAPI-IA'  ( Date  a.ssigned  by  individual  request. ) Jefferson  Davis 
Hospital,  Houston.  Fee  S3''3.  Categor)’  1,  AMA  Physician’s  Recognition 
Award:  16  hours;  ACiOG.  16  cognates.  Contact  Vicki  Forgac,  Office  of 
Continuing  Education  184-A,  Baylor  College  of  Medicine,  (4ne  Baylor 
Plaza,  Houston,  TX  ^'’030  (713)  799-6020 

Fridays,  1 2 pm  ( 2nd  and  4th ) 

TEACHING  CASE  CONFERENCE  Park  Place  Hospital,  Port  Arthur,  Tex. 
Categorv’  1,  AMA  Physician's  Recognition  Award;  2 hours  monthly 
Contact  Phil  Newman,  MD,  Box  1648,  Port  .Arthur,  TX  ‘^■’640  ( 409  ) 
983-4951 

Saturdays,  9 am- 12  pm  (Oct  23.  l986  May  2,  1987) 

RINDAAIENTAUS  OF  PRACTICAL  THERAPEUTICS.  Cullen  Auditorium, 
Baylor  College  of  Medicine,  Houston  Fee  S293  physicians,  SlOO  resi- 
dents and  fellows.  Category’  1,  AMA  Physician’s  Recognition  Award.  ~!Z 
hours.  AAFP  prescribed  Cont;)ct  Tamara  Greiner,  Office  of  Continuing 
Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  IX 
77030  (■’13)  -99-6020 

Date  assigned  by  individual  request 

POSTGRADUATE  \X  C4RKSHOP  IN  CLINICAL  NMR.  Biomedical  NMR 
Center.  Baylor  College  of  Medicine,  Houston  Fee  SI. 000;  $300  lecture 
series  only.  Categorv-  1,  AMA  Physician's  Recognition  Award;  40  hours. 
Contact  X'icki  Forgac,  Office  of  Continuing  Education  184-A,  Baylor 
College  of  .Medicine,  One  Baylor  Plaza,  Houston,  IX  7'’030  (-13) 
799-6020 

Date  assigned  by  individual  request 

POSTGRADUATE  VCORKSHOP  IN  ,MR1  AND  SPECTROSCOPY  Bio- 
medical NMR  Center,  The  Woodlands,  Fex.  Fee  S800  physicians,  S4OO 
residents  and  fellows.  Categorv-  1,  AMA  Physician’s  Recognition  Award; 
33  hours.  Connict  Tamara  Greiner,  Office  of  Continuing  Education, 
Baylor  College  of  .Medicine,  One  Baylor  Plaza,  Houston,  TX  '’7030 
(713)  799-6020 

Date  assigned  by  individual  request 

VISITING  FELLOVC'SHIP  IN  MRI  The  Methodist  Hospital,  Houston  Fee 
$1,000  physicians;  $300  residents  and  fellows.  Category  1,  AMA  Physi- 


cian’s Recognition  Award;  40  hours.  Contact  Famara  Greiner,  Office  of 
Continuing  Eilucation,  Bai  lor  College  of  Medicine,  One  Baylor  Plaza, 

I louston,  TX  770  30  (-13)  -99  6020 

Date  ;issigned  bv  individual  request 

MICROSURGERY  COURSE  Microsurgerv'  L;ib,  Room  4431;,  Baylor  Col- 
lege of  Medicine,  Houston  Fee  S I ,()()()  physicians  for  4()  hours;  $1,600 
physicians  for  80  hours;  $800  residents  anti  fellows  for  4O  hours; 
$1,200  residents  and  fellows  for  80  hours.  Category  1,  AMA  Physician’s 
Recognition  Award  Cont;tct  Monica  joerger,  Microsurgerv'  Lab,  Room 
443E,  Baylor  f;ollege  of  .Medicine,  Houston,  FX  77030  (-I3)  799-4336 


TELECONFERENCE  NETWORK  OF  TEXAS 


Everv'  other  Fhursday,  12:30  pm 

CLINICAL  TOPICS  IN  MEDICINE.  The  University  of  Fexas  Health  Sci- 
ence Center,  San  Antonio,  Tex,  ;ind  teleconference  network  sites.  Fee 
$35  program,  hospital  subscription  program.  Category'  1,  AMA  Physi- 
cian's Recognition  .Award.  C;ontact  Phyllis  Wood,  Acting  Director,  Tele 
conference  Network  of  Texiis,  7703  Floyd  Curl  Dr,  San  Antonio,  IX 
-8284  (312)  691-7291 


CALENDAR  OF  MEETINGS  ■ Denotes  Texas  Meetings 


DECEMBER 

AMERICAN  ACADEiMY  OF  DERMA'FOLOGY  ANNUAL  MEE'FING,  New 
Orleans.  Dec  6-11,  1986  Thomas  Stiuka,  Director,  Member  Services, 
PO  Box  31  16,  Evanston,  11.  60204-31 16 

AMERICAN  MEDICAL  ASSOCIATION  INTERIM  MEETING,  Las  Vegas, 
Dec  --10,  1986  Feli.x  Niespodziewanski,  333  N Dearborn  St,  Chic;tgo, 
IL  60610(312)643-439'’ 

IN  1 ERNATIONAL  f;ONFERENCE  ON  HYPERTENSION  IN  I HE 
ELDERLY,  Orlando,  Fla,  Dec  10-12,  1986.  Collene  Cuervo,  Conference 
Development  Director,  International  Exchange  Center  on  Gerontology, 
University  of  South  Florida,  PO  Box  3208,  Tampa,  FL  33620  (813) 
974-2383 


JANIARY 

3TH  ANNIIAI.  SOU'FHWEST  REGIONAL  HEAD  INJURY  SYMPOSIUM. 
C;ancun,  Mexico,  Jan  14-18,  1987.  X'ictoria  Bern-,  1 106  XX'  Dittmar,  Aus- 
tin, TX  -8743  l-8()()-232-28-8 

AMERICAN  ACADEMY  OF  PSYCHOANALYSIS  ANNUAL  MEETING, 

New  York,  Jan  13  18,  198-.  Mv  ron  Gluckman,  MD,  Chairman,  Commit- 
tee on  Programs,  30  East  4()th  St , Suite  608,  New  York,  NY  10016 
(212)629-4103 

■AMERICAN  COLLEGE  OF  SURGEONS,  .SOUTH  TEXAS  CHAFFER  AN- 
NIIAI.  MEETING,  Houston,  Jan  29-31,  198“’.  Edward  .Saltzstein,  MD,  De- 
partment of  Surgety',  Fexas  Tech  University  Health  Sciences  f;enter, 
4800  Alberta  .St,  El  P;tso,  TX  -9903  (913)  333-3020,  ext  284 

AMERICAN  DIABETES  ASSOCIATION  MEETING,  Orlando,  Fla,  Jan 
26-28,  198-.  Andrea  Simon,  1660  Duke  St,  Alexandria,  X'A  22314  ( 703  ) 
349-1300,  I 800-232-3472 

AMERICAN  SOCIETY  FOR  GAS  FROINTESTINAL  ENDOSCOPY  IN 
TERIM  POSTGRADUAI  E COURSE.  XX’ashington,  DC,  Jan  30  Feb  1, 

1987  vx'illiam  Maloney,  Executive  Director,  13  Elm  St,  Manchester,  MA 
01940  ( 61 -)  927-83.30 

AMERICAN  SOCIE'IV  FOR  SURGERY  OF  FHE  HAND  \X  IN  FER  MEET- 
ING. S;in  Fnincisco,  J;in  19-21,  1987.  A.S.SH,  .3023  S P;trker  Rd,  Suite  63, 
Aurora,  CO  80014 
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AMERICAN  SOCIETY  OF  ABDOMINAL  SURGEONS  ANNUAL  MEET- 
ING, Tampa,  Fla,  Jan  29-31,  1987.  Blaise  Alfano,  MD,  675  Main  St, 
Melrose,  MA  02176  (617)  665-6102 

■TEXAS  SOCIETY  OF  PATHOLOGISTS  ANNUAL  MEETING,  Arlington, 
Tex,  Jan  30-Feb  1,  1987.  Iris  Wenzel,  Texas  Medical  Association,  1801 
N I,amar  Blvd,  Austin,  TX  78701  (512)  477-6704 


FEBRUARY 

■ 1 ITH  ANNUAL  CONFERENCE  ON  ALCOHOLISM  AND  DRUG  ABUSE, 
El  Paso,  Tex,  Feb  4-6,  1987.  Vicki  Hollander,  Office  of  Continuing  Medi- 
cal Education,  Texas  Tech  University  Health  Sciences  Center,  Lubbock, 
TX  79430  (806)  473-2929 

12TH  INTERNATIONAL  JOINT  CONFERENCE  ON  STROKE  AND 
CEREBRAL  CIRCULATION,  Tampa,  Fla,  Feb  26-28,  1987.  Leonard 
Cook,  American  Heart  Association,  7320  Greenville  Ave,  Dallas,  TX 
75231  (214)  750-5437 

AMERICAN  ACADEMY  OF  ALLERGY  AND  IMMUNOLOGY  43RD  AN- 
NUAL MEETING,  Washington,  DC,  Feb  20-25,  1987.  Donald  McNeil  or 
Richard  Iber,  61 1 E Wells  St,  Milwaukee,  WI  53202  (414)  272-6071 

AMERICAN  GROUP  PSYCHOTHERAPY  ASSOCIATION  ANNLIAL  MEET 
ING,  New  Orleans,  Feb  3-7,  1987.  Todd  Zegel,  25  E 21st  St,  6th  Floor, 
New  York,  10010(212)477-2677 

AMERICAN  PHYSICAL  THERAPY  ASSOCIATION  COMBINED  SEC- 
TIONS MEETING,  Atlanta,  Feb  12-15,  1987.  Bonnie  Polvinale,  1 1 1 1 N 
Fairfax  St,  Alexandria,  VA  22314  (703)  684-2782 

AMERICAN  SOCIETY  FOR  PARENTERAL  AND  ENTERAL  NUTRITION 
1 ITH  CLINICAL  CONGRESS,  New  Orleans,  Feb  1-4,  1987  Kelly  Tilton, 
ASPEN,  8605  Cameron  St,  Suite  500,  Silver  Spring,  MD  20910  (301 ) 
587  6315 

■TEXAS  ASSOCIATION  OF  OBSTETRICS  AND  GYNECOLOGY  ANNUAL 
MEETING,  Fort  Worth,  Tex,  Feb  25-28,  1987.  Robert  Wernecke,  MD, 
#403  Medical  Park  Tower,  1301  W 38th  St,  Austin,  TX  78705  (512) 
454-5221 

UNIVERSITY  ASSOCIATION  FOR  EMERGENCY  MEDICINE  ANNUAL 
RESEARCH  SYMPOSIUM,  Clearwater  Beach,  Fla,  Feb  21-24,  1987.  Mary 
Ann  Schropp,  900  W Ottawa,  I,ansing,  MI  48915  (517)  485-5484 

■TEXAS  MEDICAL  ASSOCIATION  WINTER  CONFERENCE,  Austin, 
Feb  6-8,  1987.  C.  Lincoln  Williston,  1801  N Lamar  Blvd,  Austin,  TX 
78701  (512)  477-6704 


READING  MEDICINE’S  FUTURE 

As  a physician,  tough  decisions  in  high 
pressure  situations  are  your  specialty.  Your 
patients  depend  on  that. 

Your  future  as  a doctor— and  the  future  of 
your  profession— also  depend  on  the 
outcome  of  tough  decisions  made  in  high 
pressure  situations. 

Major  issues  facing  you  and  our  nation's 
health  care  system  are  the  focus  of  the 
Texas  Medical  Association's  1987  Winter 
Conference. 

The  program  includes  prominent  speakers, 
panel  discussions,  breakout  sessions, 
postgraduate  courses,  and  a very  special 
evening  pre-conference  practice  manage- 
ment program. 

Mark  your  calendar  now  and  watch  your 
mail  for  more  details  about  Forecast  87: 

Reading  Medicine's  Future. 

Texas  Medical  Association 
1987  Winter  Conference 
February  7, 1987 
9 a.m.  to  5 p.m. 

La  Mansion  Hotel,  Austin 


Texas  Medicine 


PHYSICIANS 


Enjoy  the  benefits  of  group  practice  with 
some  of  the  nation’s  top  medic^  professionals, 


in  one  of  Houston’s 
largest  multi-specialty  clinics: 
Kelsey-Seybold  Chnic,  P.A. 


Since  1949,  Kelsey-Seybold 
Clinic  in  the  Texas  Medical 
Center  has  provided  quality, 
personalized  medical  care. 
Our  growth  proves  our  suc- 
cess; Today,  we  operate 
clinics  in  9 locations,  and  we 
provide  medical  services  for 
private  industry  and  three 
government  contracts.  At  our 
Medical  Center  Clinic,  over 
80  physicians  practice  more 
than  35  specialties  and 
subspecialties. 


Kelsey-Seybold  Clinic  is 
actively  recruiting  primary 
care  physicians:  Family 
Practice,  OB/GYN  and  Pedi- 
atrics. If  one  of  these  is  your 
specialty,  consider  the  oppor- 
tunities with  us.  You’ll  prac- 
tice medicine  in  unsurpassed 
facilities,  receive  an  excellent 
starting  salary,  an  excep- 
tional benefits  package  and 
become  part  of  a rapidly 
expanding  practice. 


Are  you  one  of  the  special 
physicians  we’re  looking  for? 

Find  out.  Send  your  Curriculum 
Vitae  and  cover  letter  to: 

Robert  A.  Payne, 

Executive  Director 
Kelsey-Seybold  Clinic,  P.A. 
6624  Fannin  Street 
Houston,  Texas  77030 
(713)  797-1551 

Kelsey-Seybold  Clinic,  P.A.  is  an 
equal  opportunity  employer  m/f/h. 


SCOTT&WHITE 


Texas  A&M  University 
College  of  Medicine 


THIRD  ANNUAL 
BIOETHICS  CONFERENCE 

“FRUSTRATIONS  IN 
HEALTH  CARE” 

A Conflict  Between  Realistic 
and  Unrealistic  Expectations 

Cultural  Activities  Center 
Temple,  Texas 

January  16,  1987 


UPDATE  ’87: 
OFFICE  GYNECOLOGY 
AND 

OBSTETRICS 

Shadow  Ridge  Resort  and 
Conference  Center 
Park  City,  Utah 

March  1-7,  1987 


For  more  information  or  to  register  contact:  OfiHce  of  Continuing  Medical  Education,  Scott  and  White,  Temple, 
Texas  76508,  (817)  774-4073. 


Timberlawn  Psychiatric  Hospital 


• 206  Inpatient  Beds 

• Day  Hospital 

• Outpatient  Psychiatric  Services 

• Department  of  Child  and 
Adolescent  Psychiatry 

• Family  Assessment  Center 

• Child  Residency  Program 


• Psychiatric  Residency  Program 

• Psychiatric  Evaluation 

• Substance  Abuse  Prc  ^ 0 5 9 

• Health  Professionals  ^ 

PO.  Box  11288  Dallas,  Texas  75223 

214/381-7181 

Established  in  1917 
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